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ABSTRACI' 

The purpose of the study was to investigate the structure of coping 

with chronic pain and to develop a standardised, reliable and valid 

~t to measure coping with chronic pain. The use of this 

instrument as a measure of change in the evaluation of a local Pain 

Management Programe was investigated. 

The Pain Coping Questionnaire was developed from analysis of responses 

of 298 chronic pain patients to a self-report questionnaire concerned 

with coping with chronic pain. Following empirical psychometric 

investigations of reliability and validity, four psychologically 

meaningful dimensions were identified. One dimension, the General 

Coping Measure, was a measure of psycho-social adjustment to chronic 

pain. Three dimensions measured beliefs in the use of cognitive and 

behavioural pain coping strategies. One dimension, Active Coping 

Strategies, measured active pain coping strategies. Two dimensions, 

Avoidance and Use of Drugs, measured passive pain coping strategies. 

Belief in the use of active pain coping strategies was predictive of 

good psycho-social adjustment. Belief in the use of passive pain 

coping strategies was predictive of poor psycho-social adjustment. 

The results from outco~e studies indicated that the Pain Coping 

Questionnaire was a sensitive measure of change. The Pain Manag~.ment 

Programne had beneficial effects with respect to short-term outcome. 

Limitations were discussed. It was concluded that the Pain Coping 

Questionnaire represents an original contribution that is likely to 

have broad applications in the assessment and treatment of chronic 

pain patients. 
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CHAPl'ER 1 

LITERA'IURE REVIEW 

1.1 INTRODUcrION 

Pain is a useful and adaptive response. It functions to warn the 

organism that tissue damage· has been inflicted and that preventative 

or healing actions need to be taken. Pain is defined by Merskey et 
. 

al, 1979 as:-

"An unpleasant experience which we primarily associate 
with tissue damage or describe in terms of tissue damage 
or both." 

The aim of treatment is to correct the underlying cause of the pain. 

When the tissue damage heals, the pain usually subsides and pre-morbid 

functioning can be resumed. In some. cases, the pain persists long 

past healing time. When this occurs, pain ceases to have any useful 

function and becomes a maladaptive response that demands treatment in 

its own right and beyond that of the initial cause of the pain. When 

the pain persists for longer than 6 months it is usually called 

chronic pain. 

Bonica (1980) estimates that chronic pain affects nearly 35% of 

Americans and over 50 million of these people are partially or 

canpletely disabled for periods of a few days to.permanently. In the 

U.S.A., 56% of the la1::x:>ur force (Snook,1980) will ultimately receive 

treatment for back pain. Chronic low back pain, in industrial 

settings, makes up the single most expensive medical insurance cost 
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factor. In the U.K., D.H.S.S. (1979) figures show that £220 million 

is lost in output every year and £40 million is paid in sickness, 

invalidity and disablement for back pain alone. Chronic pain is a 

very costly problem, both in terms of personal suffering and 

disability as well as being an economic drain on society. 

Medical treatments for chronic pain are often unsuccessful. Despite 

medical and surgical advances, it is estimated that only 30-40% of 

~c pain patients obtain adequate longterm relief from 

pbarmacological or surgical treatments (Loeser, 1974; White, 1969). 

The failure of traditional medical approaches to deal with chronic 

pain problems together with the development of health psychology and 

behavioural methods over the past 15 years has brought about a wider 

perspective on ~c pain that includes a psychological dimension. 

Psychological theorising has made major contributions to the 

understanding of ~c pain phenomena. New and imovati ve methods 

of pain management based upon psychological principles have been 

developed with promising results. 

1. 2a Specificity Theory .. 

Specificity theory of pain conceptualises pain as a sensation that 

results directly from a nociceptive stimulus impinging on a pain 

receptor. Pain is viewed as a sensory experience, mediated by 

~ific central neural substrates and directly proportional to 

stimulation of peripheral pain receptors. Medical treatments of pain 

are based upon this model. Treatment interventions that follow from 
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this model attempt to reduce the tissue damage directly or interrupt 

the transmission of neural impulses coming from the damaged tissue, so 

that the perception of pain is eliminated or reduced. 

This theory of pain has its roots in Descartes (1664) who proposed a 

direct transmission of sensory information and pain experience from 

the skin to the brain. Muller (1842) in his "Doctrine of Specific 

Nerve Energies" stated that the brain received information about 

external objects via sensory nerves which were connected to the 

cortical centre responsible for the sensation. Von Frey (1894) 

expanded this theory to consider the receptors. He designated free 

nerve endings as specific pain receptors which project via a pain 

pathway to a pain centre in the brain. This view of a simple and 

direct relationship between nociceptive stimulation and pain 

experience has been reinforced by the successful application of 

analgesic agents and procedures in the relief of acute pain. Hardy et 

ale (1952) stated: 

"The adequate stimulus for pain sensation is the damaging 
of tissue". 

Although the physiological/anatomical model of pain has dominated 

medical approaches to pa.tt relief, an alternative conceptualisation of 

pain has developed which emJ;ilasises pain as a perceptual rather than a 

sensory experience. Marshall (1894) believed that pleasure and pain 

were experiences rather than sensations and Head (1920) made a clear 

distinction between "discanfort" and ''pain''. The notion that pain is 

a complex perceptual phenomenon rather than a simple sensation 

directly proportional to tissue damage has been developed by the much 

quoted work of Beecher (1946,1956,1962). Beecher (1956) compared the 
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pain experience and analgesic consumption of war wounded soldiers in 

cc:nparison to civilian surgical patients. He found in a study of 215 

men seriously wounded in battle that only 25% of soldiers wanted a 

narcotic for pain relief in·comparison to 80% of the civilian group 

with similar surgical wounds made under anaesthesia. The difference 

in pain reaction was attributed to the significance assigned to the 

wound rather than the extent of tissue damage. In the case of 

soldiers, injuries sustained on the battle field meant escape, while 

in civilian life further surgery meant possible disaster. Beecher 

carmented :-

"SUffering consists of 2 principle factors, the initial 
sensation and the reaction to sensation. There is no 
sinple relationship between stimulus and subjective. 
response", (Beecher,1959). 

Many experimental studies have been conducted which demonstrate that 

there is not a simple relationship between tissue damage and 

eXperience of pain as predicted by the Specificity theory. There are 

clinical reports of pain without tissue damage (Melzack,1965) and 

reports of absence of pain despite severe injury (Beecher, 1959). 

Numerous studies have demonstrated that psychological variables exert -

a significant influence on pain. Psychological variables that have 

• been shown to be important include personality attributes (Lynn and 

Eysenck,196l: Bond and Pearson,1969: Bond,197l: Rosen et al.,1980), 

attention (Blitz and Dinnerstein,197l: McCaul and Haughtvedt,1982), 

anxiety (Beecher, 1972: Hill,1952; Lindsay, 1983), perceived 

controllability (Bowers,1968: Girodo and Wood,1979: Turk and 

Genest,1979) and socio-cultura1 factors (Sternbach,1965: Weisenberg et 

a1.1975) • 

17 



The Specificity theory does not adequately account for clinical and 

experimental findings which clearly demonstrate that there is not a 

direct relationship between pain experience and tissue damage. While 

it is now known that each receptor structure has its own adequate 

stimulus and that pain-generating receptors transmit impulses that 

follow certain pathways in the spinal· cord and thalamus, pain 

experience is a more complex phenomenon. 

~ !h! ~ Control Theory of Pain 

The Gate Control theory of pain was proposed by Melzack and Wall(1965) 

and represents an attempt to integrate neurophysiological and 

psychological variables into a unified theory of pain. It was 

developed from an understanding of the phsyiological and psychological 

influences of pain experience. These influences were a high degree of 

fibre and pathway specialisation in the CNS, the role of spatial and 

ten:poral patterning in nerve transmission, influences of psychological 

factors on pain perception and response and the role of spatial and 

temporal summation in the spread of pain and its persistance after 

healing. 

*' The theory is outlined in Fig.I.1- The theory proposes that the 

tr~ssion of impulses from afferent fibres to spinal cord 

tr~ssion (T)cells is modulated by a spinal gating mechanism in the 

substantia gelatinosa of the dorsal horns. Large diameter A beta 

fibres inhibit transmission (close the gate) whereas small diameter A 

delta and C fibres facilitate transmission (open the gate). The 

spinal gating mechanism is also influenced by descending irnpllses from 

the brain. A specialised system, the central control trigger, 
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Fig. 1.1 Conceptual model of Gate Control Theory showing 
sensory, motivational and central control determinants 
of pain. .., 
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activates selective cognitive processes that modulate the spinal 

gating mechanism. When the T cells exceed a critical level, the 

central control trigger is activated and pain is experienced. 

Melzadk and Casey (1968) proposed that there are three major 

psychological dimensions of pain which are subserved by 

physiologically specialised systems in the brain. The dimensions are 

senso~scriminative, affective-motivational and cognitive

evaluative. 

The sensory-descriminative dimension is primarily a sensory process 

with a physiological basis and dependent on organic pathology and 

perceived and prevailing levels of nociceptive stimulation withih the 

organism. It is mediated by rapidly conducting neospinalthalamic 

pathways. 

The affective-motivational dimension is primarily psycb::>logical in 

nature and subject to cognitive evaluation and past experience. It is 

tixrught to be mediated by activity in the reticular and limbic 

systems and influenced by slowly conducting paleospinalthalamic 

pathways. There is experimental evidence that these structures are 

inplicated in the mediation of .. versive emotional states. Electrical 

simllation of hippocampus, amygdala or other limbic structures may 

evoke escape or other attempts to stop stimulation (Delgado,1956). 

cats show marked changed in affective behaviour including decreased 

responsiveness to noxious stimulation following ablation of amygdala 

(SCheiner and Cling,1953). Surgical section of the cingulum bundle 

produces changes in "negative affect" associated with chronic pain in 

human subjects (Foltz and White,1962). This evidence suggests that 
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limbic structures provide the neural substrates for aversive drive and 

affect that comprise the motivational dimension of pain. 

Neocortical or higher central nervous system processes such as 

evaluation of the input in terms of past experience, exert control 

over activity in both the discriminative and motivational systems. 

Thus suggestion, expectation, past experience and cultural values all 

have profound effects on pain experience. The frontal cortex is 

thought to playa particularly significant role in mediating between 

cognitive activities and the motivational-affective features of pain. 

These three dimensions of pain interact to provide perceptual 

inDormation regarding the location, magnitude and spatiotemporal 

properties of noxious stimulus, motivational tendency and congnitive 

inDormation. While the Gate Control theory has been criticised with 

respect to anatomical location and neurophysiological foundations of 

synaptic connections in the gating mechanisms (Nathan,1976), it has 

had a profound influence on multidisciplinary approaches to chronic 

pain. Its great strength lies in providing an integrated theory of 

physiological and psychological influences on pain and its emIilasis on 

the modulation of pain by central processes. 

Chronic pain is usually defined as pain persisting for greater than 

six months duration. It differs from acute pain in several 

fundamental ways. Sternbach (1974) draws attention to the differences 

in physiological responsiveness. Acute pain is typically associated 

with change in autonomic activity (increases in cardiac rate, 
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respiration, sweating, muscle tension etc.).--In contrast, chronic pain 

presents as a habituation of the autonomic responses. A pattern of 

vegetative signs emerges which may include disturbances .of appetite 

and sleep, depressed libido, irritability, withdrawal of interests and 

depression. The pattern of responses commonly associated with acute 

pain is anxiety and with chronic pain, depression. Another major 

difference between chronic and acute pain concerns its impact on the 

individual. Pain of recent onset and short duration requires rapid 

but relatively minimal changes and adjustment. Chronic pain has a 

major impact on every aspect of functioning and as such introduces a 

psycho-social perspective beyond that involved in acute pain. 

In many cases, the presence of chronic pain ·can be adequately 

explained in terms of the nature and severity of underlying organic 

pathology when for example the pain is due to some active disease 

process such as arthritis or cancer. Chronic benign pain refers to 

the chronic pain condition not caused by any active disease process, 

and when the pain becomes a disorder in and of itself. Chapman (1977) 

describes a set of behaviour patterns that characterise "chronic pain 

syndrane". A common feature of chronic pain syndrome is that as the 

pain lingers into chronicity, pain complaints become less consistent 

with organic pathology and N'lereappears to be an increasing 

desynchrony between the sensory and emotional comp::ments of pain. The 

pain may increase in intensity and distribution and secondary or 

tertiary pains may develop. 

In acute pain, pain intensity typically varies considerably from 

moment to moment. Intensity of pain fluctuates until it gradually 

sUbsides and eventually disappears when healing takes place. In 
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chronic pain, patients typically report high levels of constant pain. 

swanson and Maruta (1980) asked a group of 200 pain patients admitted 

to an inpatient Pain Management programme to rate their pain hourly 

While awake on a scale of 0 (no pain) to 10 (the most severe pain 

imaginable). Their estimates were averaged for three days. Thirty

five patients were assigned to a high pain .group on the basis of 

average ratings of 8-10. Thus, from self reports, patients must have 

been experiencing virtually constant pain of maximal severity all day 

and every day. 

~c pain patients are frequently unresponsive to medical 

treatments. It is not uncommon for patients to undergo multiple 

investigations and treatment which not infrequently result in an 

iatrogenic component to their pain problems. As the pain and 

disability increases, the psychological status may deteriorate and 

becane increasingly characterised by withdrawal from occupational, 

social and family responsibilities. Many reports on the concurrence 

of mood change and chronic pain appear in the literature 

(Fielding, 1980: Melzack,1961: Spear, 1967: Bond, 1978: Pilowsky and 

Spence,1975). Keefe et al. (1982) state:-

"Clinical observation suggtwts that chronic pain patients 
are prone to report that they feel depression, anxiety 
and have numerous physical complaints.1I 

Patients may assume a IIsick role" or show "illness behaviour" 

(Mechanic,1962). This refers to a set of invalid behaviours such as 

passivity, inactivity, dependency and weeping. Mechanic (1962) 

desribes "illness behaviour" in the following way:-
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"By this term we refer to the ways in which given 
symptcms may be differentially perceived, evaluated and 
acted (or not acted) upon by different kinds of persons. 
Whether by reason of earlier experiences with illness, 
differential training in respect to symptoms or 
whatever, some persons will make light of symptoms, shrug 
them off, and avoid seeking medical care: others will 
respond to the slightest twinges of pain or discomfort, 
be quickly seeking such medical care as is available." 

The unresponsiveness of chronic pain patients to traditional medical 

treatments combined with the frequent absence of physical pathology to 

account for the degree of pain and functional disability has resulted 

in such patients being labelled as having "psychogenic" pain. 

Scmet:imes to the chagrin of the patient, their pain may be seen as 

"imaginary" or "hysterical" or if in the medico-legal context, as "a 

malingerer". The descriptive value of these terms, which are often 

used interchangeably, is really limited to denoting a syndrome that 

cannot be adequately explained within the nociceptive model of pain. 

Much effort and time has been spent by psychologists in diagnosing 

whether chronic pain patients are suffering from an "organic" or 

"psychogenic" pain. The assumption is that there are two types .of 

pain which have different psychological characteristics. Various 

p~tric devises have been used to make this diagnosis. The 

Minnesota Multiphasic Personal fhventory (MMPI) is by far the most 

widely used instrument in the psychological investigation of chronic 

pain patients. Slade (1984) rep:>rts a review of over 50 papers on the 

t<MPI and pain. The evidence that MMPI can differentiate "organic" 

from "functional" pain is conflicting (Hanvik,195l; McCreary et 

al.,1977: Rook et al.,198l). Fisher (1984) in a selective review 

conciudes that it is an unreliable instrument for the diagnosis of 

organic/functional pain, the prediction of outcome or the 
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differentiation of acute from chronic pain. The conflicting and 

confusing results of this voluminous research is most likely to be due 

to the weakness of the question rather than the unreliability of the 

instrument. It is very doubtful whether there is a true dicotomy 

between organic and functional pain. Sensory and emotional components 

of pain are inextricably interwoven. They are not mutually exclusive 

and there is little justification in treating functional and organic 

pain as separate and discrete entities. Naliboff et al.(1983) 

concludes: -

"The data do not sllp1X)r't attempts at defining a low back 
pain or chronic pain personality profile apart from the 
em::>tional disturbance associated with chronic limitation 
and disruption of activity" 

1.4 PSYaiOUXUCAL MODELS OF CHRONIC PAIN - --

!..:.1! Psychodynamic Models of Chronic Pain 

Essentially psychodynamic theories of pain propose that certain early 

~iences can predispose persons to adopt lifestyles in which 

suffering is a key element. Chronic pain has been described as 

conversion neurosis, depressive 4ivalent or hypochondriacal reaction 

(Blu:ner and Heilbron,1982). Freud (1952) viewed pain as a conversion 

neurosis resulting from a compromise between the fulfillment of a 

"forbidden wish" and its punishment. Reich (1933) emphasised the 

relationship between (anal-retentive) personality traits and chronic 

muscular hyper-tension associated with some chronic pain syndromes. 

The "legitimisation motivation" theory of chronic pain, proposed by 
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:M'i~and Lyon (1979) represents an explicitly stated example of a 

psychodynamic theory of pain. This theory is outlined in Fig 1.2 • 

The authors suggest that when an individual with personality problems 

is confronted with stressful life events, this may result in a level 

of psychological disability that is unacceptable for that individual. 

If such individuals have an accident or become ill, and especially if 

they are in pain, their inability to cope socially and psychologically 

may be legitimised in the sense that it becomes acceptable socially 

and personally. Thus, according to this theory, some individuals who 

cannot cope with life, derive psychological benefits from apparent ill 

health. .tI~~· in a longitudinal study of accident 

victims who subsequently developed chronic pain, reported finding 

increased stress levels before the accident and reduced levels 

following the accident. The authors concluded that this was evidence 

that the pain had resulted in life becoming less stressful. 

(1959) described the characteristics of "pain-prone" patients. 

These individuals experience pain in the absence of peripheral 

stimulation or nociception and are characterised by several features 

inclt:ding a) prominance of guilt b) history of suffering, defeat and 

intolerance of success c) unfulfilled strong aggressive drive and d) 

developnent of pain upon loss of" threatened loss. Chronic pain is 

seen as the somatic expression of unresolved psychic pain. The 

experience of pain serves as a punishment which relieves guilt 

feelings. Blumer and Heilbron (1982) have further developed these 

ideas and suggest that pain of uncertain origin should be viewed as a 

variant of a depressive mood disorder. 

Szasz (1957) has proposed a Psychoanalytic theory of pain that views 
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Fig. 1.2 "Legitimization motivationll theory of pain. 
(Hyers and Lyon, 1979) 

27 



pain as resulting from the perception of a threat to the integrity of 

the body. Pain results from perception of threat to the body, 

regardless of whether the threat is real or imagined. Three levels of 

~ of pain are postulated. According to Szasz the body is 

treated as an "object" by the ego which is separate from it. The ego 

experiences anxiety and pain when an important part or body function 

is lost. ,This constitutes the first level of meaning of pain, pain as 

a symptom. The second level of meaning of pain is as a form of 

cc:mnunication used as a way of soliciting help. The third level of 

~ of pain is symbolic and includes various forms of 

interpersonal manipulations and secori.dary gains. 

Gentry et al. (1974) proposed the "dependency motivation" theory, 

outlined in Fig.l.3. They suggest that chronic or dependent pain 

behaviour may arise through a combination of three factors. The first 

factor they term "unmet dependency needs" and satisfies individuals 

who may have suffered relative deprivation of their own requirements 

for care and protection during childhood and adolescence. They argue 

these needs may be present in individuals who are later born children 

from large families, who leave school and start work early, who marry 

early and who have children early. The second factor is the 

availability of the support lacldf\g in their earlier life from family 

ltlEInbers at the time of their accident or pain. The third factor is 

early parental models for pain and disability. Some evidence for 

this proposition has come from studies based upon retrospective 

reports showing that parents, siblings and relatives or patients with 

~c back problems have substantially higher numbers of pain 

canplaints than controls (Anderson et al.,1977: Block,198l). 
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Unmet dependency needs: 

1. Later born child 
from large family 

2. Early age of 
starting work 

3. Early marriage 

4. Started family 
early 

Dependent Pain 
Behaviour 

Early parental/ 
family models for 
pain and disability 

+ 

Support available 
from family 

Fig. 1.3 "Dependency motivation" theory of pain 
(Gentry et al 1974) 
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Several uncontrolled experimental studies provide some empirical 

support for some of the assumptions made by psychoanalytically 

orientated" theorists. Recordings of EMG activity over the painful area 

in chronic pain patients undergoing psychoanalysis have shown 

increased muscular activity when personal conflicts, especially 

. hostility, guilt and frustration were addressed (Holmes and Wolf,1950: 

Ibrpat and Holmes,1962). Theorists predicting both high levels of 

depression in chronic pain ~lS ~fcitll)-and low levels of 

depression (Castelnuovo-Tedesca and~~) have found support 

from studies investigating MMPI profiles (Blumer and Heilbronn,1982; 

Myer and Lyon,1979). Merskey and Spear (1967) report finding a greater 

proportion of chronic pain patients as being resentful and hostile 

persons and that psychodynamic predictions about underlying mechanisms 

are supported by objective clinical data. 

OVerall, the evidence of a usable psychcxlynamic model of chronic pain 

is weak and unconvincing. As with all psychcxlynamic approaches, the 

theories generated are unfalsifiable and this makes evaluations of 

clinical studies providing empirical support for the theory a somewhat 

perfunctory exercise. The evidence that is quoted lacks suitable 

control groups, lacks information abOut base rates of patients who 

suffer putative conflicts ye~have no pain and is generally 

equiVOCal. Studies of the MMPI reviewed by Slade (1984) do not reveal 

any clear or consistent psychological profile to identify chronic pain 

patients. In general, personality characteristics found in chronic 

pain patients are the same as those found in many chronic medical 

conditions (Swanson et al.,1976). PsychOdynamic models of pain are 

closely related to the medical model in that the detection and cure of 

pathology, albeit of psychic origin, is the central issue. This 
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approach, with the assumption that explanation and treatment lies 

within the person, has not been successful in chronic pain and 

psychoanalytic approaches have not offered any significant 

contributions to treatment. The main strength of these theories is 

the emphasis on early experience in shaping behaviour patterns and the 

main weakness is the failure to recognise the importance of 

environmental influences in determining ongoing behaviour • 

..!.d2 Respondent Model of Chronic Pain 

Gentry and Bernal (1977) suggest that classical conditioning of pain 

and tension may occur in an acute pain state due to some form of 

physical damage leading to a pain-tension cycle. Pain results from 

sustained muscular hypertension. Avoidance of movement may be used to 

reduce pain, leading to increased immobility that may increase tension 

and pain still more. Depression and dependency on-medication may 

follow and intensify the pain-tension cycle further. Caldwell and 

Chase (1977) assumed that once an active pain problem exists, 

conditioned fear of movement may develop, motivating avoidance of 

activity and leading to muscular atrophy and increasing disability. 

The aim of treatment is to help the sufferer reduce the overactive 

physiological response (usually ~cular tension) which is causmg the 

pain. Relaxation training, anxiety management, autogenic training and 

biofeedback have all been used for this application. 

M::>st of the research in this area has addressed headaches 

(Philips, 1976: Chapman, 1986) although a small number of studies have 

looked at other musculo-skeletal pain syndromes such as myofascial 

pain dysfunction {~i~~3Dohrmann and Laskin,1978: 
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Ghadiali,1979), chronic neck and shoulder pain (Hendler et al.,1977) 

and low back pain (Nouwen and Salinger,1979~ Wolf et al.,1982~ Linton 

and Melin,1983~ Keefe et al.,198l). Although assessment measures, 

treatment variables and patient characteristics vary, making 

~i~ difficult, most studies demonstrate that relaxation 

training and EMG biofeedback significantly reduce pain ratings 

(Linton, 1986). It has not been adequately demonstrated that EMG 

biofeedback offers any clear cut advantages over more conventional 

relaxation procedures (Turner and Chapman,1982~ Chapman,1986). 

The central assumption of the respondent model of pain is that 

elevation of EMG levels in key muscle groups and behaviour motivated 

by pain are highly associated and that reduction in muscle tension 

produces corresponding reductions in pain ratings. A number of 

studies have examined the relationship between muscular hypertension 

and pain. Increased lumbar EMG levels in low back pain patients 

~ed with heal thy controls have been reported in prone resting 

position (Grobel,1973), during differential relaxation (Kravitz et 

al.,198l) or during standing (Hoyt, 1982). Not all studies have found 

the expected association between increased EMG levels and pain. 

Collins et al. (1982) did not find any differences between low back 

pain patients and healthy contrels when measuring their lumbar EMG 

levels in different positions. Similar findings have been reported by 

other workers (Basmajian,l976,l978). 

Treatment of pain derived from th~ respondent model predicts that 

reduction in muscle tension produces corresponding reduction in pain 

ratings. A number of studies have suggested that reducing EMG levels 

does not necessarily entail synchronous reductions in pain experience 
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or behaviour (Andrasik and Holroyd, 1980: Martin and Matthews,1978). 

Philips and Hunter (1981) failed to discover the assumed relationship 

between tension levels and severity of headaches in tension headache 

sufferers. Forty per cent of a severe tension headache group showed 

no tonic abnormality. Other studies have shown that EMG levels cannot 

reliably differentiate migraine and tension headache sufferers. Stenn 

(1979) treated a group of myofascial pain dysfunction patient.s with 

progressive relaxation techniques and EMG biofeedback. He reported 

that despite reports of lowered pain levels after treatment, the level 

of muscle tension did not appear to be lowered. 

Dohnnann and Laskin (1978) treated myofascial pain dysfunction with 

EM; biofeedback of mas{3eter muscle activity. Subjects treated with 

feedback reported marked pain reduction and improved ability to open 

their mouths without discomfort. Again, EMG data were inconsistent 

with self report and other measures. Variations in EMG levels did not 

correspond with pain levels. 

Lo~ and Salinger (1979) compared EMG biofeedback assisted 

relaxation with no treatment controls in a group of low back pain 

sufferers. The biofeedback group showed significant decreases in 

subjective pain estimates and EMq.levels with no change in the control 

group. Pain decrease and reduction in EMG levels, however, appeared to 

be independent. EMG levels steadily increased when biofeedback 

training was finished and returned to pre-treatment levels at 3 m:>nths 

followup. Decreases in pain ratings however were maintained. The 

authors attributed the independence of EMG levels and pain ratings to 

the sense of self-control which the patients who had received 

biofeedback training had gained. The patients learned that muscle 
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tension levels and thus pain could be controlled and this pain control 

continued even in the absence of continued muscle tension control. 

These studies demonstrate that although relaxation and related 

procedures do sigificantly reduce pain ratings in some patients, there 

is not always a clear correlation between levels of muscular activity 

and pain as predicted by the respondent model. Technical and 

Procedural difficulties may account for some of the failures to 

establish this relationship (Chapman, 1986). 

Biofeedback and related procedures have important cognitive as well as 

physiological components and these may be the important aspects of 

treatment. Studies which have compared the effectiveness of 

psychophysiological interventions with other psychological approaches 

have suggested that psychophysiological stategies are often 

insufficient to lead to long term reductions in pain. 

Turner (1982) repor't:ed that while relaxation and cognitive 

interventions were equally effective in reducing pain in back pain 

patients upon completion of treatment, significant differences emerged 

atone month followup. Subjects treated with relaxation training 

alone reported an increase in jPin whereas subjects treated with 

cognitive intervention as well as relaxation training maintained this 

improvement. 

Holroyd, Andrasik and Westbrook (1977) reported similar findings in 

that a stress coping intervention but not EMG biofeedback led to a 

decrease in pain in a sample of tension headache patients. 
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In a recent review, Linton (1986) reported that of five studies 

--examining relaxation as a treatment for chronic pain, four of them 

used relaxation as a cognitive coping strategy where relaxation was 

used in everyday situations to control pain. 

These findings point to a major weakness of the simple respondent 

nodel of pain in that it does not take account of irnp:>rtant cognitive 

factors in determining pain experience and response to treatment. 

There is not a direct relationship between physiological activity and 

pain and therefore treatment if focused directly on changing 

physiological reactivity will not necessarily lead to reduction in 

pain. 

~ Operant Model ~ Chronic ~ 

Fordyce (1968;1973;1978) has applied principles of operant 

conditiOning (Skinner,1953) to the problem of chronic pain. Skinner 

distinguished between two fundamentally different types of behavioural 

response, "reSIX>ndent" and "operant". Respondents, involving smooth 

muscles or glandular reactions, are reflexive and controlled by 

antecedent stimuli. Operants, in contrast, involv.e striated and 

VOluntary musc"res. They can betilicited by antecedent stimuli but 

also are sensitive to environmental influences. Fordyce proposes 

that in some cases pain behaviour may begin as a respondent but may 

cane to be controlled by the environment through a process of 

conditioning. If a behaviour is followed by p:>sitive consequence then 

the probability Of that behaviour occurring again in the future is 

increased. If behaviour is followed by a negative consequence then 

the probability of that behaviour occurring again is diminished. In 
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the case of pain behaviour, Fordyce proposes that positive 

reinforcement (attention, sympathy and· medication), negative 

reinforcement (avoidance of unwanted responsibilities) and extinction 

of well behaviours are the main processes by which pain behaviour can 

came under environmental control. These concepts are outlined in 

Fig .1.4 •• 

Fordyce (1978) emphasises that pain behaviour can be either respondent 

or operant in nature depending upon whether it is controlled by 

antecedent stimulation (nociception) or by environmental 

contingencies. Functional analysis of pain behaviour determines 

whether it is operant, respondent or some combination of the two. 

This model does not consider suffering, pain or other "internal 

events" commonly associated with pain experience. It is solely 

concerned with overt and observable actions and behaviours. Pain 

exprience or other cognitive events cannot be directly observed and 

therefore although their reality is not denied, they are irrelevant in 

a behavioural analysis. Only the external expression of such 

experiences can be observed and modified by manipulating environmental 

contingencies. 

.., 
The model focuses attention on pain behaviour. Pain behaviour simply 

refers to anything that the patient says or does that is identified by 

an observer as an indicator of the presence of pain. Loeser (1980) 

proposed a framework which distinguishes between nociception, pain, 

suffering and pain behaviour. These terms were defined in the 

following way:-
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TI{Q TYFES OF PAIN: 

1. Respondent pain 

Antecedent Pain 
stimulus "" (N ocic epti ve) 

# behaviours 

(Organic/physiological basis) 

2. Operant pain 

Pain behaviours "- Reinforcements ., 

Pain complaints (A) Positive: sympathy 
l<1edication and attention of family, 

Demanding, etc. friends, doctor, etc. ; 
contingent medication. 

"* (B) Negative: Escape from 
job, responsibilities, 
stresses, etc. 

Fig. 1.4 Operant 1'10del of Pain (Fordyce, 1978) 
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Nociception: 

Pain: 

Suffering: 

potential tissue damaging thermal or mechanical energy 

impinging upon specialised nerve endings of A-delta 

and C fibres. 

perceived nociception input to the nervous system. 

negative affective response generated in higher 

nervous centres by pain and other situations such as 

loss of loved objects, stress and anxiety. 

Pain behaviour: all forms of behaviour generated by the individual 

~y understood to reflect the presence of 

nociception, including speech, facial expression, 

posture, medication, health care utilisation. 

This framework emPhasises that there is no inherent link between pain 

and nociception. It is possible to have pain without nociception 

(e.g. phantom limb pain) and nociception without pain, as for example 

When soldiers injured on the battle front do not experience pain 

despite serious wounds (Beecher, 1962). Pain and suffering are 

~ed in language by the labels. given to communication of 

suffering. We describe a person AS a ''pain'' meaning the person makes 

us suffer and not· that we have nociceptive input in some part of the 

body. Pain behaviour can be influenced by nociception, pain and 

suffering. It can also come under environmental control and hence can 

be manipulated by identifying and changing the contingencies that are 

controlling the behaviour. 

There are several studies which have demonstrated that pain behaviour 
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does have a systematic relationship with environmental contingencies 

predicted by the operant model. Fordyce et ale (1981) correlated pain 

behaviour with the amount of exercise performed in a group of chronic 

pain patients. Pain behaviours were any visible or audible indicators 

of pain or suffering. All patients had limitations upon the number of 

exercises they were capable of performing due to pain. If pain 

behaviour was controlled by nociception then one would expect a 

positive correlation between exercise and pain behaviour given that 

all patients had previously reported limitations of exercise due to 

pain. In other words one would expect that the more patients 

exercised then the more pain would have been generated and the more 

pain behaviour would have been observed. The results demonstrated a 

negative correlation betwen exercise and pain. The more the patients 

exercised, the less pain behaviour was observed. The authors 

ooncluded that this demonstrated that there was not the expected 

association between exercise (with the perceived nociception) and pain 

behaviour. The implication was that pain behaviour was controlled by 

environmental stimuli rather than nociception. 

BlOCk et ale (1980) re9Uired chronic pain patients to report pain 

levels in two different conditions: oo.ce when being observed by their 

spouse and once when being obserW!d by a neutral observer, the ward 

clerk. They found that patients who reported that their spouses were 

relatively non-solicitous in responding to pain behaviour reported 

significantly lower pain levels in the spouse observer condition than 

in the neutral observer condition. Patients who reported that their 

Spouses were relatively solicitous in responding to pain behaviour 

reported marginally higher levels of pain in the spouse observed 

condition than in the neutral observer condition. The authors 
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explained this in terms of the discriminative properties of the 

spouse. They further reported that the solicitous spouse group had 

significantly longer history of pain (15.5 years) than did the non

solicitous group (4.5 years). One possible explanation is that 

patients may have been reinforced for pain behaviour by their spouse 

as predicted by the operant model. Another possibility is that the 

spouse may have become more solicitous as the pain lingered into 

extended chronicity. Some form of natural selection may have 

influenced the spouses resonse during the course of chronic 

disability. The authors commented:-

"During the first few years of illness some spouses may 
respond to pain with anger or frustration but, with 
increasing chronicity, may either adapt to the situation 
and respond solicitously or leave the marriage". 

Roberts and Reinhardt (1980) demonstrated that characteristics of 

spouses of chronic pain patients have a systematic relationship with 

pain behaviour. They compared personality profiles of spouses of 

chronic pain patients who had undergone a pain treatment programme. 

They found that spouses of patients who had been successfully treated 

had lower scores on the Hypochondriasis and Hysteria scales of the 

~I when compared with spouses of patients who did not benefit from 
.-

treatment. This finding is consistent with the notion that spouses 

Who have preoccupations with physical symptoms may show a greater 

readiness to reinforce pain behaviour. As in the Block study (1980) 

it is possible that the spouses characteristics may have been modified 

by living with a chronic pain sufferer and that determined pain 

behaviour (reflected by non-response to treatment) results in a 

greater preoccupation with physical symptoms in their spouse 
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(reflected by elevated scores on Hypodhondriasis and Hysteria scales). 

cairns and Pasino (1977) systematically varied physical therapist 

prograntne feedback res:r;x:mse in a series of nine chronic pain patients 

exercising to tolerance. Following baseline, performance on one 

exercise, the fixed bicycle, received systematic praise and 

reinforanent contingent UIXID increments, while a second exercise did 

not. A reversal was instituted followed by an extinction phase when 

all reinforcements were withdrawn from both exercises. The number of 

exercises performed under the different conditions was examined. 

Results demonstrated that patients' performance varied markedly and 

systematically according to whether the physical therapist was 

delivering praise. 

Deleys et ale (1982) examined the effects of verbal reinforcment, 

graphic feedback and exercise quotas on activity in three pain 

patients. The exercise quotas and reinforcement resulted in a gradual 

increase in exercise behaviour. In this study these effects did not 

generalise to exercises that were not included in the programme. 

Further indirect evidence of the operant model comes from reports of 

efficacy of treatment. Varni et ale (1980) reported a case study 
.-

using multiple baseline and reversal designs in which social 

contingencies to pain behaviours were manipulated systematically in a 

three year old child with chronic burn pain. Results of this study 

den:a::tstrated that therapist behaviour had marked effect on expresssion 

of suffering and pain behaviour. Redd (1982) described the use of 

SOCial contingencies to reduced screaming and crying in a patient with 

tenninal cancer. . Fordyce et ale (1982) described using rest as an 
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exercise contingent reinforcement to increase walking behaviour in a 

patient wheelchair bound because of pain. 

Whilst the operant model recognises that environmental contingencies 

can maintain pain behaviour long past healing time, it has several 

'Weaknesses. The model does not account for subjective aspects of pain 

experience. It does not explain why individuals with similar pain 

behaviour have different pain experiences. This is a major weakness 

given that suffering and distress associated with pain are the most 

~rtant factors for the patient. Alleviation of suffering is 

usually the aim of most treatments for pain. Although there are 

frequent reports of changes in pain experience with significant 

reductions in pain ratings following treatment on behavioural regimes, 

the operant model does not strictly provide an explanation of how 

these changes may take place. Fordyce (1985) by ignoring cognitive 

factors is forced to use somewhat dubious physiological concepts such 

as "stress induced analgesia" or "increasing strength of muscles" to 

account for improvements in pain experience following operant 

treatment. There is a danger with this line of reasoning of over 

Simplifying pain as either "respondent" or "operant" which has close 

parallels with the organic/functional dichotomy which has not proved 

to be a useful way of conceptualising chronic pain patients. Despite 
~ 

these shortcomings, the operant model has, without doubt, had a 

profound influence on increasing understanding of chrohic pain and 

prdblems and has provided the background for the development of 

innovative approaches to treatment. 
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~ Cognitive Model 2! Chronic Pain 

The cognitive model assumes that the individuals thoughts, attitudes, 

beliefs and appraisal of the environment are critical determinants of 

enotional response and experience· of pain. Cognitive variables have a 

critical role in the Gate COntrol theory (Melzack,1965) and there are 

many experimental studies which have explored the relationship between 

c::ognitive factors and pain experience (Turk et al.,1983). Evidence 

fOr this relationship has come from studies of placebo response, 

studies of experimentally induced pain, studies of patients undergoing 

painful medical or surgical procedures and treatment studies of 

chronic pain patients. 

The placebo response emphasises the crucial role of cogni ti ve 

variables in experience of pain. Psychological mechanisms associated 

with the placebo response include social influences such as 

suggesticn, pursuasion and operant conditioning, expectancy effects 

such as hope, cognitive dissonance and classical conditioning and 

evaluative effects such as response artefacts, labelling and 

misattention (Shapiro,1978). Evans (1974) found that placebo is 

indistinguishable from active drug being mimmicked in terms of dose-· 

respcnse effects, time-effect curves and side-effects and that about 

35% of patients will report significntpain relief from placebos. 

Effectiveness of placebo was sho~to be directly proportional to 

apparent effectiveness of active analgesic with which it was being 

ccmpared. 

A number of studies have demonstrated the effects of cognitive 

variables on pain threshold and tolerance in experimentally induced 

pain. Johnson (1973) found that a detailed description of specific 

sensory characteristics of the pain to be experienced prior to 
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induction of ischaemic pain significantly reduced the amount of 

distress reported by the subjects. Kanfer and Goldfoot (1966) 

derronstrated that presentation of a negative set prior to measurement 

of pain tolerance using the cold pressor test significantly increased 

discanfort ratings .and reduced pain tolerance. Sternbach (1975) 

reported that cultural background and ethnic membership can affect 

pain tolerance as well as physiological responses to experimentally 

induced pain. Turk et al. (1983) have reviewed extensively studies 

investigating the effectiveness of different types of cogni ti ve 

strategies to moderate experimentally induced pain. He classified 

these findings into six main coping strategies:-

1) Imaginative inattention~ evoke mental imagery incompatible with 

pain. 

2) Imaginative transformation of pain: relabel pain sensation so as 

to minimise and reduce pain. 

3) Imaginative transformation of context: imagine pain occurring in 

a different context or setting. 

4) Attention diversion - internal: focus.on internal thoughts other 

than pain. 

5) Attention diversion - external: focus on external stimuli. 

6) Sanatisation: focus on pain in a detatched, objective manner. 

The results of the effectiveness. of these strategies in reducing pain 
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was equivocal. Methodological problems inherent in many of the 

studies documented clouded interpretation. These problems included 

difficulties in comparing different types of experimentally induced 

noxious stimulation and difficulties in controlling personal coping 

strategies that the subjects may have been using in preferance to the 

experimental strategies under investigation (Barber and <::::C:X:>per,19721 

Chaves and Barber, 1974) • 

Studies investigating cognitive variables in patients undergoing 

painful medical or surgical procedures provide further evidence for 

the important role that cogni ti ve factors play in the experience of 

pain. Chapman and Cox (1977) reported that the subjective response to 

surgery is affected by the type of surgery and the meaning attached to 

it. They compared renal transplant donors and recipients and general 

surgery patients and found differential patterns of pain between 

general surgery patients and kidney patients. Mathews and Ridgeway 

(1981) found that higher levels Of neurotisism and trait anxiety 

correlated with :poor physical recovery in surgical patients. 

There have been a number of studies d.ocumerAing the effeal:.i veness of 

proVision of different types of information in preparation for 

patients undergoing painful surgery. Most studies show that 

psyChological preparation of patients prior to surgery results in 

better post-surgical recovery on one or more indices of recovery 

(~ll aooWatson,198l). There does appear to be an interaction 

't:lil~ the type of informCition given and personal coping styles. 

Langer et al. (1975) found preparatory information ineffective in 

reducing post-operati ve pain and proposed that information given which 

was mainly" procedural may have sensitised the patient to the 
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discanforting aspects of impending surgery. 

Andrew (1970) explored the relation.ship between preparatory 

infonnation and ooping styles and found that preparatory information 

was most helpful in individuals who were 'vigilant" and least helpful 

in individual who were "avoiders". 

Auerbach (1976) found that dental patients who soored high on internal 

locus of control showed better adjustment including pain ratings 

during dental surgery when exposed to specifi9 information, while 

patients who .were high on external control responded more favourably 

to general information. 

'!he use of other types of ooping strategies has also been demonstrated 

to influence experience of acute pain. Langer et a1. (1975) 

emphasised the importance of cogni ti ve coping methods directed at 

patients' worries rather than providing information per see Other 

behavioural strategies include relaxation (Wilson,1981) and use of 

filmed modelling (Melamed,1977) have been effective in improving 

responses to painful surgery. Overall_results sugge.st that 

intervention given to modify oognitions can influence pain experience 

and that the effect of these interventions to some extent depends upon 

"QQping styles" or "personality predisposition". 

TliUiTe,¥ve. 'tleen some studies exploring the relationship between 

~tive variabJ,.es and chronic pain. Meichenbaum and Turk (1976) 

errp'h&sised~e importance of oognitive processes in ooping with pain. 

They report that maladaptive evaluation of pain experience (e.g. 

c;atastrophising) may lead to feelings of helplessness and hopelessness 
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and a general sense of loss of control. They suggest that this 

contributes to the development of chronic pain. Some evidence that 

maladaptive pain cognitions may be important in the development of 

sane chronic pain problems is provided by Lefebvre (1981) who 

denonstrated the presence of certain cognitive distortions in a group 

of chronic low back pain patients. 

Melzack and perry (1975) compared alpha biofeedback, hypnotic training 

(inclu~ relxation and ego strengthening techniques) and a 

canbination of the two in a group of mixed chronic pain patients. All 

patients managed to increase alpha output but only a combination of 

biofeedback and hypnotic training resulted in significant reduction of 

pain. They concluded that pain relief was not simply due to alpha 

production but was more related to distraction of attention, 

suggestion and relaxation which may have enhanced a sense of control 

over pain. 

Flor et ale (1983) found that a group of chronic low back pain 

Patients treated with EMG biofeedback had less thoughts expressing 

feelings of helplessness and loss of cQll.trol in back problems 

following treatment. 

There have been a number of studies supporting the efficacy of 

<X>gnitive interventions for chronic pain and this adds some support to 

the cognitive model of pain (Mitchell and White,l977: Holroyd,Androsik 

and Westbrook,l977: Turner,l982; Rybstein-Blinchik,l979). Recent 

reviews of cognitive treatment for chronic pain have commented upon 

the difficulty in establiShing effectiveness of these methods due to 

poor experimental design, lack of control stUdies, lack of follow-up, 
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Life 
events 

~ 

Fear of 
pain 

~V 

Psychosocial 

Personali ty 

I context 

Confrontation 

strong desire to 
return to ,'lork 
and other 
activities. 

Hobilization, 
exercise, and con
frontation ,Ii th 
personal pain 
barrier. 

Increasing con
frontation ,Ii th 
pain experience: 
calibration of 
pain experience 
against pain 
sensation. 

Effective 
rehabilitation 

Personal 

/ 
pain 
history 

~ Pain coping 
strategies 

Avoidance 

Increased fear of pain 
and avoidanc e of physical 
and social activities. 

:?l!ysical consqeuences 
include: loss of 
spinal mobility, loss 
of muscular strength, 
'\'Teight gain etc. 

Psychological con
sequences include: 
lack of exposure to pain 
experience, failure to 
calibrate appropriately, 
reduced behavioural 
repertoires and increased 
responsiveness to positive 
and negative reinforcement 
of the'invalid status'. 

Exaggerated pain 
perception (desynchrony) 

Fig 0 1.5 Fear-avoidance model of exaggerated pain perception 
(Slade et al, 1983) 

48 



insensitivity of single pain measures and general lack of appropriate 

outcane measures (Tan,1982:Turner and Chapman,1982). Pearce (1983) in 

a recent review of cognitive behavioural methods for the treatment of 

chronic pain syndromes other than headaches, emphasised the lack of 

appropriate outcome measures. 

Slade et ale (1983) recently proposed a theory that incorporates 

operant conditioning, early learning experiences and cognitive coping 

strategies into a unified theory of chronic pain phenomenon. The 

"fear-avoidance model of exaggerated pain perception" is outlined in 

Fig.l.5. Individual differences in pain experience and behaviour are 

accounted for by differences in coping strategies. Slade proposes a 

continuum between "avoidance" and llconfrontationll strategies and that 

adoption of these strategies determined pain experience and behaviour. 

A number of different influences determines where on the continuum an 

individual "is placed in terms of coping strategies. Fear of pain is 

central to the model and this largely determines the response from 

extreme "avoidance" to extreme "confrontationll• Pyscho-social context 

also influences the strategies adopted and this is determined by: 

1) 

2) 

3) 

4) 

The presence/absence of stressful life events. 

Personal pain history. 

Personal coping strategies. .. 
Characteristic behaviour patterns (personality). 

1.5 PSYCHOI.OOICAL TREATMENTS OF CHRONIC PAIN - --

In general, the aim of psychological treatment of chronic pain is to 

help the patient manage or cope with their pain more ably. While this 
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:i.nplies that the distress and functional disability is improved, it is 

rarely the aim of psychological treatment to cure or remove the pain 

canpletely. In most cases, some pathological changes have occurred 

and this means psychological treatment is usually conducted within a 

multidisciplinary framework with close °liason with medical personnel 

responsible for any treatable pathology. Psychological treatment 

focuses on psychological components of the pain problem. An individual 

Who has received some form of psychological therapy and who does not 

report a change in pain levels at the end of treatment, would not. 

necessarily be considered a treatment failure. In contrast, an 

individual who has undergone a cordotomy for relief of pain but who 

still reports pain following the procedure, would be considered to be 

a treatment failure. Success of psychological treatment is measured 

by reference to changes in psychological component of pain experience 

and behaviour. The emIilasis of psychological therapy is to help the 

patient manage their pain more ably. Inherent in this approach is 

helping the patients take a more active role in treatment in contrast 

to many medical approaches to pain where the patient is a passive 

recipient of drugs or surgical procedures. 

PsyChological treatments for chronic pain have mainly been derived 

from the respondent, behavioural and cognitive models of pain outlined 

previously. In many cases some or ~l models have been combined to 

offer a comprehensive treatment approach. A brief review of 

treatments derived from these models follows. This will be selective. 

It is intended to give an overall view of the status of psychological 

treatments and provide the background to the treatment approach that 

is the main focus of this study. It is not intended to present a 

detailed appraisal of individual methods. 
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~ Respondent Treatment Approaches 

The aim of respondent treatment approaches is to reduce some 

overactive physiological response (usually muscle tension) that is 

considered to be causing or contributing to the pain problem. This is 

achieved by a variety of techniques which all have muscular relaxation 

as a central element. EMG biofeedback is frequently used. It has 

been applied to conditions where relaxation is the response required 

to relieve the pain and also in conditions where relaxation is seen as 

an adjunct to some other form of therapy. 

Relaxation and related procedures have been used successfully in pain 

syndromes where sustained muscular tension is considered to be the 

prime aetiological factor. These syndromes include tension headaches 

(Philips,l976), myofascial pain dysfunction (Ghadiali,1979~ 

Stem,1979), chronic muscle pain (Large and Lamb,1983), chronic low 

back pain (Keefe et al.,l98l). It has also been used as a component 

in other forms of treatment including operant (Seres and Newman,l976), 

cognitive (Khatami and Rush,1978), autogenic training (Sahrion,1973) 

or part of a general treatment package (Keefe and Brown,1982). 

Carprehensi ve reviews on the efficacy of relaxation as a treatment for .. 
chronic pain generally provides favourable results (Turner and 

Chapnan,1982~ Linton,1986). The role of EMG biofeedback has not been 

established as effective above and beyond progressive relaxation 

training (Chapman, 1986) • 

Recent studies have compared relaxation approaches with other 
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treatments. Sanders (1983) found relaxation to be the most important 

aspect of a treatment programme in a single case comparison of 

functional pain behaviour analysis, relaxation, assertiveness training 

and social reinforcement. Turner (1982) compared progressive 

relaxation with no treatment and a coping strategy based on relaxation 

and "cognitive strategies". Although both treatments resulted in 

significant improvement, few differences between progressive 

relaxation and progressive relaxation plus cognitive strategies were 

found. Linton am Gotestum (1984) compared the effect of relaxation 

and outpatient operant management. It was found that the operant plus 

relaxation group was somewhat better on variables of activity and 

medication reduction while the applied relaxation group on its own was 

superior regarding pain intensity ratings. The authors suggested that 

the operant programme specifically treated activity and medication 

reduction, whereas relaxation was aimed at the subjective aspects of 

pain. 

There is little doubt that relaxation and related procedures is a very 

useful treatment for chronic pain. The evidence suggests that it is 

Irost usefully applied as an adjunct to other psychological therapies 

rather than a single physiological response. Keefe et ale (1982) 

ca:rrnented:-

"Single response training is too limited an approach for 
Irost chronic pain problems" • 

.!.:..2.e Cognitive Approaches .!2 Treatment 

Cognitive approaches to treatment of chronic pain assume that 
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cognition can influence experience of pain. Therapy aims to help 

patients change or alter cognitions such as to moderate the experience 

of pain and later behaviour. A central assumption underlying this 

approaCh is that changes in belief and attitude are followed by 

changes in behaviour. 

There is considerable evidence that cognitive factors can influence 

experience of pain in acute pain or experimental pain (Tan, 1982: 

Turner and Chapman,1982) Findings of cognitive influences in acute 

pain has been applied to Chronic pain conditions (Sanders, 1979: Turk 

and Genest,1979). Most of the studies of the effect of cognitive 

methods have been directed at headache sufferers (Bakai et 

al.,1981:Holroyd et al.,1977). A small number of studies have looked 

at other pain groups including burn pain (Wernick et al.,1981), 

chronic low back. pain (Turner,1982) and a mixed group of Chronic pain 

sufferers (Rybstein-Blinchik,1979). 

Pearce (1983) has reviewed empirical studies using cognitive methods 

for the treatment of chronic pain conditions. She classified 

treatments as being "pain-directed" or "stress-directed" according to 

the primary aim of therapy. Pain directed methods included teChniques 

such as distraction, relabelling and attention switch. The primary 

aim of these types of interventions ~ to modify subjective experience 

of pain. Stress-directed methods do not address pain experience 

directly but rather help the patient to manage and control stress more 

effectively and thereby improve ability to cope with pain. 

An example of a "pain-directed II method is the Stress Inoculation 

Technique described by MeiChenbaum and Turk (1975). 
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"The first phase, educational in nature, is designed to 
provide the subject with a conceptual framework for 
understanding the nature of stressful reactions. From 
such a conceptual framework a number of behavioural and 
cognitive coping skills are offered for the subject to 
rehearse during the second phase of training. During the 
third phase the subject is given an opportunity to 
practice his coping skills during exposure to a variety 
of stresses". 

'!his method has been applied in a number of pain syndromes (Turk et 

al.,1983: Rybstein-Blinchik,1979) with some promising results. 

There are relatively few studies evaluating pain-directed cognitive 

behavioural methods with chronic pain patients and those that have 

been reported lack methodological rigour with no control groups and 

limited outcome measures making interpretation of outcome difficult. 

M:>st stress-directed methods have been applied to headaches although 

there are some reports with mixed pain syndromes (Khatami and 

Rush,1978). As with ~es#~t~.tiads.~slack of control groups and 

broad outcome measures make interpretation of outcome difficult. An 

added complication is that many of these cognitive-behavioural methods 

include techniques such as relaxation (Linton, 1986) or operant-

~tioning (Khatami and Rush,1978) which makes it difficult to 

assess what aspect of the treatment is important. 

Overall, outcome studies of -cognitive-behavioural methods for chronic 

pain management is at best only suggestive of effectiveness. Pearce 

(1983) concludes: 

"Despite considerable optimism and interest in cognitive 
behavioural methods for chronic pain management data at 
this stage do not support their efficacy'. 
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Turner and Chapman (1982) in a comprehensive review concluded that 

evaluation is difficult partly because of the private nature of 

treatment, lack of follow-up, use of different outcome measures making 

cc:::q:arison between treatments difficult. Tan (1982) also in a recent 

review concluded efficacy of cognitive-behavioural strategies is not 

proven. Despi te these muted comments these methods are promising 

given the early stages of application with this difficult group. 

Another important aspect of these treatments is that although these 

reviews have considered them as an individual treatment, the 

cognitive-behavioural perspective can be readily employed. en a broader 

'basis and in conjunction with other treatment modalities and this is 

likely to be the most fruitful area of further research (Chapman et 

al.,198l: Stenn et al.,1979: Turk et al.,1983). 

The aims of operant treatments of chronic pain are to increase 

frequencies of "well behaviours" and decrease frequency of "pain 

behaviours". This is achieved by altering the social and environmental . 

contingencies that are ccntrolling such behaviours. Typically, these 

treatments are conducted in a tightly controlled inpatient setting 

which offers the opportunity for ~irnal environmental control over 

reinforcements. Spouse involvement is usually considered an integral 

aspect of the programme in order to aid generalisation and maintenance 

of behaviour change in the natural setting. The treatment does not 

involve concepts such as suffering, pain experience or other "internal 

events". It is solely concerned with observable behaviour with the 

main focus being upon decreasing functional disability (Fordyce et 
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al.,1968; FOrdyce et al 1973; Roberts and Reinhardt,1980). 

FOrdyce et ale (1973) were the first to apply operant conditioning 

techniques to chronic pain patients in the context of an inpatient 

progranme. They describe results achieved with 36 patients suffering 

very severe and chronic pain. Two conditioning techniques were used. 

First, nursing staff and the patient's spouse were taught to withold 

social reinforcement when patients displayed pain behaviour, such as 

canplaining about pain, while providing attention and praise for well 

behaviours such as physical exercise. Secondly, to reduce the 

reinforcing value of ~~ patients were given medications on a 

time contingent rather than a pain contingent basis. Medications were·. 

given in a "pain cocktail" with the amotmt of active ingredient being 

disguised by a masking substance and gradually reduced over time. 

This programme resulted in highly significant increases in activity 

levels and exercise tolerance and decreases in medication intake and 

average pain ratings during inpatient treatment. At 22 months 

followup, most patients had maintained post-treatment levels of 

physical activity. 

Many operant treatments subsequently were developed from this approach 

and the effectiveness of operant' methods for treatment of chronic pain 

has been documented in several fol.,wup studies (cairns et al.,1976; 

FOllick et al.,1985; Roberts and Reinhardt, 1980; Seres and 

Newnan, 1976) • These and other studies developing out of the operant 

Irodel are summarised in Table 1.1. • 

Operant treatments have been critised on a number of levels. In most 

cases, fairly rigid selection criteria are applied in order to select 
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patients suitable for treatment. These included only selecting 

patients who show obvious pain behaviour, patients must be rnoti vated, 

be married to a spouse who is willing and able to co-operate in the 

programne and not be receiving compensation. Sometimes other criteria 

are applied. This means that the treatment is in practice only, 

offered to a relatively small and highly selective group of patients. 

Whilst in some respects this is quite acceptable, it does mean that 

its utility as a IOOdel and treatment for chronic pain has only limited 

applicability. 

The operant approach is not concerned with modification of internal 

events such as suffering or pain experience. Success is therefore 

defined in purely behavioural terms. Roberts and Reinhardt (1980) 

conducted a follow-up study of 26 chronic pain patients treated on an 

inpatient operant pain managements programme. Seventy-seven per cent 

of the patients were leading "normal" lives at follow-up between one 

and eight years post-treatment. Whilst these results sound 

impressive, normality was operationally defined as being employed, not 

receiving compensation and being active eight hours per day. Although 

these results clearly represent an improvement for these patients, 

there is still considerable room for psychological disturbance and 

suffering wi thin this definition of "normality" • Broader based 

measurements including subjective aSJleCts of pain are clearly required 

to ascertain the effectiveness of the operant approach on all aspects 

of pain (Sanders, 1979: Turk and Kerns,1983) • 

. A number of studies have suggested that although behaviour change does 

occur in treatment settings, there is a failure to generalise to 

aCtivities not directly treated and the behaviour gains are not 
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maintained when the reinforcements are removed (Cairns and 

Pasino,1977; Doleys,1982). A number of authors have also noted the 

inportance of the natural environment in the maintenance of treatment 

effects (Fordyce,1976; Fordyce,1978; Turk et al.,1983). Holzman et 

ale (1982) reported findings of an outpatient operant treatment 

progranme, which although it offers less control over contingenies 

during treatment, might be expected to result in better transfer and 

generalisation. Other studies have noted problems organising, 

administering and gaining control over the important reinforcers in 

operant treatment programmes (White an:l Donovan,1980; Vinck,198l). 

h22. Multi-Modal Treatment of Chronic Pain 

Although the treatments previously described are specifically 

concerned with a particular component of pain, in practice many 

treatments involve components derived from more than one model. For 

example, treatments that are considered to be operant frequently 

include relaxation, counselling, occupational therapy, physiotherapy 

and patient education (Fordyce,1973; Greenhoot and Sternbach,1974; 

Seres and Newman,1976). The contribution . that these other components 

of treatment make to behaviour ~hange has not been assessed. 

Cognitive approaches have included operant conditioning (Khatami and 

Rush,1978) and relaxation (Holroyd and Andrasik, 1978). Approaches 

founded on the respondent model such as relaxation procedures have 

. been shown to have important cognitive and behavioural components 

(Phillips and Hunter, 1981). 
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In recent years, pain treatment programmes have been developed that 

combine treatment of the different components of pain in a single 

unified package. These treatments have been called eclectic, 

cognitive-behavioural, multidisciplinary, multi-modal, operant or 

multifaceted treatment approaches. They all have in common the view 

that chronic pain is a canplex multifaceted phenomenon that requires a 

multidisciplinary approach to treatment. In many respects these 

treatment packages represent a progression from more restricted 

behavioural methods derived for use on specific pain syndromes such as 

tension headaches or experimental studies to broadly based behavioural 

treatment for chronic pain patients in general. 

Keefe (1982) comments: 

"The programmes share one common assumption~ if chronic 
pain is complex then a combination of treatment 
techniques is needed to successfully treat the patient". 

Multi-mXal treatments have their roots in inpatient operant 

programnes and have developed mainly with the incorporation of 

cognitively based interventions. Behaviour therapy methods are the 

major comp:>nents of most programmes. The distinction between operant, 

cognitive-behavioural or multi-modal treatments is somewhat ,~.'trary 

and really reflects the relative contribution and emphasis placed upon ... 
the different components. They are similar in that they all 

incorporate operant, cognitive and physiologically based intervention. 

~ programmes emphasise behaviour change through manipulating 

environmental contingencies (Fordyce,1973~ Roberts and 

Reinhardt,1980). Even these programmes however include patient 
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education approaches, presumably to correct misconceptions or 

misinterpretations and thereby influence behaviour change through a 

predaninantly cognitive intervention. Other programmes emIflasise self 

management techniques which place responsibility for behaviour change 

mainly on the patient and therefore rely more heavily on cogni ti ve 

interventions (Gottlieb,1977~ Keefe et al.,198l). These two types of 

progranmes can both be accommodated within a cognitive-behavioural 

per~ive and therefore will be reviewed under multi-modal 

treatment approaches. Outcome studies of multi-modal treatment 

approaches are summarised in table 1.1. 

A typical multi-modal programme is described by SWanson et ale (1976) 

Who incorporate the following components into treatment:-

1) ~viour modification: targets, activity, pain and mood 

reporting, pain behaviours. 

2) Physical measures: anatomy class, physical therapy, occupational 

therapy, vocational planning. 

3) Medical management. 

4) Family member participation. ~ 

5) Other psychological approaches: group work on pain related 

topics, biofeedback, relaxation, supportive treatment. 

In a study of 50 chronic pain patients,79% were rated as moderately to 

markedly improved in attitude, medication use and activity following 

treatment on this programme. Unfortunately there was no control 
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TABLE 1.1 - Summary of Pain Management Programmes, designs, outcome measures and treatment outcome 

AUTHORS N POPULATION INTERVENTIONS 

Fordyce et 
al (1968) 

3 Low back Inpatient and out-

m 
I-' 

Fordyce e t 36 
al (1973) 

Greenhoot & 54 
Sternbach 
(1974) 

Sternbach 75 
(1974) 

pain patient operant 
conditioning prog
ramme, systematic 
medication reduction 
occupational therapy, 
physical therapy. 

Diverse 

Diverse 

Diverse 

Inpatient operant 
conditioning prog
ramme. Spouse 
involvement, 
occupational therapy, 
physical therapy, 
m~ication reduction, 
vocational rehab-
ilitation. 

Inpatient operant 
conditioning, relax-
a tion, physical 
therapy, group 
therapy, medication 
reduction, biofeedback, 
T.N.S., vocational 
rehabili tation. 
Similar to Fordyce 
(1975), 25 patients 
received surgery. 

DESIGN 

Systematic 
case studies 

Uncontrolled 
single group 
outcome 

Uncontrolled 
single 
group outcome 

Uncontrolled 
single group 
outcome 

OUTCONE l\'iEASURES FOLLO\v-UP 

Daily walking distance, None 
Medication use, 
activity level. 

Activity level, 
medication intake, 
follow-up 
questionnaire 

Self-recording of 
pain ac ti vi tie s, 
JVlMPI 

Nedication, pain 
ratings, activity, 
r·1NPI, follow-up 
questionnaire. 

22 mo. 

None 

6 mo. 

RESULTS 

Increased walking, 
activity levels, 
decreased medication. 

Increased activity, 
decreased medication, 
at follow-up improvement 
in pain levels and 
activity maintained. 

Decreased pain intensity, 
increased activity. 

Increased activity, 
decreased medication & 
pain. Jllain tained at 
follow-up. 



TABLE 1.1 (Continued) 

AUTHORS 

FOvller 
( 1975) 

Seres and 
Newman 
( 1976) 

0'1 
~ 

Cairns et 
al (1976) 

Swanson 
et al 
( 1976) 

Gottlieb 
et al 
(1977) 

N 

36 

100 

100 

50 

72 

POPULATIon INTERVENTIons 

Low back Similar to Fordyce 
pain (1973) 

Low back Similar to Fordyce 
pain (1973) + biofeedback, 

relaxation, education, 
psychotherapy. 

LOvl back Similar to Fordyc~ 
pain (1975) 

$ 
Diverse Similar to Fordyce 

(1975) + bio
feedback, group 
therapy, education,TNS 

Low back Inpatient programme, 
pain assertiveness 

training, education, 
medication reduction, 
biofeedback, physical 
therapy, vocational 
rehabilitation. 

DESIGN 

Uncontrolled 
single group 
outcome 

Uncontrolled 
single group 
outcome. 

Uncontrolled 
single 
group outcome. 

Uncontrolled 
single 
group outcome. 

Uncontrolled 
single 
group outcome. 

OU'l'COI'lE NEASURES 

Self-recording activity 
levels, staff recording 
activity, medication. 

Nedication and muscle 
strength, mobility. 

Medication, pain 
ratings, activity. 

Self-rating of pain, 
staff rating of 
attitude, medication 
usage, activity levels. 

Pain ratings, activity, 
medication, clinical 
ratings. 

FOLLOW-UP RESULTS 

None Decreased medication, 
increased activity. 

3 mo. Medication decrease, 
activity and mobility 
increased, maintained 
at follov/-up. 

10 mo. At follow-up, 5~Q 

decreased medication, 
7qr; decreased pain or 
increased activity. 

None 79.% rated moderately 
to markedly improved 
in attitude, medication 
use, activity. 

1 mo. 6~ improved, 81% 
working or seeking w·ork. 



TABLE 101 (Continued) 

AUTHORS 

Anderson 
et al 
(1977) 

Cairns & 
Pasino 

0\(1977) 
w 

Ignelzi 
et al 
( 1977) 

Seres et 
al (1977) 

Khawmi & 
Rush 
(1978) 

N 

34 

9 

54 

36 

5 

POPULATION INTERVEliTIONS 

Diverse Similar to Fordyce 

Low back 
pain 

Diverse 

. (1975) + family 
therapy 

1. Verbal 
reinforcement 

2. Verbal 
reinforcement + 

J graphic feedback 
3. Control 

As described in 
Greenhoot & 
Sternbach (1974) 

Low back As described in 
pain Seres & lJewman 

Diverse 

( 1976) 

Outpatient 
relaxation, cognitive 
therapy, operant 
family therapy 

DESIGlJ 

Uncontrolled 
single group 
outcome 

Multiple group 
outcome 

Uncontrolled 
single group 
ou tcome fo1101'1-
up 

Uncontrolled 
single group 
outcome 

Uncontrolled 
single group 
therapy 

OUTCONE NEASURES 

Unspecified 

staff recording of up
time, walking, bicycle 
riding. 

Self-report of pain 
intensity, medication, 
activity. 

Self-report medication, 
health care utilisation, 
pain, activity, physical 
therapist ratings. 

Pain ratings, depression, 
cognitive measures. 

FOLLOv[-UP 

6 mo. -
7 yr. 

lJone 

3 yr. 

3 yr 

1 yr. 

RESULTS 

74% of patients 
who completed prog
ramme leading 
'normal' lives 
\'Tithout medication 
usage. 

Group 1 = 2 3 
on all measures. 

Reduced pain levels, 
medication use and 
increased activity 
levels at follow-up 

Pain, depression, 
medication hopelessness 
decreased. Maintained 
at follol-I-Up. 



TABLE 1.1 (Continued) 

AUTHORS 

Newman et 
al (1978) 

N POPULATION" HlTERVENTIOns 

36 Lml back As described in 
pain Seres & Newman 

(1976) 

Swanson et 200 Diverse 
al (1979) 

As described in 
Fordyce (1973) 

0) 

.j:>.Roberts & 
Reinhardt 
( 1980) 

Gottlieb 
et al 
( 1979) 

Khatami 
et al 
( 1979) 

58 Diverse 

47 Low back 
pain 

6 Diverse 

Inpatient operant 
c<?pd.i tioning, 
physical therapy, 
occupational therapy, 
medication reduction. 

Same as Gottlieb 
et al (1977) 

Same as Kha tami 
and Rush (1 978) 

DESIGN" OUTGONE NEASURES 

Uncontrolled Self-report questionnaire 
group outcome mobilit.y, exercise. 

Uncontrolled 
single group 
outcome. 

Group outcome 
1. Operant 

treatment 
2. Patients 

rejected 
for 
treatment 

3. Patients 
refusing 
treatment 

Uncontrolled 
single group 
outcome 

Uncontrolled 
single group 
outcome 

Self-rating of pain, 
activity, staff ratings 
of pain behavi our, staff 
rating of attitude 
medication. Follow-up 
questionnaire. 

Activity, l~JlI.'lPI, self
report of medication use, 
employment, compensation, 
pain treatments. Since 
discharge, interference 
with daily activities. 

Activity, medication, 
pain ratings, employment 
sta tus, follow-up 
questionnaire. 

Pain ratings, locus of 
control, anxiet.y, Beck 
depression. 

FOLLOlv-UP RESULTS 

14-26 mo. Improved activity, 
decreased medication. 
Pain worse, but most 
patients reported 
better able to cope 
with it. 

3-12 mo. 5~b rated moderately 
to markedly improved 
in a tti tude, 
medication usage, 
activity, pain 
behaviour. 

1-8 yr • 77/0 of operant group 
functioning 'normally' 
at follow-up compared 
with 1/20 of group 
rejected and 0/12 who 
refused treatment. 

1 yr. 48.% of patients worki~ 
or seeking vocation. 

None Decreased hopelessness, 
pain ratings, anxiety 
and depression. 



TABLE 1.1 (Oontinued) 

AUTHORS N POPULATION I1iTERVEliTIONS DESIGN OUTGONE lViEASUP..E FOLLOW-UP REb'ULTS 

Block et 36 Diverse Inpatient operant Uncontrolled Rathus Assertiveness Scale, None Decreased pain, 
al (1980) conditioning, single group Locus of Control, Zung depression and 

cognitive therapy, outcome depression, pain ratings. increased 
communication skills assertiveness. 

Timming 40 Diverse Inpatient operant Uncontrolled Unspecified None Increased activit,y, 
et al condi tioning, single group decreased med:ic ation. 
( 1980) education, relax- outcome. 

ation, group and 
cognitive therapy. 

Chapman 100 Diverse Outpatient education, Uncontrolled Self-report of activity, 21 mo. Pain decreased, 
et al group and cognitive single group medica ti on, pain in ten si t,y , medication 

0< 1981) therapy, relaxation, outcome. N.P .Q. decreased, 
U1 medication reduction, activities increased 

J.reinforcement of 111aintained at folllW-
'well' behaviour. up. 

Herman 75 Diverse Outpatient education, Uncontrolled Pain ratings, medication, None Deepened depression 
and relaxation, group & single group up-time, Beck depression, and pain, improved 
Baptiste cognitive therapy, outcome locus of control, attitude. 
( 1981) nerve blocks. unspecified attitudinal 

measure. 

Keefe et 111 Low back Inpatient relaxation, Uncontrolled Subjective tension, EMG None Subjective tension 
al (1981) pain physical therapy, single group levels, medication, ratings decreased, 

self-management outcome. activity levelS, pain 291£ pain ra ting s 
medication, physical ratings. decreased, 4~ 
therapy. decreased medication, 

63% increased 
activity. 



TABL~ 1.1 (Continued) 

AUTHOR 

l'lalec et 
al (1981) 

N POPULATION INTERVENTI ON S 

32 Unspecified As in Fordyce et 
al (1973) + coping 
and voc a ti onal 
counselling. 

DESIGN 

Uncontrolled 
single group 
outcome 

Cinciripini 171 
& Floreen 

Low back 
pain 

Inpatient operant 
conditioning, 
relaxation, contract 
goals, self-monitor
ing, family training. 

Uncontrolled 
single group 
outcome. ( 1982) 

NEiler & 
Lelieuvre 
(1982) 

Gottlieb 
et al 
(1982) 

Lutz et 
al (1983) 

4 Diverse 

78 

57 

geriatric 

LOl'l back 
pain 

LOvi back 
pain 

Inpatient operant 
~nditioning. 

Inpatient operant 
condi tioning + 
relaxa ti on, 
counselling, 
education, physical 
therapy. 

Similar to Gottlieb 
et al (1982) + 
injections, hypnosis 

Single 
subject ABAB 

Uncontrolled 
single group 
outcome 

Uncontrolled 
single group 

outcome 

OUTCONE M~'URE 

Medication, activit,y, 
employment states. 

staff rating of pain 
behaviour, self
monitoring of pain 
and activity, pedometer, 
physical exercises. 

Medication, pain 
behaviours observed, 
activities, pain 
ra tings (lvlPQ) 

Telephone interviews, 
life style, activity, 
physical functionings, 
financial support, 
vocational status. 

Self-report questionnaire 

FOLUH/-UP 

6 mo.-3 yr. 

None 

None 

1 yr. 

RESULTS 

At follovT-up 57}~ not 
using drugs, 71Jj; 
employed, 8~~ had same 
or less piin, 37cfo 
considered success
fully treated. 

Nedication reduced, 
'pain talk' reduced, 
'pain behaviour'reduced, 
pain report decreased, 
activity increased. 

Medication reduced. 
Some changes in pain 
behaviour and activit,y, 
but not maintained. 
Pain ratings decreased. 

45Yo. ,wrking. Fain and 
medication related to 
work s ta tus • 

All variables improved, 
improved pain, lifestyle, 
medication intake. 



TABLE 1.1 (Continued) 

AUTHOR 

Sanders 
(1983) 

Linton & 
Gotestam 
(1984) . 

0"1 
~ 

Guck et al 
( 1985) 

Large 
( 1985) 

N. 

4 

15 

40 

4 

POPULATION IIfTERVFN TION S 

Low back 1. Functional pain-
pain behaviour analysis. 

2. ReI axa tion 
3. Assertion training. 
4. Social reinforcement 

DESIGN 

Single subject, 
mul tiple baseline. 

LOri back 1. l'/aiting list control. 3 group outcome 
pain 

Diverse 

Diverse 

2. Outpatient relaxation. + single subject. 
3. Operant programme. 

In~tient operant 
conditioning, cognitive 
and group therapy. 

Outpatient programme, 
relaxation, education, 
cognitive behavioural 
methods. 

2 group outcome 
with no-treatment 
control. 

Uncontrolled 
single group 
outcome 

OUTOO¥JE l-lEASURES FOLLOW-UP RESULTS 

Up-time, 
medication intake, 
pain in ten si ty • 

Self-monitoring 
pain, medication, 
mood, anxiety, 
down-time, exercise, 
Beck depression, 
Activities of Daily 
Living. 

Folloi'l-UP 
questionnaire, pain 
ratings, Beck 
depression. 

None 2 contributed most to 
improvement, followed 
by 4. 1 and 3 minimal 
effect. 

None Pain 2 > 1 ; 
exercise 3> 1 ; 
activities 2,3> 1 ; 
depression 2,3> 1. 

1-5 yr. 6~o of treated group met 
criteria of success 
established by Roberts & 
Reinhardt (1980). Treated 
patients increased 
activity, less pain, less 
depression, fewer 
hospitalizations. 

Attitudes measured None 
by repertory- grid 
technique, anxiety, 

Improved attitudes, no 
change in pain, no 
change in depression, 
anxiety or personality Beck depression, 

Eysench Personality 
Inventory, Illness 
Behaviour ques
tionnaire, pain 
ratings. 

measures. 



TABLE 1.1 (Continued) 

.AUiliOR 

Beckman 
et al 
( 1985) 

Turner & 
Clancy 
( 1986) 

0' 
00 

N POPUL.AT! ON 

50 Low back 
pain 

74 Low· back 
pain 

INTERVl1WTIONS _ DESIGN 

Inpatient operant Group outcome 
conditioning + with quasi-
education, relaxation, control group 
vocational counselling. (no treatment) 

1. Waiting list control. .3 group outcome 
2. Cognitive behavioural 

therapy. 
3. Operant behavioural 

therapy. 

~ 

OU'l'COli1E IvIE.ASURE 

Tennessee Self-Concept 
Scale 

Coping Strategy Ques-
tionnaire, Pain diary, 
down-time, Sickness 
Impact Profile, Beck 
Depression. 

FOLI.O If-UP 

1,3,6 mo. 

None 

RES"ULTS 

Treated group had 
improved self-concept, 
maintained at follow
up. 

Both treatments resulted 
in changes in coping 
strategies. 



group, no follow-up and no objective or standardised measures of 

attitude. 

Seres and Newman (1976) described a programme that contained similar 

elements although with a greater emphasis on educational component 

Where patients learn more about their anatomy, physiology, pain 

mechanisms and medical interventions. Seres (1984) has suggested that 

the higher the rating on patient satisfaction with the educational 

cc:mponent, the more positive the outcome at followup. 

Sane programmes include medical interventions. Chapman et ale (1981) 

CCllt>ined operant treatment with sympathetic nerve blocks that were 

given contingent on activity increase and medication reduction, 

physical therapy, educaticn, counselling and behavioural education for 

the patients and their families in an outpatient approach. They 

reported outcome on 100 chronic pain patients. Patients reported 

significant pain reduction on Present Pain Intensity and Pain Rating 

Index of the McGill Pain Questionnaire, as well" as significant 

medicaticn reduction and activity increase at post-treatment and an 

average of 21 months follow-up. There was no control group and no 

broad based subjective outcome measures were used • 

.. 
~ programmes emphasise self management techniques. These 

techniques teach the patient to recognise and alter the association 

between certain environmental stimuli and pain. Keefe et at. (1981) 

examined outcome in 111 chronic low back pain patients treated with a 

self-management regime of EMG biofeedback, relaxation and self-paced 

medicaticn reduction. Significant decreases in pain, subjective 

tension and analgesic intake occurred and the majority of patients had 
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increases in activity. 

Gottlieb et ale (1977) treated 72 chronic low back pain patients with 

a comprehensive programme of self-management techniques including 

relaxation, instruction in self medication reduction, assertiveness 

training and self directed physical-exercise programmes. Of 72 

patients treated, 50 who completed the programme were rated by 

clinicians as soowing significantly less pain behaviour and increases 

in functional acti vi ty. Improvements were maintained at follow-up. 

No control group was used and no subjective measures were taken. 

In a further development ·of these techniques, Gottlieb (1982) 

described a comprehensive inpatient programme based urx:>n a cognitive

behavioural perspective which included self-management, biofeedback, 

oounselling, assertiveness training, self-regulated medication 

reduction, patient participation in case conferences, physical 

therapy, vocational rehabilitation, education and therapeutic millieu. 

At one year followup, 45% of the patients were working or in training 

with continued use of pain control skills. There was no control group 

with this study and outcome measures did not include measures of pain, 

distress or subjective states. 

.. 
The outcome studies evaluating multi-modal Pain Management Programmes 

suffer from a number of methodological difficulties. This has partly 

resulted from the difficulties inherent in studying a di verse 

p:>pulation with longstanding and often intractable problems and partly 

reflects the preliminary stage of psychological research into 

behaVioural treatment for chronic pain. 
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Of the 35 studies reviewed only six had a control group and of these, 

four had been. reported in the past three years. This lack of 

controlled outcome studies makes it difficult to access treatment 

effects although there are signs of more rigorous research designs 

being conducted as the programmes become more established. Most 

patients treated in multi-modal programmes have long histories of pain 

with repeated failures to respond to a variety of other treatments. 

The chronic nature of the problem in itself provides some baseline 

against which to evaluate treatment effectiveness. 

Another weakness of the studies is the lack of follow-up data. 

Sixteen of the 35 studies reviewed did report a follow-up and most 

reFCrted that the gains made had persisted following treatment. These 

data are however weakened by the fact that many of the follow-up 

studies relied on telephone interviews, self-reFCrt questionnaires and 

measures that were not part of the pre or post-test evaluation 

(AraOOff et al., 1982) • 

A major weakness of most of the studies is a lack of appropriate 

outcane measures and this has been emphasised in many recent reviews . 

of the area (Aranoff et al.,1982~ Turner and Chapman,1982~ Keefe,1982~ 

Lintcn,1982~ Pearce,1983~ Turk and Flor,1984~ Linton,1986). Most of .. ' 
the programmes assess outcome in behavioural terms such as activity 

levels, medication, return to work, use of health care facilities and 

this reflects the roots of multi-modal treatments within the operant 

:framer...JOrk. The aim of mUlti-modal treatments is to effect changes in 

behaVioural, cognitive, emotional and physiological aspects of pain 

experience. This means that in order to assess whether the treatment 

has been effective, a broad-based assessment procedure is required 
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that measures all aspects of pain experience and behaviour. There is 

a notable lack of appropriately standardised, reliable and valid 

instruments to measure subjective' aspects of pain experience. Turner 

and Chapman (1982) comment:-

"In order to further understanding of pain, to determine 
effective treatments for specific aspects of various pain 
problems, to accurately evaluate a treatment and compare 
results of different studies, a comprehensive assessment 
of the patient is needed. This would include assessment 
of the physical/physiological, operant-behavioural, 
cognitive-affective, psychosocial and economic aspects of 
the pain problem". 

'Ib summarise, despite the methodological shortcomings, the results 

from outcome studies of multi-modal behavioural treatments of chronic 

pain strongly suggest that these treatment significantly help many 

patients. The great majority of studies re:r;x:>rt favourable results and 

most gains are maintained at follow-up. Recent major reviews of 

multi-modal treatments have all commented upon the generally 

favourable results (Turner and Chapman,1982: Aranoff, 1982: Linton 

1982: Linton, 1986: Keefe, 1982: Turk,1984). Methcxlological weaknesses 

have made interpretation of some positive findings questionable 

although there is a trend in recent years for more rigorous designs 

with broader outcome measures, control groups and appropriate follow

up data. A consistent and major d~iciency in outcome measurements 

are lack of standardised,' reliable and valid measures of subjective

affective aspects of pain experience (Keefe, 1982: Sanders, 1979, Turk 

and Kerns,1983). 
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1.6 ASSESSMENT OF am::DME (l:iJ MULTI-MODAL PAIN MANAGEMENT PRCX3RAMMES - - - --
P~ological assessment techniques for evaluating outcome of 

Psychological treatments of chronic pain has correctly focused upon 

measuring the accepted aim of the treatment. Although the range and 

scope of psychological treatment for chronic pain has evolved from a 

pr~nant1y operant perspective with its emphasis on measuring 

behaviour change, to a broader based approach that includes cognitive 

and physiological components, development of suitable assessment 

measures to assess these changes has lagged behind. Measures of 

behaVioural and subjective componants of pain have been used to assess 

outane. 

Behavioural methods have focused on the analysis of patterns of "well" 

and "pain" behaviour. There is a strong and well developed technology 

for measuring behaviour change and this reflects the domination of 

operant and behavioural approaches in the psychological approaches to 

chronic pain problems. Methods for quantifying behaviour change have 

included direct observation of "well" and ''pain'' behaviour (Keefe and 

BlOCk, 1982), behavioural interview (Fordyce, 1976), acti vi ty diaries 

(~,1976), self report measures (Skevington,1983), automated 

deVices (Cairns et al.,1975; Sanders, 1980), medication usage 

(~,1973) and employment status (Roberts and Reinhardt,1980) • .. 
Although measurement of behaviour change is central in assessing 

outcane of pain treatment programmes, additional measures that tap 

Subjective and cognitive aspects are required. 

Assessment of subjective aspects of pain experience has broadly 

followed the distinction between the sensory and emotional components 

of pain experience. Sensory aspects have traditionally been assessed 

by using various types of simple rating scales. 
Patients are asked to 
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select a number (e.g. from 0-10) or a word (e.g. mild, moderate, 

severe) to describe the intensity of pain. A simple and very widely 

used method of rating pain is the Visual Analogue Scale (Scott and 

Fiuskisson,1976). Subjects are told to indicate the intensity of pain 

by marking a 10cm line that is labelled "no pain" at one end and 

"wor;st pain imaginable" at the other end. Although this is the most 

popular method of assessing pain in the clinical context, its validity 

has been open to question, particularly when applied to chronic pain 

patients (Carlsson, 1983). It is not known how people use such a 

scale. The assumption that the mark on the line corresponds to a 

sensory experience in a one to one fashion with interval or ratio 

level scaling may not be justified (Tursky,Jamner and Friedman,1982). 

Another problem, particulariy relevant with chronic pain patients, is 

it is not clear just what aspects of pain experience individuals are 

describing. There is evidence that affective states may confound 

assessment with these types of techniques by inducing a response set 

(Atkinson et al.,1982). Pain is a complex multidimensional phenomenon 

and it seems intuitively unreasonable to expect that it could be 

validly measured by such a simple, unidimensional instrument. 

The McGill Pain Questionnaire (Melzack and Torgerson, 1971 ) is a pencil 

and paper instrument that is designed to quantify three dimensions of 

pain exprience, sensory, affectiv~ and evaluative. It represents a 

refinement of simple unidimensional rating scales by assessing 

different components of pain experience. It consists of a series of 

adjective pain descriptors which the patients are asked to select to 

best describe their pain experience. It has been shown to possess 

construct validity (McCreary et al.,1981) and discriminative validity 

(Dubbison and Melzack,1976). It is probably the most widely used 
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measure of subjective pain report in chronic pain studies. Recent 

reports have questioned the discriminant validity and concluded that 

only the total score of the Pain Rating Index is appropriate for pain 

assessment (Turk et al.,1985). 

Traditionally, assessment of pain reports has been down played by the 

behavioural approach because the aim of therapy is to reduce 

disability rather than influence pain. It is nevertheless an 

imp::)rtant aspect of assessment of outcome of psychological treatment 

because a) patients who show behaviour change but continue to complain 

of pain may elicit. responses from others that reverse the benefits b) 

PIPI\1t~ pain reports may increase the likelihood of repeated 

surgeries, medication, which are associated with poor outcome and c) 

perception of pain is often the patient's primary concern 

(Keefe,1982). 

Assessment of the affective aspects of pain is concerned with the 

eValuation of the emotional impact of pain and disability upon the 

individual. Mood rating scales and inventories that have been 

standardised on psychiatric groups are commonly used and include 

measures of depression (Beck et al.,196l: Zung,1965), anxiety 

(Spielberger, 1970) ,psycho-social adjustment to health (Berger et 

al.,198l), as well as personality"inventories (Eysenck,1964: Bradley 

et al.,198l) and measures of illness behaviour (Pilowsky,1983). The 

~I is the most widely used measure of affective responses of chronic 

P2tin patients, at least in North America (Bradley et al.,198l: 

Crown, 1980). Most of the research has been concerned with 

descriptive, diagnostic or predictive studies. The fact the test does 

appear to measure a mixture of clinical affective states as well as 

75 



personality traits has led to its use as an outcome measure on some 

pain management programmes (Roberts and Reinhardt,1980). 

'!he growing interest and develcpment of cognitive approaches to pain 

management has been reflected in the growing use of measures of 

beliefs and attitudes as outcome variables in the evaluation of pain 

management programmes. It is central to the cognitive-behavioural 

perspective that beliefs are important determinants of behaviour. 

Attitudes may be considered to be measured by a combination of belief 

and affective components (Fishbein and Ajzen,1975). 

AttE!tq?ts to use attitudinal measures have been rudimentary. Swanson 

et ale (1976) included staff ratings of attitude to pain as an 

assessment of a multi-modal pain treatment programme. No standardised 

or reproducible measure was used and no details as to how or on what 

basis staff judgements of patients attitudes were made were given. 

Large (1985) reported a single group outcome study of an outpatient 

pain management programme which included repertory grid design to tap 

patients self concepts and attitudes towards illness. No changes in 

the symptom inventories or pain rating were obtained post-treatment 

although there did appear to be an improvement in attitide. 

Interpretation of causality given the lack of a control condition and • 
the fact that only four patients completed the programme. Nevertheless 

the study is highlighted by the use of an attitudinal measure which 

seemed to show changes in the absence of changes in pain report. 

Attributions of locus of control are important concepts in pain 

management programmes with the emphasis on gaining more personal 

control over pain and disability and measures of locus of control have 
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been used as outcome variables on some programmes (Block et al.,1980; 

Hennan and Baptiste,198l). 

Despite the growing interest in the use of attitudinal measures to 

assess outcome on pain management programmes, no appropriately 

standardised measure of beliefs and attitudes of chronic pain patients 

has been developed. 

Partly in recognition of the imJ;.Ortance of cognitive variables in the 

experience of pain and partly in response to the fact that 

psychological. treatment of. chronic pain does not "cure" the patient or 

renove the source of the pain in the vast majority of cases, there has 

been a growing interest in exploring ways that chronic pain patients 

cope with their problems. Linton (1982) comments in a review of 

outca:ne studies of behavioural treatments for chronic pain:-

" ••• with many types of chronic problems a return to the 
pre-problem state is not possible; therefore treatment 
should be orientated towards helping the patient live as 
nonnally and productively as J;.Ossible". 

In many respects the aim of psycholbgical treatment for chronic pain 

conditions is to help the patients cope with their problems more ably. 

This is in contrast with medical models of treatment which aim to cure 

or remove the pain. Given the central role of coping in psychological 

treatments of chronic pain it is imJ;.Ortant to develop an understanding 

of how patients with chronic pain cope with their problems and to 

develop specific instruments to measure coping with pain. 
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"Coping" refers to thoughts and behaviours people use to manage their 

pain or their emotional reactions to pain, . so as to reduce emotional 

distress. There is considerable evidence that coping responses of 

individuals to stressors play an im!X>rtant role in adjustment to the 

stress (Billings and Moos,198l: Perlin and Schooler,1978). It has 

been proposed that the coping strategies or efforts people adopt 

account for. differences in adjustment to acute and chronic pain (Slade 

et al.,1983: Lethem et al.,l983). 

Many studies have documented the im!X>rtance of individual coping 

strategies in helping ill adults maintain reasonable levels of 

E!l'Otional well-being (Cohen and Lazarus,1979: Moos,1982). Studies 

have found coping strategies to include denial, selective ignoring, 

infonnation seeking, taking refuge in activity, avoidance, learning 

illness related procedures, wish-fulfillment fantasies, hoping, 

praying, catastrophising, blaming others and seeking comfort in others 

(Felton and Revenson,1984). 

A small number of studies have explored the coping strategies used bY 

pain patients. Copp (1974) interviewed over 100 acute and chronic 

pain patients and found that most had developed cognitive and • 
behavioural coping strategies to deal with their pain. Examples of 

~tive coping strategies were praying, counting, focusing on 

distracting features in the environment. Examples of behavioural 

strategies included walking, physical activity and talking to others. 

Chaves and Brown (1978) found that the coping strategies patients used 

to deal with pain during a dental procedure were clearly related to 

the amount of distress they reported. Turk and Genest (1979) have 
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reviewed experimental studies investigating the effectiveness of 

different types of cognitive coping strategies in reducing discomfort 

of laboratory pain (see, para. 1.5b). Chaves and Barber (1974) reported 

in a study comparing the effectiveness of different cognitive coping 

strategies in reducing laboratory pain, that their results were 

confounded by the fact that some subjects used their own strategies in 

preference to the experimental ones. 

Little research has been carried out on the coping strategies people 

naturally use to cope with acute pain and even less work on chronic 

pain. Coping strategies used naturally by people in pain have tended 

to be seen as confounding variables in the context of laboratory pain 

studies rather than of interest in their own right (Turner and 

Chapnan,1982: Tan,1982). 

Recognition of the lack of infOrmation about coping with chronic pain 

and the importance of this area with the cognitive-behavioural 

perspective has prompted some workers to explore coping strategies in 

chronic pain populations. Rosenstiel and Keefe (1983) assessed 

cognitive and behavioural coping strategies in chronic pain patients 

by asking 61 chronic low back pain sufferers to report how frequently 

• 
they used different strategies and how helpful the strategies were in 

controlling and reducing pain. Strategies were included in the 

questionnaire on the basis of research in acute and laboratory pain 

and clinical observations. Cogni ti ve strategies included were 

distraction, reinterpreting pain sensations, positive self-statements, 

ignoring pain sensations, praying/hoping and catastrophising. 

Behavioural strategies were increasing or decreasing activity. 

SUbjects were asked to rate how frequently they used the strategies 
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Whenever they had pain by rating each according to the categories 

"never", "sometimes" or "always". Principal component factor analysis 

of the responses on the questionnaire resulted in the following three 

factors which accounted for 69% of the variance:-

1) Cognitive coping and suppression. This involved strategies such 

as positive self statements, ignoring pain or reinterpreting pain 

sensations • 

2) Helplessness. This involved strategies such as ,j~ec)teaslnq 

activity, catastrophising and low ratings of coping strategy 

efficiency. 

3) Praying and distraction. This involved praying or hoping or 

distraction strategies. 

The strategies seemed to be grouped broadly into two main groups 

according to whether they were essentially active (Cogni ti ve coping 

and suppression) or passive (Helplessness). The authors found that 

these factors were predictive of behavioural and emotional adjustment 

to chronic pain beyond what may be predicted from analysis of patient 
• 

variables such as disability, duration of pain and tendency to 

sanatisise. The use of these coping strategies was not however 

associated with less disability or distress. It was found that the 

use of some strategies (e.g. catastophising) was associated with 

greater distress. Patients high on cognitive coping and suppression 

were more impaired functionally. Contrary to findings in the 

literature with acute and laboratory pain, they found that coping 

self-statements, reinterpretation and cognitive distraction were not 
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related to lower ratings of pain (Kenser arrl Goldfoot,1966~ Rybstein

Blinchick,1979~ Spanos et al.,1975). Patients high on the helplessness 

factor were not adjusted well in terms of anxiety or depression and 

patients high on diverting attention and praying had more pain and 

functional impairment. The authors concluded that the use of some of 

these strategies was associated with p:x>r adjustment. 

Use of the strategies was not associated with reduced distress or 

greater emotional well-being. As coping implies thoughts and 

behaviours that are adopted to reduce discomfort, these strategies 

cannot be considered to be coping strategies. One possible reason 

that the strategies did not appear to reduce distress is that most of 

the strategies were derived from studies of acute and laboratory pain. 

Chronic pain is a very different phenomenon to acute pain 

(Sternbach,1974) and strategies that are useful for acute pain may 

sinq;>ly not be relevant for chronic pain. Reinterpretation or 

distraction by counting numbers from a noxious stimulus that lasts 

seconds or minutes may be feasible and helpful. The same strategies 

may simply not be relevant when the noxious stimulation is present on 

a continual basis. Clearly, investigation of coping strategies used 

by chronic pain patients is required • 

• 
Another weakness of the Coping Strategies Questionnaire is that it is 

based upon assessing the frequency that the various strategies are 

used "when pain is experienced". Whilst this approach may be relevant 

in acute pain states, the fact that the vast majority of chronic pain 

patients report continuous pain (Sternbach, 1974) may make this 

approach to assessment of coping strategies less meaningful. For 

example, it seems unreasonable to expect an individual in constant 
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pain to respond they "always" "count numbers in my head" or "run a 

song through my mind II whenever· pain is experienced. Even if the 

subject did find distraction a useful strategy, they could hardly 

report engaging in these strategies on a continual basis. It may be 

more valid to assess belief in helpfulness of certain strategies 

rather than estimations of frequencies in engaging what may be 

difficult subjective estimates to make. 

Another major weakness of the Coping Strategy Questionnaire is that 00 

measures of emotional distress or discomfort are incorporated into the 

questionnaire. Although the Coping Strategy Questionnaire offers the 

subjects the opportuni ty to rate the effectiveness of certain 

strategies in terms of control over pain and ability to reduce pain, 

this is probably not a suitable way of assessing coping in chronic 

pain states. The important variable is not whether "pain" is reduced 

or controlled but whether distress or discomfort is reduced or 

controlled. There is confusion over the emotional and sensory aspects 

of pain, particularly in chronic pain states, and the distinction 

needs to be made clearly. For example, some individuals in chronic 

pain use activity as a coping strategy. Often patients who use this 

strategy report that their pain levels are unchanged or even .. 
increased. They still find it a helpful strategy because the benefits 

that often result from increased activity levels such as increased 

opportunity for positive reinforcement outweigh any cost in terms of 

increased pain levels. 

A further study reported by Keefe and Dolan (1986) used the Coping 

Strategy Questionnaire and measures of pain behaviour to assess coping 

strategies in 32 low back pain patients and 32 myofascial pain 
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dysfunction patients. Both groups reported high levels of distress 

and pain behaviour and also reported using a variety of coping 

strategies. There were differences between the two groups with the 

low back pain group being more demonstrative in pain behaviour, 

reporting higher levels of distress and greater use of pain coping 

strategies. The authors commented upon the discrepancy between how 

patients reported they were coping (in terms of their responses on the 

Cbping Strategy Questionnaire) and what they actually did. This was 

explained in terms of a mismatch between what chronic pain patients 

say and do (Fordyce,1976). The study however also showed a mismatch 

between two self-report measures, the Symptom Check List 90R (SCL-90R) 

that was used to measure psychological distress and the Coping 

Strategy Questionnaire. This finding casts further doubt on the Coping 

Strategy Questionnaire as a valid measure of coping with chronic pain 

as one would expect it to be related to measures of distress. 

Turner and Clancy (1986) have recently replicated the factor structure 

of the Coping Strategy Questionnaire on a group of 74 chronic low back 

pain patients and used the questionnaire to assess outcome of a 

cognitive-behavioural treatment, an operant treatment and a waiting 

list control group. Both treatmeny resulted in significant changes 

in the type of coping strategies used to deal with pain. The fact 

that in two previous studies (~ta.d;"~la,lf983·; Keefe and 

I):)lan,1986) use of coping strategies was associated with high levels 

of distress, pain and disability makes its use as a valid outcome 

measure somewhat dubious. 

Kerns et ale (1985) developed a multidimensional assessment instrument 

for use with chronic pain patients linked to a cognitive behavioural 
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perspective. The West Haven Yale" Multidimensional Pain Inventory was 

designed to fill a void in the assessment of subjective aspects of 

pain experience previously highlighted. The authors commented:-

"Knowledge about patient' s idiosyncratic appraisals of 
their experience of pain and coping repertoires becomes 
critical for optimal treatment planning and for 
accurately evaluating treatment outcome". 

The instrument was partly designed to assess coping and coping 

strategies in chronic pain patients. It consists of 52 items that are 

grouped into three categories. The first part focuses on assessment 

of pain experience and includes negative mood and pain severity. The 

second part examines reSJ.X)Ilses of others to patients' communications 

of pain and the third part consists of frequency reports of 

participation in various day to day activities. The instrument was 

s~sed on 120 chronic pain patients, 81% of whom were male, 

ltOstly being veterans of the u.s.A. armed services. 

The instrument was shown to have adequate psychometric properties. 

Unlike the COping Strategy Questionnaire, the affective aspect of pain 

was well represented. Unfortunately there was little reference to 

behavioural. or cognitive strategies ·that might be considered to reduce 

or minimise discomfort caused by pain and consequently it provides 

little opportuni ty to assess coping strategies in chronic pain 

patients. Another problem with the instrument is that it was 

standardised on a rather unrepresentative group of chronic pain 

patients. The extent to which the findings can be generalised to other 

chronic pain groups is open to question. 
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CHAPI'ER 2 

RATIONALE OF THE THESIS ~.;;.o;;.;~= __ 

2.1 IMPLICATIONS _OF ~ =LI:::.;'1;.;:;;~=TURE=:;;:. REVIEW 

Psychological approaches to management of chronic pain have developed 

rapidly over the past 15 years. The lack of effective treatments for 

chronic pain derived from the medical model and the development of 

psychological models of health related behaviours have both 

contributed to the growing recognition that psychological factors play 

an important role in the aetiology and maintenance of chronic pain 

problems. 

Psychological treatment for chronic pain has been strongly influenced 

by the behavioural approach pioneered by Fordyce (1973). He applied 

principles and technology of learning theory to the problem of chronic 

pain. This approach has been of fundamental importance in emphasising 

that chronic pain cannot be fully tmderstood in terms of pathology and 

that the interaction between the chronic pain sufferer and the 

environment are important determinants of pain related behaviour • 

• Recognition that chronic pain is a multidimensional phenomenon with 

irrp::>rtant cognitive and physiological comfOIlents in addition to being 

subject to influences predicted by learru.ng theory, has brought about 

the gradual development of more broadly based approaches to pain 

management that incorporate treatments derived from operant, . cognitive 

and respondent models of pain. These multi-modal treatments of 

chronic pain are based upon the assumption that pain is a complex and 
.. 

multidimensional problem that requires a multifaceted approach to 
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treatment. 

Attenq:>ts to diagnosis chronic pain suff~ers as having "functional" or 

"organic" pain ("real" or "not real") on the basis of psychological 

tests are increasingly becoming less relevant. Broad based 

psychological treatments for chronic pain are appropriate whether or 

not there is identifiable physical pathology to account for the pain. 

Psychological treatment will not influence physical pathology and 

therefore the likelihood is that in most cases, pain will be part of 

an ongoing process and likely to persist. This means that it is not a 

sensible or appropriate objective of psychological therapy to "remove" 

or "cure" pain. 

As psychological treatment of chronic pain moves away from the 

diagnosis and cure of pathology, whether of psychic or physical 

origin, then treatment is seen in terms of attempting to help the 

patient "manage" or "cope" with pain and related problems more 

effectively. Coping with pain therefore is a central issue in the 

rationale and evaluation of many psychological treatments for chronic 

pain problems. 

• Despite the fact that most psychological therapies for pain aim 

primarily to improve coping, very little research has been conducted 

on the nature of coping with pain in chronic pain sufferers. To the 

author's knowledge, no satisfactory large scale survey of a 

representative group of chronic pain patients investigating coping 

strategies has been conducted either in North America or the United 

Kingdom. Because of this lack of basic research, little is known 

about the structure of coping with chronic pain and no satisfactory 
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instruments have been developed to measure coping. 

OUtane studies of multi-modal pain management programmes have 

generally reported favourable results. Many outcome studies have been 

methodologically unsound on account of various factors including lack 

of appropriate control groups, lack of standardisation of treatment 

methods and lack of appropriate measures of outcome. Exploration of 

the literature concerned with outcome measures particularly reveals a 

lack of appropriate measures of subjective aspects of pain. OUtcome 

measures that have been used have often been narrow, unstandardised 

and frequently developed for use on other populations (usually 

psychiatric). To the author's knowledge, no entirely satisfactory 

measures of coping with chronic pain have been developed. 

The following points represent the main implications from the 

literature review which fonn the basis of the present study:-

1) Multi-m::rlal treatments of chronic pain appear to be effective. 

2) . Many outcome studies have been unsatisfactory due in part to the, 

lack of appropriate outcome measures • 

• 
3) The aim of most pain management programmes is to improve patients 

abilities to cope with pain and related problems. 

4) There is little understanding of the structure or nature of 

coping with chronic pain. 

5) No satisfactory measures of coping with chronic pain have been 
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developed. 

2.2 RATICNALE OF '!HE S'IUDY 

The Walton Hospital Pain Management Programme was developed to provide 

psychological treatment for chronic pain sufferers based upon a 

cognitive-behavioural perspective. It was the first Pain Management 

Programme of its kind to be established in the United Kingdom. It 

incorporates treatments derived from the operant, respondent and 

cognitive perspectives and, in this respect, may be considered to be a 

rnultim::xjal treatment package. The aim of the treatment is to help 

patients "manage" or "cope" with chronic pain and related problems 

more effectively. 

Clinical experiences on the Pain Management Programme has emphasised 

the need for greater understanding of the nature and structure of 

coping with chronic pain patients as well as the need for a sui table 

instrument to measure coping for treatment evaluation, selection and 

planning. The paucity of studies in the literature on coping with 

druxmdc pain, the lack of appropriate outcome measures and the 

clinical needs of the Pain Management Programme formed the background 

to the present study. • 

The major objective of the study was to investigate how people in 

druxnic pain cope with their pain. It was hoped that this 

investigation would lead to a clearer understanding of attitudes and 

beliefs that are associated with the use of different pain coping 

strategies. A basic structure of coping with chronic pain could be 

derived and this could then form the basis of the construction and 

88 



devel~t of a reliable, valid and appropriately standardised 

measure of coping with chronic pain. Such an instrument would have 

important applications in terms of the selection, evaluation and 

planning of treatment as well as increasing theoretical understanding 

of the nature of chronic pain phenanena. 

The present study views chronic pain as a ccmplex, multidimensional 

phenanenon with important behavioural, cogni ti ve and physiological 

c:x::nq;:onents that all can influence behaviour and experience. Coping 

refers to two related but distinct domains. In one respect, it refers 

to what people do to try and relieve distress. Pain coping strategies 

refers to thoughts or behaviours that are used to try and reduce 

disccmfort associated with chronic pain. Coping also refers to how 

successful these actions are in reducing distress and, in this 

respect, can refer to general adjustment. Thus two types of responses 

can (and do) occur in answer to the question ''How are you coping with 

pain?". People may respond to this question with a behaviour or 

strategy that is used, exemplified by the response, "I go jogging". An 

alternative and equally valid response could be in terms of how much 

distress is experienced which implies how successful the coping 

strategies are in reducing discomfort. The response, "not very well" 

• to the same question, implies a degree of emotional discomfort or 

distress. Thus, coping is seen as actions that are used to reduce 

distress or discomfort associated with chronic pain. A central feature 

of the present study is that investigations of the structure of coping 

and the develoment of the questionnaire is to be based entirely upon 

studies of chronic pain patients directly. 
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2 .3 OBJECl'IVES OF 'lEE Sl'UDY 

'!he main objectives of the study are surrmarised as follows:-

1) To investigate the structure of coping with chronic pain by 

studying the responses of a large, representative group of 

chronic pain patients. 

2) To construct a psychometrically sound instrument that measures 

coping with chronic pain. 

3) To standardise the instrument on an appropriate group of chronic 

pain patients. 

4) To empirically investigate the reliability of the instrument. 

5) To empirically investigate the validity of the instrument. 

6) To investigate the use of the instrument as an outcome measure in 

the evaluation of the Pain Management Programme, Walton Hospital 

and thereby provide information with respect to the efficacy of 

• this treatment. 

2.4 CXJTLINE OF 'lEE THFSIS ------....... 

A developmental format has been adopted. The thesis consists of a 

series of empirical studies that trace the construction and 

developnent of a questionnaire designed to measure coping with chronic 

pain. Each chapter is concerned with a particular aspect in the 
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developnent of the questionnaire and comprises of a number of separate 

empirical studies. The chapters follow a logical progression and 

chart the development of the questionnaire throughout the various 

stages. 

Chapter three is concerned with a description of the Pain Management 

Programne, Walton Hospital. This treatment programme represents the 

clinical foundation of the thesis. The need for the present 

investigations has emerged from the author's experiences in setting up 

and running this programme. A large number of chronic pain patients 

have been treated and the author' s extensive clinical experience has 

provided the opportunity to clinically explore pain coping strategies 

and indicators of adjustment. The term "clinical experience" used in 

this thesis refers mainly to the author's experiences gained treating 

patients on the Pain Management Programme. 

Chapters four and five are concerned with the development, 

construction and standardisation of the questionnaire. The 

s~sation sample, statistical analysis of responses to the 

original questionnaire and the construction and naming of definitive 

scales are described. Chapters six and seven are concerned with the 

psychanetric development of the queZtionnaire and consists of a series 

of studies investigating reliability and validity respectively. 

Chapter eight is concerned with an investigation in the use of the 

questionnaire as a measure of change and consists of two outcome 

studies investigating the efficacy of the Pain Management Programme, 

Walton Hospital. Chapter nine is concerned with describing the main 

findings of the study, limitations and future applications. 
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DESCRIPTION Q! _PAIN_ ;,;:MANAGEMENI'===-=- PROORAMME 

3.1 'IHEDREI'IC'AL BA<l<GROUND 

The Centre for Pain Relief at Walton Hospital, Liverpool is a major 

British pain Clinic that has developed $teadily since its inception in 

the 1950 1s. It is an integral part of the Mersey Regional Department 

of Medical and Surgical Neurology which serves a population of some 3 

million. It offers a full range of treatment for chronic pain 

sufferers. The Pain Management Programme was developed to broaden the 

range of therapeutic procedures offered by the Pain Clinic to include 

an intensive psychological treatment specifically for sufferers of 

chronic benign pain who had not been helped by other pain relieving 

procedures. 

The Pain Management Programme is an intensive outpatient psychological 

treatment for chronic pain sufferers. It is based upon' a 

multi-dimensional model of pain. This model of pain emphasises that 

pain has sensory, affective, cognitive and behavioural components and 

• 
is conceptually closely related to Melzack and Wallis (1965) Gate 

Control Theory of Pain. The Pain Management Programme attempts to 

provide psychological therapy for chronic pain sufferers by offering 

treatment for cognitive, affective and behavioural components of pain 

in the context of a single, comprehensive and integrated treatment 

package. Treatment on the Pain Management Programme is derived from 3 

interrelated models of pain:-
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Behavioural Model 

This model emphasises that in some chronic pain patients, pain 

behaviour occurs as a result of environmental contingencies rather 

~ resulting from antecedent stimuli (i.e. tissue damage). 

Respondent pain behaviour occurs reflexively to antecedent stimuli 

arising from the site of tissue damage. Operant pain behaviours are 

controlled directly by environmental contingencies. Fordyce (1976) 

pro~ that in some chronic pain states, behaviours that were 

originally respondent in nature can become operant in character 

through the process of learning. Positive reinforcement (e.g. 

attenticn, sympathy or medication), negative reinforcement (e.g. 

avoidance of unwanted responsibilities) and extinction or non

reinfOrcement of well behaviours are the common influences in the 

developnent of pain behaviour. Treatment involves identifying and 

withdrawing reinforcement for operant pain behaviours and providing 

reinfOrcement for acti vi ty or "well" behaviours. This approach to 

chronic pain does not attempt to modify pain directly but to modify 

maladaptive pain behaviours and thereby alter the patient's 

disability. 

Cognitive Model • 
The assumption of this model is that the behaviour of the individual 

is determined not only by sensory phenomena but also by the way they 

construe their world and assign meaning to events. A runner who has 

just completed 26 miles and 385 yards without stopping will probably 

interpret likely nociceptive sensory input with elation. A chronic 

back pain sufferer half way up a long flight of stairs may interpret a 

similar degree of nociception with anger and despair. Sensory 

Plenanena may be similar. The different interpretations placed upcn 
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sensory input will influence both experience of pain and future 

behaviour. The rurmer will sign up for the next marathon. Next time, 

the back pain sufferer will take the lift. The aim of cognitive 

approaChes to chronic pain treatment is to alter any maladaptive 

thoughts and thereby effect· change in feelings and behaviour. This is 

aChieved by educating the patient in terms of a multidimensional view 

of pain, identifying pain aggravating thoughts, situations and 

behaviours, stress management and use of coping skills such as 

relaxation or distraction techniques. 

Respondent Merlel 

This suggests that classical conditioning of pain and tension may 

occur in an acute pain state due to some form of physical damage 

leading to a pain-tension cycle. Pain is viewed as an antecedent and 

reaction to muscular hypertension. Avoidance of movement may be used 

to reduce pain, leading to increased irnrnobili ty that may increase pain 

and tension more. The goal of treatment is to interrupt the pain-

tension vicious cycle and replace muscular over-reaction wi th 

relaxation. 

These models provide the theoretical underpinning of psychological 

• treatment on the Pain Management Programme. Treatments derived from 

the models are not separate and discrete components that can be 

slotted in and out ot the programme at wilL In relaxation training, 

one individual may find it helpful as a coping strategy to deal with 

anxiety in a context entirely unrelated to pain while another 

individual may benefit from the same procedure by virtue of relaxation 

of muscle spasm and elimination of pain. Similarly, biofeedback has 

important cognitive applications in graphically demonstrating to 
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patients that control over pain-related physiological events is 

possible as well as benefits due to muscular relaxation predicted by 

the respondent model. The models of pain upon which the Pain 

Management Programme are based are closely interrelated. They may be 

conceptualised as 3 sides of a triangle which represents a coherent 

and unified theory of the psychology of chronic pain which has clear 

treatment implications. 

3 .2 ~ _OF _THE __ PAIN_ ;,;MANAGEMENl'===.;:;. PRCX3RAMME 

The purpose of the Pain Management Programme is not to reduce pain. 

Fordyce (1985) states:-

"Behavioural methods do not have as their principle 
objective the modification of nociception... Pain 
treatment programmes are intended to treat excess 
disability and expressions of suffering." 

The aim of the Pain Managment Programme is to help chronic pain 

sufferers manage their pain more effectively, improve psychological 

distress and improve ability to cope. Specific goals of the Programme 

are: 

• 
l) To reduce ''pain behaviour" 

2) To increase "well behaviour". 

3) To decrease functional impairment. 

4) To decrease medication. 

5) To decrease unnecessary utilisation of health care system. 

6) To increase knowledge and understanding of chronic pain. 
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7) To improve social functioning. 

8) To decrease psyChological disturbance. 

9) To maintain irrprovement. 

3.3 SELECTION CRITERIA 

The model of pain upon which the pain Management Programme is based 

does not view pain as a dichotomous split between "functional" and 

"organic" or "real pain" versus "imaginary pain". Pain is seen as a 

multidimensional phenomenon with different components. The relative 

contributions of the comp:>nents to the ''whole'' depends upon a variety 

of factors including pathology, individual differences, pain history 

and environment. The programme is suitable for a wide range of 

patients with chronic pain and not solely for patients with large 

"psyChological" components to their pain. This is reflected by fairly 

broad selection criteria. 

The following selection criteria for trea~ent on the Pain Management 

Programne are used:-

I) Chronic pain for over 6 months • 

• 
2) Medical interventions have been unsuccessful and in the opinion of 

the Consultant in Pain Relief no further medical procedures are 

indicated. 

3) All investigations have been completed. 

4) In the opinion of the Consultant in Pain Relief the patient would 

benefit from thEPain ManagementProgramme. 

5) Identifiable functional objectives. 

6) Patients are motivated to attend. 
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Patients are excluded from treatment on the Pain Management Programme 

for the following reasons: 

1) Pain caused by malignant disease. 

2) Organic brain disease. 

3) Severe psychiatric disturbance. 

4) Poor physical condition prevents participation in the programme. 

S) Aged over 70 years. 

'!he Pain Management Programme is an intensive o':ltpatient psychological 

treatment that involves daily attendance betwen 8.4Sam to S.OOpm, 4 

days per week for 4 oonsecuti ve weeks. 

'!he Pain Management Programme is situated in a modern four bedded ward 

located within the Mersey Regional D::!partrnent of Medical and Surgical 

Neurology. (see Fig. 3.1). Although the ward is in close physical 

proximity to neurological and neurosurgical beds, the Pain Management 

Programme functions as a discrete unit with separate staffing and 

administrative arrangements. The WClf'd has been converted to a day area 

with furnishings suitable for group discussioo, relaxation, exercise 

and teaching. Most of the treatment takes place in this ward although 

sane activities such as physiotherapy and occupational therapy take 

place in separate facilities close by. Occasionally other rooms in 

the hospital are used for other activities. Educational equipment 

such as blackboards, charts, noticeboards and video are available. 

BiofeedbaCk devices, tape recorders, exercise apparatus and relaxatioo 

mats are alo used and housed in the Pain Management Programme ward. 
" 
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Fig .3. 1 The Mersey Regiona l Department of Medica l and Surgica l 
Neurology. 

Fig .3.2 Dai ly physiotherapy exercises. 
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Patients have a degree of control over the furnishing arrangements of 

the room and are encouraged to produce and display creative and 

educational material reflecting experiences gained during the 

~amme. Patients are responsible for all their own catering 

arrangements during the time on the progranune. 

The programme is designed to treat 8 patients at a time on a group 

basis. A staggered entry system into the programme operates. Two 

patients start the programme at the beginning of every week and 2 

patients leave the programme at the end of every week. The course 

runs continuously. At anyone time different patients are at different 

stages of the programme; 2 patients are in their first week, 2 in 

their second week, 2 in their third week and 2 in their final week. 

This system was adopted in order to exploit p::>werful social modelling 

effects. Several reports have emphasised the role of observational 

learning and modelling in the acquisition of pain problems. Craig 
I 

(1978) describes how social modelling processes may inhibit, 

disinhibit or instigate new reactions to pain. In the Pain Management 

Programme there are considerable opportunities Dor social modelling 

and a staggered system of entry enables participants to gain maximum 

beriefi t from these learning processes. Patients in the final week are 

nodels Dor patients in their first week. Patients in their final week 

are also given responsibility of helping to introduce new patients to 

the ~anune. This is helpful Dor final week patients as well as new 

patients by allowing them to exercise new found control and mastery 

over pain further expressed by their transition from the role as 

"learner" to "teacher". 

It is an outpatient programme. Patients are expected to continue with 
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nonnal living arrangements whilst attending the course and this is 

considered an important aspect of the programme. Home practice in 

coping skills and behavioural targets are progranuned into the 3 days 

during the week when patients are not attending the course. Family or 

significant others are not included in the progranune. 

Sanetirnes patients cannot live at home while attending the progranune 

due to the distance they would have to travel. In these cases 

arrangements are made with a local hotel. In some circumstances 

inpatient facilities are available. When they are used, the staff 

dealing with patients . outside hours of attendance on the Pain 

Management Programme are the normal staff trained to deal with 

neurological and neurosurgical cases and although they have experience 

in dealing with medical aspects of chronic pain sufferers they do not 

have specific training in psychological management. 

All treatment is conducted in a group format. No individual therapy 

is offered as part of the progranune. 

Attendance on all aspects of the course is considered "ccmpulsory" and 

the full programme is to be fol~wed. It is not acceptable for 

patients to attend for small parts of the programme or to pick and 

choose which activities to participate in. In order to emphasise 

continuity of attendance, patients are requested to "sign in" on 

arrival and "sign out" on departure. They are requested to explain 

reasons for absences (see appendix Al). 

On completion of the course, patients attend for an extra day for 

intrcxiuction into the follow-up programme. The follow-up group was 
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set up and organised by patients who had been treated on the Pain 

Management Programme. The purpose of the group is to provide mutual 

ongoing support to help maintain and extend progress made. 

3.5 STAFF RmUIREMENrS 

The multidisciplinary team consists of a clinical psychologist, 

~ultant in pain relief, nurse/co-ordinator, physiotherapist, 

occupational therapist and social worker. This is supplemented with 

voluntary workers, including dance and yoga teachers, "visiting 

medical experts" and "ex-Pain Management Programme graduates" who 

periodically contribute to the programme. 

Full-time staff meet weekly to review progress of patients, plan out 

the week's activities and discuss prospective patients. This is also 

an opportunity for staff motivation, education and training in 

psychological principles of pain management. 

3.6 _'IEE_ ..;,;~=;;;;.;TMENl'=;.;;. PKlGRAMME 

An outline of the weekly timetablct is shown in appendix A2 and this 

provides the framework for the different treatment comp:::>nents. 

The programme ~ists of a series of regular daily or weekly sessions 

during which different activities take place. Different treatments 

may take place during the same session on different days. In between 

the timetabled sessions, patients may practice activities learned 

during the treatment sessions, achieve behavioural targets or simply 

enjoy the company of other group members. Some aspects of the 
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treatment are specifically focused in the timetabled slots (e.g. 

educational approaches) whilst others are applied continuously 

throughout the programme (e.g. reinforcement of ''well'' behaviours). 

The objective of treatment is to achieve a continuous and consistent 

approach. As with many intensive behavioural programmes, there is 

blurring of roles across disciplines. The philosophy of the 

program:ne is to provide a cheerful and positive atmosphere conducive 

to an enjoyable learning experience. 

The usual reinforcers for behaviour such as praise, attention and self 

achievement are used with the volume turned up. Self monitoring, 

recording and measurement of behaviour are integral aspects of this 

process and are applied in many aspects of the course (see appendix 

A3) A natural learning environment is promoted in order to aid 

generalisation. Tokens, privileges, time out or punishment are not 

used. Inappropriate behaviour is ignored. 

The treatment "components" are as follows:-

1) Physica;i. Therapy _ 

a) Graded exercises are practiced every day under the supervision of 

a physiotherapist. Initial levels are set by the 

physiotherapist below tolerance and targets are steadily 

increased each day. A systematic series of exercises is 

practiced by all patients regardless of the nature or location of 

their pain. Details of the exercises and recording sheets are 

found in appendix A4. (See Fig. 3.2) 
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Fig.3.3 Use of exerc ise bike. 

c 
c 

-
~-

Fig .3.4 Behaviour target setting. 
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b) There is an exercise cycle in the Pain Management Programme room 

and patients are encouraged to use this in "free" time. . A 

level is set below tolerance and patients record and 

gradually increase targets each day. See appendix AS for 

record sheets for exercise cycle.(See Fig. 3.3) 

c) Other physical therapies involve weekly sessions of swimming, 

yoga and dance. The purpose of these activities is to promote 

novement, physical confidence and to provide posi ti ve 

reinforcement for "well" behaviours. 

2) Behavioural Target Setting 

Target behaviours are set each week for the patients to practice and 

aclrieve. Pain behaviours are identified. Weekly and daily 

behavioural targets are set to reduce pain behaviour and increase 

activities previously avoided because of pain. Pain behaviours may 

included medication usage, unnecessary use of physical aids such as 

~ical collars, back supports, walking sticks, crutches or 

wheelchairs. Behaviours are modified that are considered maladaptive 

for coping with pain. In most casest this involves increasing activity 

rates. In some cases behavioural targets involve reduction in 

activity. See appendix A.6 for record sheets for behavioural target 

setting. (See Fig. 3.4) 

3 ) Education 

a) A weekly lecture by physiotherapists includes information on body 

mechanics, musculoskeletal system, p::>Sture, lifting and movement. 

(See Fig. 3.5) 
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Fig .3.5 Lecture on body mechanics. 

Fig.3.6 Demonstration of biofeedback. 
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b) A series of talks by the Consultant in Pain Relief includes 

information on neurophysiology and neuroanatomy of pain, drugs 

and pain relieving techniques. This is also an opportunity for 

patients to discuss freely with a doctor any medical terms or 

issues that they do not understand. 

c) A series of talks by the Clinical Psychologist includes the 

psychology of pain, the Gate Control theory of pain and the 

multidimensional nature of pain. The influence of cognitive, 

affective and behavioural aspects and the rationale of 

treatment. Biofeedback is used as a teaching aid. The aim of 

these talks is to increase awareness and understanding about the 

relationship between psychological factors and chronic pain and 

to enhance self help strategies and personal control. (See 

Fig.3.6) 

d) Talks from "visiting experts" on topics relevant to the 

management of chronic pain. 

4) Relaxation • 

Progressive muscular relaxation is taught with instruction in home 

practice. (See Fig. 3.7). Hypnosis is used as a relxation procedure and 

an introduction into the use of distraction as a coping strategy for 

pain. It is not used in a psychodynamic context nor is it used to 

induce analgesia or ''remove pain". 

105 



Fig.3.7 Daily relaxation session. 

Fig .3.B Daily group discussions. 

I. C 

••• 
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5) Stress Management 

Relationships between stress, anxiety, tension and pain are discussed, 

together with the use of relaxation techniques as a coping strategy. 

6)Grogp Discussions 

Daily meetings with the Clinical Psychologist covers review of 

progress, educational and experiential issues.(See Fig. 3.8). 

7)vocational/Occypational Guidance 

Employment issues are discussed in relation to disability. Advice on 

employment, voluntary work and continuing occupational facilities. 

8 )Goodbye Speech 

Patients leaving the course write and deliver a l'goodbye speech". See 

appendix A7 for guidelines. The purpose is to help patients leaving 

the course appraise and assimilate what they have covered in the 

prograntne and plan for the futur6t. 
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CHAPl'ER 4 

CONSTRUCI'ION OF QUESI'IONNAIRE AND STANDARDISATION SAMPLE 

4.1 INTRODUCI'ION 

'!he purpose of this study was to investigate the structure and nature 

of pain coping strategies and beliefs in chronic pain patients. It 

was hoped that this information would lead to both increased 

theoretical understanding as well as providing the basis for the 

constuction of an instrument to measure coping with chronic pain. 

Factor analytic techniques expl'ore and detect patterns of 

relationships between variables and have been widely used in studies 

investigating the nature and structure of beliefs and attitudes 

(Cattell, 1952; Gorsuch, 1974; Child, 1976). Little is known about 

the structure of coping with chronic pain and therefore statistical 

tecltrUques that organise and reduce variables into interpretable 

structures would be appropriate fOr the present investigation. Pain 

coping strategies and beliefs can be suitably assessed in a self

report questionnaire format. Although self-report questionnaires 

inevitably limit both the type aIld amount of infOrmation obtainable, 

this method does allow a large number of subjects to be investigated 

and, given the preliminary nature of the investigation, this method of 

obtaining information was considered preferable to investigating 

smaller groups more intensively. For these reasons, factor analysis 

was considered the most appropriate method to use to analyse the data. 

The descision to use factor analytic techniques dictated the design of 

the study both with respect to sample selection and choice of 
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variables to include in the self-report questionnaire. 

Factor analysis requires a large sample of subjects that is 

representative of the group for which the results are to be 

generalised. Estimates for the number of subjects required in factor 

analysis varies. A frequently applied rule of thumb is five times as 

many subjects as variables ( Sonquist am Dunkelberg, 1977) and Comrey 

(1978) recommends at least 200 subjects. 

There were few expectations about the likely structure of coping to 

guide selection of variables to include in the analysis. Preliminary 

conception of factor structure was based upon notions of coping 

strategies and beliefs derived from treatment models, exploration of 

literature concerned with coping with chronic pain but above all from 

extensive clinical investigations of coping with chronic pain 

conducted in the course of treatment on the Pain Management Programme, 

Walton Hospital (see chapter 3). A view of pain as a mul ti-

dimensional phenomenon within a cognitive-behavioural perspective 

fonned the theoretical basis for selection of variables. Variables 

were chosen to provide representative measures of categories of 

strategies and beliefs outlined in table 4.1.. Complex variables 

measuring more than one I categOfY" of coping strategy or ,!=-ype of 

belief were avoided. A five point Likert-type category scale was used 

in preference to a two-choice response in order to try and make the 

variables as continuous as possible. 

i:l CONSTRUcrION _OF ,:,QUE=ST..;;;,I;;;,,;ONNAI==RE,;;;;..;;.. 

The questionnaire consisted of two sections. The first section 

109 



TABLE!:!. Breakdown of question types for inclusion in pain 
questionnaire. 

CXN.l'.Ea. 10 
PAIN CX'IMmCATIcm 4 
ACfiVrI.'Y/AVOr.r:fNiC!. 8 
mE CF IlRlm 4 
~~ 5 
REI:AXM'I<E SKIlLS 4 
PSYaJ:lI.OOlCAL DlS'I'R&:lS 10 
S'.lCIAL AVOIDl\NCE 9 
DISFASE cmv:tCl'I<E 11 

'lUD\L 65 
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consisted of questions relating to demographic details and pain 

characteristics. Age, sex, marital status and employment were the 

demographic details recorded. Location of pain, duration of pain 

problem, pattern of pain, mode of onset and frequency were the pain 

characteristics recorded. In addi tion, attendance at the Pain 

Management Course was recorded together with time since course 

finished if appropriate. 

The second section consisted of 65 statements concerned with 

strategies, cognitions and effects of pain. These statments were to 

be rated on a five point scale indicating the extent of 

agreement/disagreement with the statements. This format. was chosen in 

preference to a yes/oo or true/false response because it potentially 

provided a more sensitive measure and consequently would yield more 

infonnation. Broadly, statements were chosen to represent three main 

areas of enquiry. 

16 statements were included that were concerned with the use of 

specific strategies such as relaxation techniques, distraction, drugs 

or avoidance. These items included cognitive and behavioural 

strategies that are used to coP. with chronic pain selected from 

consideration of treatment models, exploration of relevant literature 

and clinical experience. Thus, although detailed cognitive strategies 

such as relabelling or reinterpretation of noxious stimulation are 

applied in experimental studies, clinical experience suggested that 

these types of strategies are rarely used by chronic pain patients and 

therefore were not included in any detail. 

The cognitive-behavioural perspective views cognitions and beliefs as 
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~rtant determinants of behaviour and therefore 26 items were 

included that were primarily concerned with pain-related "cognitions" 

that might underly coping strategies and other pain related 

behaviours. These items included beliefs covering locus of control 

over pain, beliefs about cause of pain, the degree to which pain is 

viewed as a totally physical problem with consequent rejection of 

psychological influences, fears over illness and adoption of the sick. 

role. 

Finally, 23 items were included that were essentially concerned with 

the effects of pain on psychological adjustment. Items in this 

category included statments relating to psycho-social adjustment, 

interference with activities, depression, anxiety, and the extent to 

which social relationships may have been influenced by pain. 

The statements were phrased in order to be as simple, unambiguous and 

short as possible. Other questionnaires, clinical experience and the 

need for clarity and brevity guided the choice of wording for the 

various items. About half of the statements were phrased such that an 

agree response concorded with positive characteristics whilst the 

remaining items where phrased ii the opposite direction. This was 

done in order to minimize response bias. The questionnaire is to be 

found in appendix B.l. A detailed breakdown of the question types is 

Shewn in table 4.1. 

The .;,s~:tez:1il used consisted of all patients who were under treatment 
- ~ ~, 

for chronic pain in The Centre for. Pain Relief, Walton Hospital. This 
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is large multi-disciplinary service for patients suffering from 

chronic, intractable pain caused by various physical conditions. The 

Centre for Pain Relief was established in the 1950s and has been since 

its inception an integral part of The Mersey Regional Department of 

Medical and SUrgical Neurology which serves a p::>pulation of some three 

million. Referrals are taken fron GP's, specialists and other pain 

relief centers. About 15% of patients under treatment suffer from 

pain caused malignant disease and a prop::>rtion of these patients have 

limited life expectancy (Bowsher, 1987). Most patients are referred 

following often extensive and ineffective treatment for their pain. 

The group is thus not representative of patients in pain per see It 

is however representative of patients suffering from longstanding pain 

syndranes that have proved difficult to treat. As with other such 

p::>pulations patients with varying degrees of psychological 

difficul ties are well represented. 

Questionnaires were sent out to all patients under treatment in the 

pain clinic. Subjects were either contacted by post with an 

explanatory letter inviting them to complete the questionnaire or 

invited to complete the questionaire directly before or after hospital 

app::>intment at the pain clinic. The accompanyin9 letter providing 

• explanation of the study and invitation to participate is found in 

appendix B.2. Patients who were on the waiting list were not 

included. All patients who were contacted were either undergoing 

treatment or had undergone treatment in the past at Walton Hospital 

Pain Relief Clinic. Al though no diagnostic information was sought 

prior to dispatch of questionnaires, it was attempted to avoid 

contacting patients who may for physical or psychological reasons have 

fourrl it difficult or distressing to complete the questionnaire. For 
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'rABl.B 4.2 Mean ages for sample broken down by sex. 

S.D. T-VALUE D.F. 2-TAn. PH.:>B. 

Ml\I.m) 103 

F!MAI...'m 195 

52.07 14.43 

53.17 15.57 

298 52.97 15.16 

-0.60 296 0.550(N.S) 

• 
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example, when the information was available, patients with advanced 

cancer and limited life expectancy where. not contacted. 

No reminders were sent if questionnaires were not returned and no 

pressure was placed upon the subjects in order to increase. numbers of 

respondents • 

4.4 STANDARDISATION SAMPLE 

A total of 519 questionnaires were sent out. 298 usable 

questionnaires were returned. 204 questionnaires were not returned. 

26 . questionnaires were either spoiled, filled in incorrectly or were 

sent to patients who had deceased and hadbeeri returned by relatives. 

An overall response rate of 57% was obtained. There were 103 males 

am 195 females in the sample. Average age for males was 52.07 years, 

(S.D.= 14.43 years) and for females, 53.17 years, (S.D.= 15.57 years). 

Average age for the total sample was 52.79 years, ( S.D.= 15.16 

years). There was no significant difference between the ages for 

males and females in the sample. Mean ages for males and females are 

presented in table 4.2. • 

Marital status was evaluated b~ asking the subjects to indicate 

whether they conformed to one of the following categories~ married, 

remarried, single, divorced, separated or widowed. The frequencies of 

responses for the various categories of marital status are presented 

in table 4.3. • There were no significant differencies in the 

proportiOhs of responses for males and females in the various 

categories presented. For the sample as a whole, 67% of subjects were 

married; 12% were widowed, 11% were single, 5% were divorced, 3% were 
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TABLE 4.3 Frequencies of responses for categories of marital 
status fur males and females. 

MARITAL STATUS IW..PS FEMALES 1U.I2\L 
NO. % No. % No. % 

~ 76 74 124 64 200 67 

RE-MARRIED 3 3 6 3 9 3 

SDGLE 11 11 22 11 33 11 

SEPARAT.m 3 3 12 6 15 5 

DlVORCm 4 2 4 1 

WIIXMm 9 9 27 14 36 12 

Chi-square = 6.06; D.F. = 5; p = 0.300. N.S. 

• 
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TABLE 4.4 Frequencies of types of employment for males ana females. . 

MAUl) ~ rorAL 
lib. I No. % No. % 

F.M?J:.OYID FULt.t-TIME 28 27 13 7 41 14 

liH?I.DnD P.AR.l'-Il'.IME 3 3 26 13 29 10 

RE'l'lRE2J 28 27 60 31 88 30 

~ 1 1 44 23 45 15 

tJNIH?IDYm) IIlE 'ro PAIN 29 28 37 19 66 22 

tJNIH?IDYm) R>R 0lBER RFJ\EDI) 14 14 14 7 28 9 

mrAL 103 194 297 

MISSlH; CASES 1 1 

Chi-square=54.67: D.F.=5: P <0.0000. Significant 

• 
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remarried and 1% were separated. 

Current employment status was determined by asking subjects to 

indicate whether they were employed full time, part time, retired, 

hanemaker, unemployed due to pain or unemployed for other reasons. 

Frequencies of responses for males and females for these various 

categories are shown in table 4.4. There were major differences for 

males and females in terms of their employment status. 27% of males 

reported being engaged in full time employment comp!:l.Ted with only 7 % 

of females. More women reported being engaged in part time 

Eltplo:yment. 13% of women reported being in part time employment 

canpared with 3% of the male sample. Similar proportions of the male 

and female sample were retired. For the sample as a whole, 30% were 

retired wit:h 27% of the male sample being retired compared with 31% of 

the female group. A much greater proportion of the female sample 

rep::>rted being oomemakers. 23% of the female group were homemakers 

ccmpared with only 1% of the male sample. 28% of the male sample 

reported being unemployed due to pain compared with 19% of the female 

sample. 14% of the sample rep::>rted being unemployed for reasons other 

than pain comp!:l.Ted with 7% of the female group. 

Duration of pain was estimated iy asking subjects when their pain 

problem began and calculating duration with reference to the date the 

questionnaires were processed. Durations were estimated to the 

nearest half year. The mean duration of pain up until the 

questionnaires were processed for the total sample was 8.64 years, 

(S.D.= 8.90 years). The mean duration of pain for the male sample was 

7.73 years, ( S.D.= 8.54 years) and the mean duration for the female 

sample was 9.10 years, ( S.D.= 9.06 years). There were no significant 
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'lN3LE 4.5. Mean durations of pain in years for males and 
females.-

D.F. 2-TAIL ProB. 

86 7.73 8.54 -1.16 256 0.246 (N.S) 

172 9.10 9.06 

'!UrAL 258 

• 
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differences between the mean duration of pain in years for the male 

group compared with the female group. Mean durations of pain for 

males and females are presented in table 4.5. It can be seen that 

quite a large proportion of respondents did not complete this item. In 

many cases of chronic pain, the problem has a slow, insidious onset 

and develops over a period of time. It may therefore have beeen 

difficult for respondents to estimate just when the pain began and 

this probably accounted for the large rn.unber of missing cases for this 

variable. 

The location of pain was assessed by asking the subjects where they 

suffered pain. Responses were then o::xied according to which group of 

pain locations their verbatim responses best fitted. Pain locations 

~ simply established as back, legs, arms ,head, or face. 

Shoulders, chest and abdomen were classified as one area. Frequently 

subjects would indicate pain locations in more than one of these 

anatanical locations and this was considered to be a separate 

category. The final anatomical category was for those subje'Cts who 

reported that pain was experienced all over the body. Inevi'i:ably the 

particular anatomical locations that were gleaned from this procedure 

~ only very approximate. Some reported pains did not fit easily 

into any of the categories. Unusval pain locations such as pains in 

the eye balls were considered to be located in the anatomical location 

that. was closest to the reported location. Pains in the fingers or 

hands were considered to be located in the arm. Using these criteria 

for assessing location the greatest proportion of subjects reported 

experiencing pain in more than one area. 55% of the total sample 

experienced pain in more than cne area. There were no differences in 

the proportion of males compared with females who had pain located in 
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nore than one area. 

Of the single locations of pain, by far the commonest reported 

location was back pain. 20% of the total sample reported having pain 

located in the back. . 23% of the female group had pain confined to the 

back compared with 14% of the male group. 15% of the male group had 

reported pain in the legs compared with 5% of the female group. 8% of 

the female group had pain in the head compared to 4% of the male 

group. There were no differences in the proportion of males compared 

with females who had pain located in shoulders, chest and abdomen, the 

face or all over the body. The reported locations of pain for males, 

females amd the total sample are shown in table 4.6. 17 observations 

\\IeTe missing a.rxi this was probably due to difficulties in describing 

verbally locations of pain in subjects who were either not verbally 

proficient or who had complicated patterns or distribution of pain 

that were not easily described in verbal terms. 

Onset of pain was assessed by asking subjects to indicate which of 

seven categories best corresponded to the circumstances of onset of 

their pain problem. These categories were accident at work, accident 

at home, road accident, following illness, following surgery, pain 

"just began" or other injury. !It some cases subjects indicated more 

than one category if for example their pain had been origionally 

caused by an accident but subsequently aggravated by attempts at 

surgical treatment. In cases such as these the initial or primary 

cause of the pain was recorded. Only one category was recorded for 

each subject. The categories "pain began following illness" and ''pain 

just began" are not mutually exclusive. The latter category was 

included in order to try and cit~1t.d:a:eEf!;:; those subjects who 
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TABLE 1.&. Reported location of pain. 

IOCATICB MAI.m FEMALES 'lOl2\L 
No. % No. % No. % 

JWI{ 14 14 42 23 56 20 

:r.ms 15 15 9 5 24 8 

AJH; 3 3 4 2 7 2 

HFAD 4 4 14 8 18 6 

SfD:JI.DEFS, CHEST, ABDOMEN 1 1 1 2 1 

E2%CE 3 3 8 4 11 4 

KlRE 'JE\N am .ARFA 55 57 101 55 156 55 

AIL OVER 2 2 5 3 7 2 

'lOl2\L 97 184 281 

MISSIm O\SES 6 11 17 

Chi-sguare=12.59~ D.F.=7: p=0.0827 (N.S.) 

• 
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'.MBlE 4.7. Circumstances of onset of pain. 

MAlES FEMAt.ES 'lUmL 
NO. % No. % No. % 

ACX:IDF.Nl' AT HOME 2 2 20 10 22 7 

1'Ll'!IUml' AT WORK 21 20 23 12 44 15 

R:W> ACCIDENl' 7 7 10 5 17 6 

FOtUJmiG II.l.NBSS 8 8 23 12 31 10 

~SlJ.RlERY 14 14 20 10 34 12 

PAIN 'JUST BEGAN' 36 35 65 34 101 34 

arBER m:JURY 15 15 30 16 45 15 

rromL 103 191 294 

MIBlmG CASPS 4 4 

Chi-square=11.69r D.F.=6r p=0.069r N.S • 

• 
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considered that their pain was precipitated by a known event and those 

that did not. 

The commonest category of onset for the group as a whole was "pain 

just began" with 34% of the sample indicating this categOry of onset. 

There were no differences between males and females for this category 

with 34% for females and 35% for males. 15% of the male sample and 

16% of the female sample reported that the pain followed "other 

injury". This category was followed by an invitation to explain 

further although the verbatim responses were not formally recorded. 

12% of the total sample reported that pain had begun following surgery 

with similar proportions for males and females. 12% of the female 

subjects reported the pain had begun following illness with 8% of the 

male sample reporting this category of pain onset. 7% of the male 

sample and 5% of the female sample reported the pain had begun as a 

result of a road traffic accident. A greater proportion of the male 

sample reported their pain followed an accident at work canpared with 

the female sample. 20% of males reported this category of onset 

carpared with only 12% of the female group. This pattern was reversed 

with the category of pain following an accident at home with 10% of 

the female group and ally 2% of the male group reporting this mode of 

pain onset. The :tm~l number~ for these two groups most probably 

reflects the finding that a much greater proportion of males were at 

\\IOl'k compared with the females and consequently had greater chances of 

suffering an accident. The numbers and proportions of males, females 

and total sample reporting the seven categories of pain onset are 

presented in table 4.7.. Only four observations were missing for this 

variable. 

124 



Frequency of pain was assessed by asking the subjects which of seven 

p:>ssible patterns of pain corresponded to their experience of pain. 

The seven possible categories were continuously, several times a day, 

once a day, several times a week, several times a month, once a month 

or less frequent than once a month. 71% of the sample reported that 

their pain occured continuously. 18% reported pain occuring several 

times a day. 2% reported pain occuring once a day. 5% reported pain 

occuring several times a week. 1% reported pain occuring several 

times a month. 2% reported pain occuring once a month or less 

frequent. There were no differences in the pattern of reported pain 

for males and females. Pattern of pain for males, females and total 

sanple is shown in table 4.8. Five observations were missing for this 

variable. 

Change in pain over time was assessed by asking subjects to indicate 

whether intensity of pain had increased, decreased or remained the 

same throughout the time the pain had been experienced. 50% of the 

total sample reported that the pain had inceased over time. A 

slightly larger proportion of the female group compared with the male 

group reported pain increase over time with 55% of the female sample 

oampared with 41% of the male sample reporting that the pain had 

increased. 18% of the female eample reported that the pain had 

decreased over time compared with 19% of the male sample. A slightly 

greater proportion of the male sample reported that the pain had 

remained the same than the female sample. Change in pain over time 

for the males, females and total sample is shown in table 4.9.. There 

were 14 missing observations for this variable. This is quite large 

oampared to other measures and may reflect difficulty in estimating 

when pain began and consequently how it has changed. Some pain 
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TABLE 4.8. Frequency of reported pain. 

MALES FEMALES '1.OD\L 
No. % Jl1o. % Jl1o. % 

cmt'INtXXJSLY 70 70 140 72 210 72 

SEVERAL TIMES A DAY 19 19 34 18 53 18 

c:u:::E A MY 2 2 3 2 5 2 

SEVERAL TIMES A WEEK 6 6 8 4 14 5 

SEVERAL TIMES A MONTH 2 2 2 1 4 1 

c:u:::E A MONTH 1 1 5 3 6 2 

u:ss FR1UJEN.l' 1 1 

'1Ul2\L 100 193 293 

MISSDG a\SES 3 2 5 

Qrl.-square=2.46: D.F.=6: p=O.8729(N.S. ) 

• 
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TAJ3[B 1:.2.. Pattern of pain change over time. 

MM..ES FEMAI..ES mrAL 
NO. % No. % Ro. % 

INC!RFASED 41 41 101 55 142 50 

IB::RFASED 19 19 33 18 52 18 

STAnD THE SAME 41 40 49. 27 90 32 

'lUl'AL 101 183 284 

MISSDG Cl\Sm 2 12 14 

Chi-square=7.28; D.F.=3; p=O.0636 (N .S.) 

• 
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syndranes may fluctuate from day to day and a simple three point scale 

may not cover the possible patterns of change over time for all 

syndranes. 

4.5 DISCUSSION 

The unequal numbers of males and females in the sample broadly 

confonns to findings of many treatment and epidemiological studies 

that generally report that about 2/3 of chronic pain sufferers are 

wanen ( Fordyce, 1984~ Linton, 1986~ Crook et al., 1984~ Bowsher et 

al., 1987). Bowsher et ale (1987) in a retrospective survey of 1056 

cases who were treated in The centre for Pain Relief, Walton Hospital 

in the 1970s, reported that:- 60% of the chronic pain patients 

investigated were women. Crook et ale (1984) investigated the 

prevalence of pain complaints in a general population in canada. 500 

randanly selected households were intensively studied with respect to 

presence, nature and severity of pain problems. They found that women 

accounted for 65% of the group reporting persistent pain and 57% of 

the group reporting temporary pain. OVerall, 2/3 of respondents who 

reported pain whether persistent or temporary, were women. The 

greater proportion of women with chronic pain seems to be a consistent 

and stable finding. There is evidence to suggest that this is not 

s~ly a reflection of referral pltterns. 

In general, few consistent differences have been reported between 

males and females in terms of pain tolerance and threshold with 

respect to experimental pain. Notermans & Tophoff, (1967) noted wide 

disagr~t in studies examining the relationship between pain 

sensitivity to experimental pain and gender. They cited five 

publications which stated that sensitivity to pain is greater in women 

128 



than in men, and five publications which reported no differences 

be~ the sexes in pain sensitivity. There seems to be no 

experinental evidence to back the widely held and popular notion that 

wanen are more tolerant of pain than men. Assuming that male and 

female physiology have equal propensity for pathology that may be 

associated with chronic pain, then the reasons for the greater 

representation of women than men in chronic pain groups are likely to 

be psycho-social and a reflection of current social mores and 

practices. 

Many studies have reported the important influences that social and 

cultural factors have upon pain experience and behaviour (Sternbach et 

al., 1965~ Stevens, 1977~ Craig, 1978). The feminist perspective has 

argued that women are subject to social influences that encourage 

adoption of a generally subservient role in society that is associated 

with less aggression, greater passivity and generally less 

environmental reactivity compared with males. In some respects, 

society has fostered the female role as that of the "weaker sex". 

Expressions of pain and suffering may be seen as confirming this 

"female" stereotype and hence more likely to solicit attention, 

sympathy and social approval. The "male" stereotype on the other hand 

is associated with more aggress·ion, activity and reactivity on the 

environment and hence expressions of pain in males are less likely to 

be tolerated and reacted to with social approval. Thus social 

conditioning based on social models of ''male'' and "female" stereotypes 

may result in relatively greater reinforcement of pain related 

behaviours in females comp;u-ed with males. Because it may be socially 

nore acceptable for females to actually complain of pain they are more 

likely to come to the attention of professionals than males. J:bctors 
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may be more likely to treat females sympathetically with advice to 

rest and avoid and this may exacerbate or prolong the problem by 

encouraging the adoption of inappropriate stategies to cope with pain. 

Males may be treated less sympathetically and more aggressively by 

doctors and this may help to prevent pain from reaching the chronic 

phase by encouraging the patient to adopt more active and self-relient 

strategies for dealing with pain. Whatever the precise explanation of 

the disproportionate representation of chronic pain in males and 

females; the consistency and stability of these findings powerfully 

emphasise the crucial role that psycho-social influences have upon 

chronic pain phenomena. 

'!he sample is well represented in the older age groups. This concords 

with other studies and reflects the fact that many of the physical 

conditions that are associated with chronic pain are also associated 

with advancing age (Crook et al, 1984; Bowsher et al.,1987). One may 

also speculate that psycho-social characteristics that tend to be 

associated with advancing years such as decreasing acti vi ty levels, 

retirement, reduced social contacts amd reduction in responsibilities 

may also provide a suitable psychological setting for chronic pain 

problems. 

Only 24% of the sample were engaged in any type of employment whether 

full or part time. A significant proportion of the sample were 

retired and some considered themselves to be homemakers. If the 

respondents who were either retired or homemakers are excluded from 

the sample then the proportion of respondents available for work but 

tmable to work because of pain rises to 40%. This is indicative of a 

considerable degree of disability both in terms of psycho-social 
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disruption and the economic cost to society. 

Most respondents (71%) reported experiencing pain on a continuous 

basis. This is a common and characteristic feature of chronic pain 

and is frequently reported in the literature (Sternbach,1974). Most 

respondents (82%) reported that the pain had either increased or 

remained the same over time. Over 75% of the sample reported 

suffering from pain for over five years. 

It was not possible to arrive at any likely diagnosis from the 

infonnation avaUal'N:e from the questionnaire. 20% rep:>rted back pain 

but the majority reported pain in quite widespread anatomical 

locations. This is ~ilst.ent with other findings demonstrating that 

people who suffer from intractable pain often experience increasing 

am::>unts of pain spreading over wide areas as the pain lingers into 

chronicity. It is questionable how much imp:>rtance to attach to the 

rep:>rted circumstances of onset of the pain. It was interesting that 

28% of the sample reported experiencing pain following some sort of 

accident with most of this group reporting that the pain was caused 

following an accident at work. 

There were no differences betweert males and females in terms of pain 

duratic:n, onset, location, pattern or frequency. Demographic 

characteristics were also very similar for males and females with the 

exception of employment status. The proportion of people available 

for work but unable to work because of pain is equivalent for males 

and females. This means that both goups have similar pain 

characteristics and levels of disability and can therefore be treated 

as equivalent in subsequent analysis. 
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CliAPI'ER 5 

FACl'OR ANALYSIS OF QUESI'IONNAIRE 

AND CDNS'IRlJCrICN OF DEFINITIVE SCALES 

5.1 ITEM ANALYSIS 

Proper variables for factor analytic purposes should ideally be 

relatively continuous with many possible categories of responses and 

rea~ly normal distribution. It has been suggested that for 

inclusion i.ri factor analysis an item should be endorsed by between 15-

85% of the population (Comrey, 1978). Frequency distributions of 

scores from the 65 items from the questionnaire were inspected to 

establish criteria for exclusion from factor analysis items that were 

either endorsed by too few or too many respondents. A criterion was 

adopted that erred on the side of inclusion rather than exclusion of 

items given the exploratory nature of the investigation and the risk 

of losing valuable information. To determine which items were 

rejected from the analysis the two "agree" statements ("strongly 

agree" and "agree") and the two "disagree" statements were collapsed 

and the data was interpreted as a dichotomous split between "agree" 

and "disagree" statements. Itemtl were rejected if less than 15% or 

llOre than 85% of the sample responded with either "agree" or 

"disagree" statements. Items that were endorsed with "uncertain" 

response by more than 85% of the sample were also considered to be 

inappropriate to inchrle in the analysis on the grounds of likely low 

canprehensibility of the item. Adoption of these rules resulted in 

the rejection of three items shown in table 5.1.. The range of 

responses on the remaining 62 items were considered to be sufficiently 
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TABlE 5.1 Variables rejected from factor analysis following item 
analysiS. 

Item % "agree" % ''disagree" 

B4 Most of my family and friends 
know that I have a pain problem 94.6 2.7 

G7 My pain makes me feel tense 
and frustrated 84.9 14.1 

B3 It is always better not to let my 
pain stop me from mixing with 
other people 81.6 9.4 

• 

133 



represented to include in the factor analysis. 

5.2 FAcroR ANALYSIS 

Factor analytic techniques have a number of applications 

(Gorsuch,l974). In this' investigation, the technique was used to 

explore and detect patterning of variables and to discover dimensions 

to form the basis of construction of psychologically meaningful scales 

with adequate internal consistency. Although variables were selected 

for inclusion in the inital questionnaire with a tentative conceptual 

framework in mind, the basis for selection of variables was not a 

central issue and therefore confirmatory factor analytic techniques 

were not appropriate. Principal components factor analysis was used 

because the investigation was exploratory with few assumptions about 

underlying structure. This is a method of forming linear comIX>sites 

(factors) based on the correlations among the variables. The 

correlation of each variable with each composite yields factor 

loadings which may then be transformed (rotated) to maximise 

separation among factors. High factor loadings indicate the variables 

which are most associated with a particular factor. Each factor is 

derived to explain as much of the variance in the data set as 

IX>ssible~ the first factor will ;I ways explain the largest percentage 

of the variance, the second and subsequent factors accounting for 

additional and independent variance. 

62 variables were entered into the analysis. Variables were scored 

according to a 5-point scale with "strongly agree"=5 ;"agree"=4 

; "uncertain"=3; "disagree=2"; "strongly disagree"=l. Orthogonal 

analysis was chosen in preference to oblique analysis in order that 
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independent factors could be identified. Varimax rotation was used 

(Child, 1976). 

Several lines of converging evidence were considered in determining 

b:>w many factors to extract. Kaiser's criterion extracts all factors 

with latent roots greater than one. Cattell (1952) has suggested that 

Kaiser's criterion is probably most reliable when the number of 

variables is between 20 and 50. When the number of variables exceeds 

50, too many factors are extracted. Because the number of variables 

exceeded 50, this criterion was considered to be unsuitable. The 

scree test (Cattell,1952) was used. to determine the number of factors 

extracted for the initial analysis. In this me~od, a graph is 

plotted of latent roots against the factor number (order of 

extraction) and the shape of the resulting curve employed to judge the 

cut-off point. The scree plot for the latent roots (eigen values) 

against factors is shown in figure 5.1. The point at which the curve 

straightens out is taken as the maximum number of factors to be 

extracted. This method yielded nine factors which were further 

subjected to scrutiny when addit:j.onal criteria were applied. It was 

considered important that each factor should have at least four or 

nore items. Perhaps most importantly a simple solution was sought 

which had psychological meaning. _ Items were selected for inclusion in 

a factor if a) loadings were .4 or above and b) where a variable 

loaded on two factors the highest loadings were selected. These 

criteria for number of factors extracted and significance of factor 

loadings resulted in a five factor solution. Factors 6,7,8 and 9 had 

too few items and were uninterpretable. Rotated factor loadings for 

the first five factors are shown in table 5.2.. The correlation 

matrix 'of the 65 variables entered into the analysis is found in 
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TABLE 5.2 . Principal components factor analysis of 65 i tern 
questionnaire for 298 chronic pain patients. Factor loadings from 
varima.x rotation. 

~ IT.IM) FACroR IOlIDDGS 

1 2 3 4· 5 

1. H4 .79 -.16 .19 .02 .03 
H5 .76 -.09 .11 .09 .09 
G9 .72 .03 .05 .09 -.08 
H8 .69 .00 .05 .04 .07 
G8 .69 -.01 .11 .13 .01 
G4 .66 -.17 .14 .12 .01 
H6 .66 -.13 .15 .08 .02 
H9 .65 .00 .06 .11 .11 
G5 .61 -.12 .20 .04 -.01 
G3 -.61 -.02 .16 .03 .13 
G1 -.60 .O~ .10 .05 .20 
Hl .58 -.03 .26 .08 .33 
G2 -.57 .02 .08 -.11 .27 
H7 .53 -.11 .34 .07 -.04 
G6 -.53 .09 -.08 .00 .05 
F2 .52 -.10 . -.06 .11 .10 
IS .46 -.06 .16 .00 .17 
14 .46 .12 .00 .18 -.24 
E4 .45 .00 .20 .17 .17 

2. F4 -.12 .68 .32 -.00 .00 
F3 -.08 .66 .34 -.04 -.05 
1>9 -.18 .62 -.02 -.12 .06 
17 .24 .62 -.16 -.07 -.03 
C6 -.12 .58 .00 -.11 .08 
no .14 .56 .00 .05 -.09 
C4 -.15 .52 -.25 -.12 .13 
F1 .21 -.50 -.05 .03 -.01 
A3 .35 -.48 .26 .11 -.02 
A2 -.33 .48 .07 .18 .16 
H2 -.08 .44 .00 .08 -.30 
A4 -.21 -.43 .31 .06 .15 

3. Cl .16 .07 .68 .21 -.12 
C8 .38 • 13 • .49 .23 -.07 
C3 .19 -.13 .42 .21 -.16 
C5 .22 .25 .40 -.10 -.09 

4. 01 .09 -.05 .08 .. 82 .04 
03 .21 -.10 .06 .81 -.07 
02 -.22 .12 .00 -.72 .07 
D4 .08 .00 .40 .69 -.06 

5. B1 .09 -.00 -.08 .10 .72 
B3 .01 .04 .12 -.00 .62 
E2 .08 -.13 -.04 -.02 .53 
B2 .06 -.06 .24 .15 -.48 
E3 -.03 .16 -.19 -.09 .48 
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TABLE 5.3. Eigenvalues and percentage variance explained from 
factor -aIialysis of 298 chronic pain patients. 

Factor CUmulative 
Variance Eigenvalue % variance % Variance 

1 12.34 19 19 

2 4.67 7.2 26.2 

3 3.52 5.4 31.6 

4 2.76 4.3 35.9 

5 2.32 3.6 39.4 

• 
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Appendix C.l. 

This solution offered the clearest interpretation of the data. The 

solution was unique in that only two items loaded on two factors. 

This suggests the factors represent interpretable dimensions and this 

proved to be the case when items loading on the factors were 

considered in psychological terms. The percentage variance explained 

by the five factors is shown in table 5.3.. The five factors were 

constructed into scales to allow further statistical and psychological 

examination • 

Scores for items making up the five scales were adjusted such that 

positive and negative responses were scaled in the same direction. To 

detennine the internal consistancy of the five scales suggested by 

factor analysis, Cronbach's alpha was camp.rted using all items in each 

scale. Cronbach's alpha is the average correlation of all possible 

split-halves and is a measure of extent to which each scale is 

internally reliable (Cronbach, 1951). It can be considered to be a 

measure of the extent to which individual i terns in a given scale are 

measuring the same dimension. The higher the correlation , the 

• greater the argument that the scale is measuring a single dimension 

and the greater the likelihood that the putative scale may have 

psychological meaning and utility. As a rule of thumb, scales with 

coefficient alphas of above .8 can be considered to have sufficiently 

high internal ;.consisteDcy to merit clinical use whilst scales with 
._---" - ~- - - ... -- - ~ .. -- .. -

alphas of above .6 may be used for research purposes (Sonquist and 

Dunkelberg, 1977). As can be seen in table 5.4. coefficient alphas 
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were above .6 on all scales and above .8 on scales 1,2 and 4. This 

provides further substantiation that the scales are measuring single 

dimensions with sufficient internal consistancy to warrent further 

investigation. 

5.4 NAMING OF THE SCALES - ---'-'-"";;';";;"';" 

The first scale consisted of 19 items and accounted for 18.9% of the 

total variance. The internal consistency as measured by Cronbach's 

alpha was very high (.93) suggesting that the scale was measuring a 

single dimension. Items that make up this scale are shown in table 

5.5. Inspection of items making up this scale reveals strong affective 

canponents. Items concerned with depression, anxiety, loss of 

confidence, and social isolation are well represented. Other items 

are concerned with adverse effects of pain on social functioning. 

OVerall, items on this scale relate to the effect that pain has on 

psycho-social functioning and resulting psychological distress and 

disruption. This scale can therfore be considered to be measuring 

psychological distress caused by pain. It is a general measure of 

coping with pain concerned with feelings rather than beliefs or 

actions. Low scores on this scale may be considered to reflect poor 

coping, psychological distress, loss of confidence, fear of illness, 

• anxiety and depression. The fact that these various facets seem to 

coexist 'under a single dimension suggests that there is a single 

measure of "coping". The scale is called General Coping Measure. 

The second scale consisted of 12 items and accounted for 7.1 % of the 

total variance. The coefficient alpha was high (.81) suggesting good 

internal ~lst~·. Items in this scale contrasted with scale 1 in 
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mm:..E 5.4. Internal consistency of scales. Cronbach's Alpha for 298 
chronic pain patients. 

Scale 

1 

2 

3 

4 

5 

6 

OJefficient al{ila 

.93 

.81 

.62 

.83 

.62 

.61 

• 
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'.I2U3I:E 5.5. Items from Scale 1: General Coping Measure. 

H4 My pain makes it difficult for me to socialise with 
other people 

as I feel my pain cuts me off from other people 

G9 I have lost my confidence 

IB My pain affects the way I get on with my family and friends a 
great deal. 

G8 My pain makes me feel useless and not needed 

H6 My pain stops me from going to places 

G5 My pain stops me from leading a normal life 

G4 My pain makes me feel miserable most of the time 

B9 I never go out because people do not want to know you when you 
have pain 

G3 I feel happy about my life in general 

Gl I am coping well with my pain 

G6 I manage to do most things in life that I want to. 

J:fl My pain makes me opt out of things 

G2 I do not let my pain get me down 

F2 I find it very difficult to relax 

m. I try to avoid other people when. I have pain 

IS All my problems are caused qy Hti·_pain 

14 I sometimes worry that I have a serious illness 

FA I have to rely on other people a great deal because of pain 

142 



TABLE 5.6. Items from Scale 2: Active Coping Strategies. 

F4 Relaxation helps me to cope with pain 

F3 When I am in pain it helps if I try to relax 

A9 In my day to day life, I can influence my pain to some degree 

C6 When I have pain I can control it to some extent by thinking 
certain thoughts 

no It is possible that my pain can be made worse by what I am 
thinking of doing 

I7 I think my pain can be affected by my state of mind 

F1 Relaxation does not have any effect on my pain 

A2 When I experience pain I am usually able to do something to 
reduce it 

H2 Talking to other people about how I feel can help my pain 

A3 I feel I have no control over my pain whatsoever 

C4 I think that regular physical exercise is important in helping 
me to control my pain 

M My pain is usually associated with doing certain things 

• 
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TABLE 5.7. Items from Scale 3: Avoidance. 

Cl. When I have pain it is best to stop what I am doing and rest 

C3 It is always better to avoid anything that causes more pain 

C5 I cannot distract myself from pain even if I keep busy 

C8 I often have to lie down and rest because of pain 

• 
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that the statements were all concerned with positive actions and 

stategies that were adopted to control pain. Other items from this 

scale were concerned with beliefs over sense of control over pain. 

High scores on this scale indicate use of positive coping strategies 

such as exercise, relaxation, distraction and the belief in control 

over pain. This scale is called Active Coping Strategies. In terms 

of coping with chronic pain it is a measure of what positive actions 

sufferers take in attempting to control pain. Items from scale 2 are 

shown in table 5.6. • 

The third scale is made up of four items and accounted for 5.6% of the 

total variance. Internal consistency was lower than scales I and 2 

although' acceptable for research purposes (.62). As with scale 2, 

itans were concerned with strategies for coping with pain although in 

contrast were negative or passive rather than positive actions. This 

scale seems to be measuring the use strategies such as rest, avoidance 

of activity associated with beliefs in lack of personal control over 

pain and rejection of psychological influences. This scale is called 

Avoidance. Items making up this scale are shown in table 5.7 •• 

The fourth scale consisted of four items and accounted for only 4.2% of 

the total variance. Internal.consistency was high with coefficient 

alpha of .83 despite the relatively small number of items making up 

the scale. All items in this scale were concerned with beliefs in the 

use and helpfulness of drugs and pain medication. This scale is called 

~ of Drugs. The fact that only a limited range of items appeared 

on this scale and the similar wording of the various items suggests 

that this scale may not be psychologically useful. The similar 

\I>.Ording of the items may explain why the coefficient alpha is high. 
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The imp::>rtance of attitudes and beliefs towards drugs in this patient 

group particularly when psychological treatment is instigated with its 

emphasis on greater personal control and less reliance on medicaticn, 

warrants further analysis of this scale and its relationship with 

other variables. Items from this scale are shown in table 5.8. 

The fifth scale consisted of five items and accounted for only 3.6% of 

the variance. Internal consistency was a little low but acceptable 

for research purposes with coefficient alpha of .62. Items from this 

scale seemed to measure willingness to communicate pain experiences to 

others coupled with beliefs that attention and sympathy arising from 

such interactions are helpful. This scale is called Pain 

Conmmication. It is questionable whether these items. form a 

psychologically meaningful dimension. Wording of some of the items 

was similar and the amount of total variance explained by the factor 

assumed to underly the scale was low. It was included for further 

analysis on the grounds that beliefs about pain communication and 

behaviour are likely to be central issues in the development and 

assessment of techniques to modify pain behaviour. Items from this 

scale are shown in table 5.9. 

5.5 SUMMARY Sl'ATISl'ICS OF SCALES 

t' 

Mean scores, standard deviations and maximum and minimum scores from 

the scales derived from the total sample are shown in table 5.10. 

Frequency histograms of scores for the five scales are shown in 

figures 5.2-5.6. Inspection of the histograms reveals relatively 

normal distribution for scales 1,2,3 and 5. In contrast scale 4 

clearly does not conform to this pattern and seems to be best 

146 



TABLE 5.8. Items fran Scale 4: Use of Drugs. 

Dl Painkilling tablets are the only way that I can control 
my pain 

D2 I can manage without the help of drugs 

D3 I always take painkillers when I have pain 

D4 When I have pain I usually take painkillers and rest 

• 
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TABLE 5.9. Items from Scale 5: Pain Communication. -

Bl It is best not to talk arout my pain to other people 

B3 I always try to hide the fact that I am in pain 

E2 It is not helpful when people are sympathetic because of my pain 

B2 It is always better to let other people know when I am in pain 

E3 It is not helpful when people do too much for me because of my 
pain 

• 
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'.I2\BLE 5.10. Means, S.D's, and ranges for scales based upon 
responses-of 298 du"onic pain patients. 

Scale N Missing SJ). Max. Min. 

1 293 5 58.08 14.26 91 24 

2 293 5 38.03 7.46 55 13 

3 296 3 9.91 3.02 20 4 

4 296 3 11.57 3.95 20 4 

5 297 1 17.35 3.22 24 8 

• 
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Fig.5.2 Distribution of scores on " General Coping Measure " scale 
for 298 patients with chronic pain. 
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Fig.5.3 Distribution of scores on "Active Coping Strategy " scale 
for 298 patients with chronic pain. 
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Fig.5.4 Distribution of scores on II Avoidance II scale for 298 
patients with chronic pain . 
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Fig.5.5 Distribution of scores on " Use of Drugs " scale for 298 
patients with chronic pain . 
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Fig .5.6 Distribution of scores on II Pain Communications II scale for 
298 patients with chronic pain. 
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described by a bimodal distribution. The reasons for :this are 

unclear. The population under study consists of patients in chronic 

pain who were being treated in a large, multidisciplinary, regional 

pain. clinic. The resp::ndents to the questionnaire are likely to have 

included both patients wi th chronic benign pain in whom drug 

treatments may be relatively unsuccessful and patients with malignant 

pain in whom drug treatments could be a central aspect of treatment 

either for the pain or the underlying physical condition causing the 

pain. One might therefore expect some differences in attitudes 

towards drugs and pain medication between these two groups of patients 

and this may explain the bimodal distribution. No information with 

respect to pain syndromes was available from the present study. The 

prediction that patients with chronic benign pain would score . lower on 

scale 4 than patients with malignant pain awaits investigation. 

5.6 REtATIONSHIPS.BFJl'WEEN PAIN COPING SCALES 

Relationships between the scales derived from the factor analysis were 

investigated by inspecting the Pearson correlation coefficients 

between the scores on the five Pain Coping Scales. Correlational 

analysis of this kind reveals the presence and strength of a 

relationship between variables. The strength of the relationship is 

• reflected by the magnitude of the correlation coefficient. This type 

of analysis does not reveal the nature of the relationship. It does 

not indicate that one variable has caused a change in another when a 

statistically significant correlation occurs. Nevertheless, such an 

analysis reveals important information in the preliminary 

investigation of the putative psychological dimensions and provides a 

basis for further investigation. The Pearson correlation coefficient 
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lTlr9.trix of the five scales is shown in Table 5.11 •• 

Inspection of the correlation matrix reveals a strong relationship 

between the General Coping Measure and Active Coping Strategies 

(R=O.272: p<O.OOl). This suggests that patients who adopt positive 

strategies for dealing with pain, who have beliefs in control over 

pain and who acknowledge the influence of psychological factors in 

pain have less psychological distress and generally cope better with 

their pain. The significant negative correlations (p<O.CX)l) between 

General Cbping Measure and Avoidance arrl Use of Drugs suggests that 

patients who adopt negative strategies for coping with pain such as 

avoidance, excessive reliance on medication and rest tend to have 

greater degrees of psychological distress and emotionally cope with 

their problems less well. There are significant negative correlations 

(p<O.OO5) between Active Coping Strategies and Avoidance and Use of 

Drugs. 

The Pain Coping Scale appears to measure a readiness to communicate 

pain experience to other people and belief that attention and sympathy 

are important and helpful responses to expressions of pain. There is 

no relationship between this variabl~ and General Cbping Measure or 

~ve Coping Strategies. This implies that a readiness to 

• 
ccmnunicate pain experience to other people is not directly related to 

psychological distress or coping with pain from an emotional point of 

view. There are, however, significant correlations between Pain 

Ccmnunication and Avoidance (p<O.CX)l)and between pain communication 

arrl Use of Drugs (p<O.05). 

Avoidance and Use of Drugs may be seen to be measuring what are 
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TABlE 5.11 Correlation matrix of scales derived from factor 
analysis. Pearson correlation coefficients; two-tailed test. N=298 

ACl'lVE 
OOPDG tmOF 
S'l'RA'.l'B'.;IES AVOI.D.t\NCZ DJ.U;s 

GENERAL *** 
OOPDG .272 
MFASURE 

AVOI.D.t\NCZ 

PAIN 
aHUlICATICN 

* p <.05 ** p <.005 

I 

*** *** 
- .502 - .338 

** ** 
- .165 - .167 

I 

*** p <.001 

• 
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*** 
.458 

I 

PAIN 
CDHlf-
lCATICN 

- .017 

.00 

*** 
.194 

* 
.120 

I 



generally considered to be negative ways of coping with pain. These 

scales probably measure beliefs and attitudes that are likely to 

underlie illness behaviour (Mechanic, 1962). The fact that Pain 

Ccmm.m.ication is related to these measures suggest that this dimension 

also measures an aspect of illness behaviour. This is consistent with 

clinical experience that patients who exhibit excessive illness 

behaviour also often demonstrate a readiness to communicate pain 

experience to others. It is interesting that this aspect of illness 

behaviour (if that is what it is) is not directly related to 

Psychological distress by virtue of non significant correlation with 

General Coping Measure. This finding is COnsistent with clinical 

experience and reports in the literature that excessive illness 

behaviour characterised by avoidance, rest, excessive medication is 

not always associated with psychological distress (Sternbach, 1974). 

When the pattern of excessive illness behaviour in the presence of 

little psychological distress emerges, it is sometimes considered to 

reflect satisfaction with the invalid role (Sternbach, 1974~ Fordyce, 

1976). This clinical picture is characterised on the Minnesota 

MultiphaSic Personality Inventory (I.M.P.I.) by elevated scores on 

~iasis and Hysteria scales with Depression in normal ranges. 

It would be interesting to see if patients who have this profile on 

the M.M.P.I., show a pattern of elevated scores on Avoidance, Use of 

Drugs aIX3. Pain communication in the presence of normal coping on the 

General COping Measure on the present questionnaire. 

To summarise, examination of intercorrelations of Pain Coping Scales 

reveals:_ 

1. Belief in the use of positive coping strategies (reflected by high 

SCores On Active coping Strategies) is associated with good 
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psychological adjustments (reflected by high scores on General Coping 

Measure) • 

2. Belief in the use of negative coping strategies (reflected by high 

~res on Avoidance, Use of Drugs) is associated with poor 

psychological adjustment (reflected by lower scores on General Coping 

Measure) • 

3. Avoidance, Use of Drugs and Pain Communication scales are related 

and may be measuring attitudes and beliefs that underlie illness and 

behaviour. The finding that Pain Communication is not directly 

related with distress (General Coping Measure) suggests that it may be 

helpful in distinguishing patients whose illness behaviour is 

rrotivated by psyco-social benefits from patients whose illness 

behaviour is caused by other reasons. 

This analysis does not provide evidence of a causal relationship 

between the variables. Physical aspects of pain such as pain 

intensity, disability and limitatitn of function have not been 

addressed in the present study and are important variables in 

contributing to psychological adjustment to chronic pain. Whilst the 

relative contribution of psychological beli~fs and physical aspects of 

pain to Psychological adjustment is not clear, the present results are 

~y suggestive of an important link between attitudes and 

beliefs in the use in pain coping behaviours and psychological 

adjustment. 
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2.:2. REIATIONSHIPS BETWEEN PAIN COPING SCALES AND OTHER PATIENT 
VARIABLEs 

Inspection of items making up the scales and the results from 

correlational analysis suggests that the scales may be measuring 

inp:>rtant dimensions in coping with chrooic pain. Further information 

al:out the nature of the Pain Coping Scales can be obtained by 

examining the relationships between these scales and other patient 

variables. Continuous variables such as age and duration of pain were 

analysed by inspecting Pearson correlation coefficients. categorical 

variables were examined by T-tests. 

~ correlation coefficients between Pain Coping Scales and 

age are shown in Table 5.12. There is no relati~hip between· age and 

PSychological adjustment as measured by General Coping Measure. 

Perhaps contrary to popllar belief, ability to cope with chronic pain 

~ an emotional point of view does not appear to diminish with 

advancing age. Interestingly, beliefs underlying coping strategies, 

as measured by Active Coping Strategies, Avoidance, and Use of Drugs 

scales are all correlated with age. tJith advancing age, individuals 

are more likely to adopt negative strategies such as rest, avoidance, 

and less likely to adopt positive strategies such as increasing 

activity levels or distraction. There are likely to be psycho-social 

and Physical reasons for these relationships. pain syndromes that 

tend to occur in older individuals are often associated with 

de<;Jenerative physical changes and these may make it more difficult for 

patients to peform "active" coping strategies. With advancing age 

there may be less opportunity to engage in more active behaviour 

inVOlVing distraction, exercise and social activities. Advancing 

~s are often associated with important social changes such as 

re~t, changes in family responsibility, and frequently 
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'D\BLE 5.12 Pearson correlation coefficients of scales derived from 
factor anaiysis with age (years) and duration of pain (years): two
tailed test. N=298. 

OOBATIQl OF PAIR 

GENERAL 
apIl!J3 - .05 .01 
MFASORE 

ACTIVE 
*** apIl!J3 - .25 .09 

S'J."RAT.(!I;IES 

** A~ .19 .02 

USB OF 
2 *** mu.;s • 1 .06 

PAIN 
a:JMmCATIQl .00 .11 

* ** p < .05 p < .005 *** p < .001 

• 
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increasing social isolation. These psycho-social changes may limit 

the opportunity and motivation people have for coping with chronic 

pain in a more positive way. 

Correlations between duration of pain and Pain COping Scales are shown 

in Table 5.12. No significant correlations emerge. There are no 

relationships between duration of pain problem and level of 

psychological adjustment or beliefs in positive or negative Pain 

Cbping Strategies. This finding is qualified by the fact that in the 

population under study, most respondents have had pain for a long 

~ People with chronic problems of long durations are well 

represented with patients with pain for short duration being under

represented. This means that the lack of relationship between coping 

With pain and duration of pain should be interpreted with caution. On 

clinical grounds one might have expected some relationship between 

psychological adjustment and duration in that one might expect 

psychological adjustment to deteriorate as the pain problem lingers 

into chronicity and the impact of tlIe important psycho-social and 

Physical changes becomes increasingly relevant. 

Mean scores for Pain COping Scales for males and females are shown in 

Table 5.13. There are no significant differences in terms of 

P8yohological adjustment or pain coping strategies between males and 

females in the present sample. This is consistent with the general 

findings in the sample of no differences between males and females in 

tenus of duration, pain or demographic characteristics. 

With respect to pattern of pain, one might expect individuals whose 

pain has decreased since it began to have better psychological 
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TABLE ~ Mean scores of pain coping scales for males and females. 

!iDe OF 2-TAIL 
CASJ!S MaR S.D t D.F PHJB. 

<BlERAL Male 101 57.80 14.35 -0.25 291 0.806 
COPDG . FEmale 192 58.23 14.25 
MI!'ASORB 

ACl'IVE Male 101 34.97 7.78 -o.ll 291 0.916 
c:x:J?I:ti'Q Female 192 35.06 7.31 
~ 

~ Male 102 9.66 2.94 -1.01 294 0.3ll 
Female 194 10.04 3.06 

USE OF Male 102 ll.94 4.05 1.16 294 0.247 
DJ.U3s Female 194 11.38 3.88 

PAIN Male 103 16.94 3.69 -1.6 295 0.ll2 
<nM.:I&- Female 194 17.56 2.92 
lCATICIJ 

• 
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adjustment than individuals whose pain has either remained the same or 

deteriorated. One might also expect a difference in coping styles 

with patients whose pain has decreased adopting more active coping 

styles and patients whose pain has decreased to have adopted a more 

negative coping strategies. 

Table 5.14 shows mean scores on the Pain Coping Scales for patients 

Whose pain has decreased since onset and patients whose pain has 

increased since onset. There is a large difference in mean scores for 

General Cl:>ping Measure between the two groups although it just fails 

to reach statistical significance (p=.067). The difference is in the 

direction predicted with individuals whose pain has decreased showing 

better coping and adjustment when compared to individuals whose pain 

has deteriorated. With respect to pain coping strategies, there is a 

large difference between mean scores on the Active Coping Strategies 

scale between the two groups. This again just fails to reach 

statistical significance (p = 0.058). The difference is in the 

direction predicted with patients wtaose pain has decreased scoring 

higher on Active Coping Strategies scale than did patients whose pain 

has increased. .. There are no differences between the two groups in 

mean Scores on AVOidance, Use of drugs or Pain Communication scales • 

. Overall, these results reveal a trend towards significance of 

individuals whose pain has decreased since onset showing better 

psydhological adjustment and greater beliefs in the use of active 

measures to cope with pain. This finding, to some extent, validates 

the scales in question in demonstrating that there are differences in 

certain patient groups in the direction predicted on clinical grounds. 

It is not of course clear whether the beliefs in Active Coping 
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'DWLE 5.14 Mean scores of pain coping scales for patients whose 
pain ~ increased and thoSe whose pain has decreased over time. 

RJ. OF 2-TAIL 
CASI!S MFAN S.D t D.F TEST 

GIRmAL Increase 140 57.4 14.51 -1.84 189 0.067 
(XlPJm Decrease 51 61.64 12.84 
MFASO.RE 

AC.l'.IVE Increase 140 35.11 7.24 -1.91 189 0.058 
(XlPJm Decrease 51 37.43 7.94 
81'BATl!XUES 

AVOIlllVilCE Increase 142 10.03 3.07 -0.47 192 0.641 
Decrease 52 10.26 3.13 

USE OF Increase 141 11.53 3.86 -0.44 190 0.663 DRlm Decrease 51 11.80 3.67 

PAIN Increase 141 17.07 3.30 0.60 191 0.550 <XJM&.. Decrease 52 16.75 3.3 
lCATIQl 

- - --• 
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Strategies has actually caused the pain to decrease or whether some 

other factors have lead to pain reduction and this has then enabled 

the individual to engage in more active strategies. Pain 

characteristics such as remission of illness, physical and treatment 

variables have not been addressed in the present study. These 

variables may have wholly or partly contributed to the differences in 

pain coping scores. Studies where physical and treatment variables 

are held constant and a change in Active COping Strategies is effected 

by some form of psychological intervention are required to further 

investigate the relationship between Coping Strategies and 

psychological adjustment. 

Relationships between Pain Coping Scales and location of pain was 

inVestigated by comparing mean scores on the Coping Scales between 

patients with "focal" :pain and patients with lldiffuse" or widespread 

pain. It has frequently been observed that patients with chron:i.c pain 

s~ often have widespread pain distributions, frequently 

anatanica11y unrelated, that increase'bver time (Sternbach, 1974). It 

might be predicted that patients with widespread pain distribution 

WOUld show more psychological disturbance reflected by lower scores on 

General Coping Measure, less use of Active Coping Strategies and 

greater reliance on negative strategies, such as rest, avoidartceand 

medication usage. From the very limited information available, 

patienta were characterised into two groups. patients who reported 

haV'i:r19 pain in one anatomical location were allocated to the "focal" 

pain group. Patients were allocated to the "diffusell pain group if 

they reported pain in more than one location or reported :pain as being 

allover the body. 
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Mean scores for the Pain Coping -SCales for these two groups are shown 

in Table 5.15. No significant differences between mean scores on 

General Coping Measure, Active Coping Strategies, Avoidance or Use of 

Drugs were found between the two groups. There was a difference in 

tenns of Pain canmunication with patients with "focal" pain showing a 

greater readiness to communicate pain to others when compared with 

patients with "diffuse" pain. The reasons for this difference are 

difficult to interpret.. A major problem with the present data is that 

it is very difficult to rationally assign patients to "focal" or 

"diffuse" pain groups on the basis of limited information available. 

For example, individuals with sciatic pain would have pain in back and 

legs and would therefore be considered to have "diffuse" pain although 

this syndrome is usually to be considered anatomically consistent and 

better described as a "focal" pain problem. Indi viduals wi th 

"diffuse" pains in the shoulders, chest or abdomen would in the terms 

of the present questionnaire be considered to have a "focal" pain. 

Clearly the questionable validity of the two groups makes this 

partiCular canparison difficult to iraerpret. 

O:::trparison of patients who have undergone psychological treatment with 

patients who have not received psychological treatment provides a 

:furt.her opportunity to validate the Pain Coping Scales. In general, 

one would expect that patients who have received psycholoqical 

treatment to show better adjustment reflected by higher scores on 

General Coping Measure, greater use of positive coping strategies and . 

less reliance on negative strategies such as avoidance or medication. 

Naturally, this prediction assumes that psychological intervention is 

effective. 
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TABLE 5.15 Mean scores of pain coping scales comparing patients 
with "focal" pain and patients with "diffuse" pain. 

--
VAR:IABI:.E ID. OF 2..IJ!AIL 

O\SES MI!'M S.D t D.P PmB. 

GDlElW:. Focal 117 58.50 14.20 0.74 274 0.458 <XlPING Diffuse 159 57.20 14.40 
.MIrASt:JRE 

ACTIVE Focal 117 35.22 7.65 0.18 274 0.857 <XlPING Diffuse 159 35.05 7.47 
S'rRAT!Xms 

AVOI:t.lUlCZ Focal 117 10.06 3.33 0.74 277 0.462 
Diffuse 162 9.79 2.82-

USB OF Focal 117 11.72 3.61 0.32 277 0.746 DRt.nc3 Diffuse 161 11.56 4.17 

PAllt Focal 118 16.75 3.55 -2.56 278 0.01 c:tIMJrf- Diffuse 162 17.75 3.12 
lCAT.ICJf ._----
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A proportion of the present sample have .undergone psychological 

treatment by virtue of attendance on Pain Management Programme 

(PMP)and this is shown in figure 5.7. Mean scores on the Pain Coping 

Scales were compared between patients who had attended the PMP and 

patients who had not attended. Mean scores for the two groups are 

shown in Table 5.16. There are important differences in mean scores 

on all P;;lin Coping Scales between the two groups. Individuals who 

have r PMP show better psychological adjustment reflected by 

high .scores on the General Coping Measure, . although the difference 
/ 

/ 

just fails to reach statistical significance (p=O.06). There are 

statistically significant differences on all other scales. This 

suggests that patients who have attended PMP show greater use of 

aCtive coping strategies, less reliance on drugs, rest or avoidance, 

and less tendency to communicate pain experience to others. . These 

findings are highly significant and provide strong evidence that the 

Pain Coping Scales are measuring important dimensions of psychological 

adjustment to chronic pain. 

• 
The present findings are not evidence of the efficacy of PMP. These 

data demonstrate that there are important psychological differences 

between patients who have received psychological treatment and those 

Who have not in the direction predicted up::>n clinical grounds. There 

are several possible reasons for these differences. It is possible 

that only relatively well adjusted patients are selected for treatment 

and this may explain the differences found rather than the effects of 

treatment. Physical constraints, type of pain syndrome and other 

PhYSical characteristics may also influence selection to psychological 

treatment. It is p:lssib1e also that some combination of treatment and 

selection effects explain the differences. 
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Fig .5.7 Proportion of total sample who have 
attended Pain Management Course . 
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'.IN3LE 5.16 Mean scores of pain coping scales comparing pa.tients who 
have at.tended the Pain Management Course (PMC) and pa.tients who have 
not attended the Pain Management Cburse (NA/PMC). 

w. OF 2-TAIL 
CASES MFAN S.D t D.F ProB. 

GEliJERAL PMC 65 61.15 13.94 1.88 288 0.06 <XlPm:; NA/PMC 225 57.42 14.15 
MEASuRE 

ACrIVE PMC 65 37.67 8.09 3.17 288 0.002 <XlPm:; NA/PMC 225 34.40 7.07 
S'l'RATmms 

AVOIDANcE PMC 65 11.21 3.43 3.96 291 0.000 
NA/PMC 228 9.57 2.80 

WE OF PMC 66 12.84 3.90 3.01 291 0.003 
DRms NA/PMC 227 11.21 3.88 

PAIN PMC 66 18.22 2.90 2.59 292 0.01 
c::tMt:lN- NA/PMC 228 17.07 3.27 
lCATI<5 • ----
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~ DIsaJSSICN 

Factor analysis was used to develop scales that would measure 

important dimensions in coping with pain. The principle behind 

interpreting the solution was to find a simple solution that made 

psychological sense and that could be used to form the basis for scale 

construction. Five scales were derived from this analysis that had 

psychological meaning and sufficient internal consistency to merit 

further analysis and investigation. 

The factor that accounted for the largest percentage of the variance 

of the total sample (19%) appeared to be a measure of psycho-social 

adjustment. The scale ·derived from this factor was called General 

COPing Measure. It consisted of i terns relating to depression, social 

isolation and dysfunction, lowered confidence, and anxiety. The 

finding of such a dimension in this investigation is consistent with 

many reports in the literature of the importance of depression, • 
~logical distress and adjustment in chronic pain (Main and 

Waddell, 19821 Waddell et aI, 1984~ Fordyce, 1976~ Sternbach, 1974). 

Depression has been observed to be a frequent accompaniment to chronic 

pain syndrome (Fordyce, 19761 Sternbach, 1974). It has also been 

considered to be an important factor in the development and 

continuation of chronic pain problems (Turner and Chapman, 19821 

Fordyce, 1976). Sternbach and Timmermans, (1975) have reported that 

chronic somatic pain usually results in reactive depression and that 

the relief of chronic pain alleviates this depression. The successful 

treatment of depression has been associated with reduction in pain 

report (Bradley, 1963). Recent studies have indicated that depression 
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may be a predictor of poor response to treatment for chronic pain 

(Blanchard et al, 1982) • 

In a study designed to develop a comprehensive functional evaluation 

fbr patients with chronic low back pain, a general psychological 

adjustment factor emerged from factor analysis of the evaluation 

measures (Naliboff, 1985). This factor was made up of questions 

designed fOr use on a general population and consisted of measures of 

depression, anxiety and social isolation. The General Coping Measure 

derived from the present study is likely to be measuring a similar 

dimension, although it has the advantage that it has been developed 

and standardised on the population for which it is intended to be 

used. 

EXamination of the relationship between General Coping Measure and 

other patient variables revealed that it was not related to sex, 

duration of pain, or age. This finding is consistent with findings in 

a recent study reported by Heaton et al, (1982). These authors 

• 
reported the development and standardisation of a system to evaluate 

psydho-social factors in chronic pain. The authors reported that 

Psycho-social adjustment as measured by the Psycho-social Pain 

Inventory was not related to age, sex or duration of pain problem. In 

the present study, a relationship was found between General Coping 

Measure and pattern of pain (i.e. whether the pain has increased or 

decreaSed since onset) rather than simply duration of pain. A 

relationship was also found between General Coping Measure and 

Psychological treatment variables. These findings provide evidence 

that the scale is measuring a "real" psychological dimension concerned 

With psychological adjustment to chronic pain. Internal consistency 
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of the scale is high and this further suggests that the scale is 

measuring a single dimension. Further studies of the reliability am 

validity of this scale are required and these are the subject of 

Chapters 6 and 7. 

The second factor accounted for 7.2% of the total variance in the 

sample. Unlike factor 1 which was concerned with the emotional 

consequences of pain, factor 2 seen to be a measure of beliefs and 

attitudes that might underly pain coping behaviours. It appeared to 

be a measure of what people think and do in attempting to cope with 

pain. Beliefs in the helpfulness of exercise, distraction, relaxation 

coupled with a sense of control over pain characterise this factor 

which was labelled Active Coping Strategies. It was interesting that 

items to do with controllability over pain emerged within this factor, 

Closely associated with items relating to specific pain coping 

strategies such as the use of distraction. This supports the notion 

that "controllability" does not exist as a discreet psychological 

dimension separate from other domains, but is closely linked with the 

• effectiveness of specific coping behaviours. 

Whilst the second factor appeared to measure active or positive 

strategies and beliefs, factors 3, 4 and 5 appeared to measure passive 

or negative strategies and beliefs. These factors were called 

AVOidance, Use of Drugs and Pain Communication and appear to be 

measuring beliefs that underly illness behaviour. They were related 

and it is possible that they represent a single dimension. There were 

sane di:ffli!!men~ ~tween the scales in terms of distribution of Use of 

Drugs·scale·a;).d the uncertain nature of Pain Communication scale. 

These scales require further psychometric evaluation to help determine 
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whether they represent separate dimensions. 

The finding in the present study of separate dimensions that appear to 

be measuring specific pain coping strategies is consistent with some 

thoughts in the literature. Copp (1974) interviewed over 100 patients 

dealing with various painful experiences and found that most had 

developed coping strategies; ways to tolerate, minimise or reduce 

their pain. Rosenstiel and Keefe (1983) developed a questionnaire 

(Coping Strategies Questionnaire) that measured the use of cognitive 

or behavioural strategies in 61 chronic low back pain patients. 

Factor analysis of the questionnaire responses revealed three factors; 

a) Cognitive coping and suppression; b) Helplessness and c) Diverting 

Attention or Praying. The results suggested that certain coping 

strategies were maladaptive and that avoiding the use of these 

strategies may improve adjustment to chronic low back pain. The 

present study similarly reveals strategies that may be posi ti ve and 

negative. There are some similarities between the Pain Coping Scales 

and some of the measures from the Rosenstie1and Keefe (1983) study • 
• 

The "Cognitive coping" dimension is likely to be related to Active 

Copin;} Strategies scales by virtue of items related to more active 

coping strategies. Avoidance is probably similar to th~ 

"Helplessness" dimension in that both are passive strategies for 

COPing with pain. 

There are important differences between the Pain coping Scales and 

between scales derived from previous studies of coping strategies 

(Rosenstiel and Keefe, 1983). In the present study the dimensions 

appear to be primarily measuring the belief in the use of strategies 

rather than measuring how frequently patients report using particular 
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strategies. This difference may well be important when one considers 

that as Fordyce (1976) emphasises, there is often a discrepancy 

between what chronic pain patients say a.1::out OOW they are coping am 

. what they actually do. Sanders (1980) found that chronic low back 

pain patients consistently distorted their reports of acti vi ty in a 

negative direction. Kremer et al (1980) found that compensation 

patients with chronic pain under-recorded activity levels. It is not 

clear whether reports of a mis-match between what chronic pain 

patients say and do also applies to measures of attitudes, beliefs and 

other psychological dimensions measured on questionnaires. These 

studies highlight the need for further investigation of reliability 

and Validity of the Pain Coping Scales. 

A central question is, do coping strategies predict behavioural and 

emotional adjustment beyond what can be predicted on the basis of 

variables already known to be related to adjustment to a chronic pain 

problem? To rephrase the question in terms of the present study, do 

scores on scales measuring coping behaviours (Active Coping 

Strategies, Avoidance, Use of Drugl, Pain Communication) predict 

scores on the scale measuring psychological adjustment (General Coping 

Measure) • From the present study there are clear associations between 

General Coping Measure and the scales measuring Coping Strategies. 

There are also significant differences in Coping Strategies between 

patients whose pain has decreased and patients whose pain has 

increaSed. Patients whose pain has decreased show greater belief in 

aCtive coping strategies. Patients who have received psychological 

treatment also show greater use of active coping strategies and better 

Psychological adjustment. 
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OVerall,- present findings are suggestive of an important relationship 

between belief and use of certain types of coping strategies and 

psychological adjustment. These findings of a relationship between 

coping styles and psychological adjustment are consistent with recent 

reports in the literature. There is growing recognition that coping 

strategies may be an important factor determining how patients adjust 

to chr.onic pain (COpp, 1974; Tan, 1982; Turk, 1976). Studies in 

clinical settings have suggested the effectiveness of coping skills 

-training in reducing pain and distress associated with medical and 

surgical procedures (Kendall et aI, 1979; Pickett and Clum, 1982; 

Wernick et aI, 1981) and in decreasing pain ratings of chronic pain 

patients (Engstrom, 1983; Moore and Chaney, 1985; Turner, 1982). 

Rosenstie1 and Keefe (1983) found that the use of certain cognitive 

coping strategies were predictive of behavioural and emotional 

adjustment to chronic pain beyond what may have been predicted by 

patient variables such as lengths of continuous pain, disability 

status, number of surgeries, and tendency of patients to somatisise • 

• In a second study using the Coping Strategies Questionnaire, 

Rosenstiel (1982) found that acute back pain patients undergoing their 

first~~~:~ rated their ability to use coping strategies to decrease 

pain as high had significantly better post surgical adjustment than 

individuals who rated their ability to decrease pain as low. As with 

the Rosenstiel and Keefe (1983) study results were found after 

controlling for that portion of the variance that could be attributed 

to factors known to effect outcome such as disability, pre-treatment 

pain level, duration of pain and somatosisation. In a further study 

investigating Coping Strategy Questionnaire Turner and Clancy (1986) 

found that coping styles were associated with average pain, downtime, 
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functional impa.innent and depression. 

Clinical experience, previous research and present analysis of Pain 

Coping Scales suggest that coping strategies are predictive of 

Psychological adjustment. Further studies are needed where pa.tient, 

illness and treatment variables are held constant whilst coping 

strategies are "changed". Such studies would help to clarify the 

relationship between coping strategies and adjustment • 

• 
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QfAPTER 6 

RELIABILITY OF PAIN COPING SCALES 

g INTROOUcrION 

Reliability is a central issue in the development of any measurement 

instrument. If the Pain Coping Questionnaire is to be clinically 

useful then it must be demonstrated to have adequate reliability. 

This means that if changes in scores are obtained then one needs to be 

reasonably certain that they represent real changes in whatever 

dimensions they are measuring rather than simply being due to error 

associated with an· unreliable measurement instrument. '!he question as 

to what the scales are measuring refers to the validity of the 

Questionnaire and this is the topic of Chapter 7. This chapter is 

COncerned with a series of four studies designed to investigate and 

measure the reliability of the Pain Coping Questionnaire. 

Reliability concerns the degree of r,fpeatability and consistency of 

empirical measures. A reliable measure is one that is repeatable and 

consistent, whereas an unreliable measure provides results that are 

unrepeatable and inconsistent. Statistically, reliability is equal 

to the non random components of -the observed variance. In reliability 

assessments, the focus of attention is on random error. The greater 

the random error involved in the measure the less reliable will be the 

measure. The definition of reliability centres on the degree of 

repeatability and consistency of empirical measurements. These two 

terms correspond to the two basic strategies used to assess 

reliability. These strategies are refern~d to as "stability" and 

" . E!g'Uivalence" respectively. 
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The most typical measure used to evaluate the stability of 

measurements is the test - re-test reliability correlation. If the 

measurement is reliable then one would expect high test - re-test 

correlations assuming that nothing occurs during the interval between 

test and re-test to change or influence the dimension being measured. 

There are a number of problems and limitations associated with test 

re-test measures of reliability and these need to be taken into 

account when interpreting test/ re-test correlations.. A low test - re-

test correlation, for example, may not be an indication that the 

reliability of the measure is low but may signify that the dimension 

being measured has changed. In general, one might expect the longer 

the time interval between measurements the more likely that the 

dimension has actual! y changed. This problem is particularly relevant 

When investigating new scales and dimensions about which little is 

known, such as in the present study • 

• There is little theoretical understanding about how the dimensions 

being measured might change with time or what other variables might 

interact with them. This means that low test - re-test correlations 

are difficult to interpret and emphasises the need for multiple 

measures of reliability in such a preliminary investigation of this 

kind. 

A further problem associated with test - re~test correlations is 

reactivity. This refers to the fact that sometimes measuring a 

~ can induce a change in the phenomenon itself. To 

illustrate in terms of the present study, a patient completing the 
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Pain Coping Questionnaire for the first time may discover ideas on 

coping with pain that they have never been exposed to, such as, for 

example, the notion of responding to pain with increased activity 

rather than rest. They may subsequently change their behaviour and 

attitudes and this may be reflected by a change in scores when re

tested on the same questionnaire at a later date. In this case, the 

test - re-test correlation will be lower than it would be otherwise 

because of reactivity. 

Another problem that may occur with test - re-test correlations is 

that if the test - re-test interval is too short, respondents may 

remember their earlier responses and will appear to be more consistent 

than they actually are. "Memory" effects can lead to inflated 

reliability estimates. 

caution is needed in interpreting test - re-test measures of 

reliability. Despite this, a basic assumption of any measurement 

instrument is that it is repeatable and a measure of stability is 

required. Measures of stability of "f!he Pain Coping Questionnaire form 

the background to two studies of reliability of the Questionnaire. 

The scales from the Pain Coping Questionnaire were developed from a 

large scale factor analysis study on a heterogenous group of chronic 

pain patients. An underlying assumption is that these scales 

represent real dimensions and are not simply due to chance. This 

means that the factor structure should remain stable over time and be 

repeatable. The first study is concerned with testing this assumption 

by a confirmatory factor analysis. The second study of the stability 

of the Pain Coping Questionnaire is concerned with measuring test -

re-test correlations of the individual scales. 
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The second broad strategy for assessing reliability focuses on 

multiple indicators of a concept measured at a single point in time. 

Each indicator of a concept (item on a scale) is considered a separate 

but equivalent measure of the underlying dimension. This is a basis 

for split-half meth<:Xls of measuring reliability. In these methods the 

total number of items making up the scale is arbitrarily divided into 

two halves and the correlation calculated between the two halves to 

provide an estimate of the reliability of the scale. Cronbach's Alpha 

(Cronbach, 1951) is an extension of this method and is equal to the 

average of all possible split-half correlations for a canposite scale. 

It is a measure of the internal consistency of the scale. It can be 

considered broadly as a measure of the extent that the items 

carprising a scale are measuring a single dimension. There are some 

limitations of Cronbach's Alpha. It has been shown by Novick and 

Lewis (1967) that Alpha equals reliability only if the items are 

strictly parallel or, at least essentially tau-equivalent. If this is 

not the case, the value of alpha merely sets the lower bound on 

reliability. This means that alPh! will not provide an optimal 

estimate of reliability when the items measure the dimension unequally 

or the items measure more than one dimension equally or unequally. 

Despite these limitations Cronbach's Alpha remains an important 

measure of internal consistency of scales particularly in a 

preliminary analysis of the present kind. 

CTonbach's Alpha was calculated for the Pain Coping Scales in the 

initial development of the questionnaire (see Chapter 5). The value 

of alpha exceeded .8 on three of the scales and exceeded .6 on the 

remaining two scales. This is considered to reflect an acceptable 
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level of internal consistency for the scales, at least for research 

purposes (Sanquist and·Dunkelberg, 1977). The third reliability study 

was concerned. with repeat measures of internal consistency of the Pain 

Coping Scales at another point in time. One would expect there to be 

a close correspondence between the two measures. In this case the 

measure of reliability would be unaffected by any change in the 

dimension over time as alpha is based. upon the properties of the scale 

measured. at a single point in time. 

A further measure of the reliability of the Pain Coping Scales with 

reference to stability of measures is whether the scales relate to 

other variables in the same way on repeat testing at a second point in 

time. This concept in measuring reliability is closely related to 

construct validity. CTOnbach and Meehl (1955) observed that :-

"COnstruct validation takes place when an investigator 
believes his instrument reflects a particular 
construct, to which are attached certain meanings. The 
proposed. interpretation generates specific testable 
hypotheses, which are a means of confirming or 
disconfinning the claim". 

Construct validity is assessed. wi thin a given theoretical context. It 

fOCUses on the assessment of whether a particular measure relates to 

other measures consistent with theoretically derived hypotheses 

concerning the concepts that are being measured.. It was shown in the 

initial development study (Chapter 5) that the scale from the Pain 

COping Questionnaire had certain relationships with other variables. 

These relationships to some extent can be seen as a measure of 

construct validity in that they broadly confirm theoretical notions 

about what the scales are measuring. This means that they appear to 

relate to other variables in a way that would be predicted on the 
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basis of what is known about the psychological aspects of chronic 

pain. With respect to reliability, one would expect the r~lationships 

between the Pain Coping Scales and other variables to remain stable 

and hence be repeatable over time. The extent to which these 

relationships do remain stable over time is then a further indication 

of the reliability of the measures. The fiJurth reliability study is 

concerned with investigating whether the relationship between the Pain 

Coping Scales and other variables remain stable over time. 

From the preceding discussion, it is clear that all measures of 

reliability have certain limitations and problems associated with 

interpretation. No single measure of reliability is likely to be 

sufficient in providing an evaluation of the Pain Coping 

Questionnaire. Because reliability is such a basic pre-requisite in 

the development of any measurement instrument, ,:i-t wa. :a'$s~sed.by us3.nQ as many 

different types of reliability measures as possible. Four studies 

were conducted to measure reliability:-

1. Confirmatory Factor Analysis. 

2. Test Re-test Correlations of the Pain Coping Scales. 

3. Repeat measures of internal consistency of Pain Coping Scales. 

4. Construct Validity - repeat measures of the stability of 

relationship with other variables. 

hl RELIABILITY Sl'UDY !.!. CDNFIRMA'roRY FAC'roR ANALYSIS 

§. .2a Introduction 

The PUrpose of this study was to determine whether the factor 

structure deri ved from the ini tial study (Chapter 5) could be 
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replicated on the same subjects over a period of time. If the 

original factor structure represents real dimensions then one would 

expect a similar solution to emerge on repeat testing at a different 

point in time. This is of course subject to the same limitations as 

any test - re-test measure of stability, in that one is assuming that 

nothing is occurring between test and re-test interval to influence 

the relationships between the dimensions under study. Assuming then 

that these changes do not occur, any differences in the factor 

solution are likely to be due to random error rather than actual 

changes in the dimension. If the original factor structure did emerge 

through chance, then a different factor structure would occur at 

repeat testing. 

The test - re-test interval is subject to a number of constraints. If 

the interval is too close then "memory" effects may contaminate the 

results. If the interval is too long, change in dimensions may occur 

and this may obscure interpretation. In additicn, there are practical 

considerations in organising and conducting such a large scale survey. 

As far as theoretical considerations are concerned, little is known 

about the dimensions being measured by the Pain Coping Scales or how 

they are likely to change over time or for other reasons. As far as 

• clinical findings are concerned, the population under study represents 

a disabled group who have longstanding pain problems (see Chapter 4). 

Chronic pain patients frequently report high levels of constant pain 

that tends not to fluctuate over time (Sternbach, 1974). Their coping 

mechanisms and psychological adjustment similarly tends not to 

fluctuate and there is frequently a consistency in psychological 

presentation. This suggests that psychological dimensions that are 

related to some aspects of coping with chronic pain are also likely to 
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remain fairly stable over time. It was demonstrated in the initial 

developnent study (Chapter 5) that none of the Pain Coping Scales are 

correlated with duration of pain. On the basis of the information 

available, it is reasonable to assume for the present purposes that 

the pain Coping Scales will remain stable over time, and that as long 

as the test - re-test interval is not excessive, one would expect the 

factor structure to remain broadly similar on repeat testing. A test 

- re-test interval of between 9-12 months was used. 

6.2b Methods 

Subjects 

All Subjects who participated in the original standardisation sample 

of the Pain Coping Questionnaire were contacted by post 9-12 months 

after completing the original questionnaire and asked to complete the 

Pain Coping Questionnaire for the second time (see Chapter 4 for 

details of the standardisation sample). Of the 298 patients 

contacted, 171 patients completed and returned the questionnaire. Thus 

a 57% response rate was Obtained. This was identical to the response 

rate (57%) obtained in the original standardisation study. There are 

112 females (65%) and 59 mal\s (34%) in the present study. The mean 

age of the sample was 54.9 years (SD =14.7 years) with mean duration 

of pain being 8.8 years (SD =8.8 years). 

Procedures and Measures 

All subjects were contacted by post 9-12 months after completing the 

initial questionnaire (see appendix D for details of letter and 

questionnaire). In addition to being asked to complete the Pain 
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"mBLE g Mean ages and duration of pain for first wave and second 
wave samples. 

FIRS!' ~ (N=298) SJD:IiD) ~ (N=171) 

MEAN (S.D) MEAN (S.D) 

AGE (years) 53.0 15.2 54.9 14.7 

IlJRATICl'if 8.64 8.9 8.8 8.8 
OF PAIN (years) 

• 
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Coping Questionnaire for a second time, subjects were asked to 

canplete a measure of severity of pain on a 10 point rating scale with 

verbal descriptives. Subjects were also asked to complete a number of 

other questionnaires not relevant to the current study. 

6.2c Results 

Mean ages and durations of pain for the first wave (N=298) and second 

wave (N=171) samples are shown in Table 6.1. There are no differences 

in age or duration of pain between first wave and second wave samples. 

CcInparisons between first and second wave samples for frequencies of 

responses for sex distribution, marital status, employment, location 

of pain, pattern of pain, onset of pain, and frequency of pain are 

shown in appendix F There are no significant differences on any of 

these measures between the two samples. Figure 6.1 shows that the 

proportion of patients who have attended the Pain Management Course is 

greater in the second wave compared with the first wave. 

Replication of Pain Coping Questionnaire factor structure 

A principal components analysis using orthogonal rotation was 

performed. Patients' scores on all items from the Pain Coping 

Questionnaire were entered i~to the analysis. Correlation matrix of 

items from the questionnaire is shown in appendix E. Of the factors 

emerging from this analysis only those having eigenvalues of 1 or 

greater were considered. An item was included in a factor if it 

correlated with the factor at a level >0.4 and it had its highest 

loading on that factor. This analysis produced five factors as shown 

in Table 6.2. These five factors accounted for 52.1% of the total 
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TABlE 6.2 Ccnfirrnatory Factor Analysis of Pain Coping Questionnaire 
for 171chronic pain patients. 

FACl'OR IT.EMS FACl'OR IDADIN3S 
1 2 3 4 5 

1 Al .82 .16 .07 -.04 .07 
A7 .82 -.11 .02 -.15 -.01 
A2 .80 -.14 .13 .14 .01 
AS .79 .00 .1S .01 -.01 
A4 .77 -.05 -.03 .11 .04 
A3 .72 -.09 .17 -.02 -.05 
AlO -.70 .02 .03 .10 .00 
A6 .70 -.03 .17 -.20 .02 
AS .66 -.27 .22 .01 -.02 
Al7 .66 .01 .06 .07 .1S 
Al4 -.65 .07 -.16 -.05 .01 
All -.64 .27 -.06 .03 -.09 
Al2 -.63 .09 .05 .32 -.04 
Al3 .62 -.03 .16 -.21 .04 
Al5 .61 -.26 .12 .30 .02 
;.9 .60 .06 .16 -.05 .06 
Al9 .58 -.02 .09 -.01 -.01 
AlS .54 .05 .10 -.26 .00 
C4 .46 .16 .2S -.30 -.02 

2 B2 .00 .n -.06 .17 .06 
B1 -.14 .76 -.05 .27 .05 
B7 .15 -.63 .23 -.24 -.03 
B8 -.20 .58 .06 .25- -.05 
B12 .13 .56 .09 -.01 -.14 
Al6 .36 -.48 .23 .30 .23 
B3 -.17 .46 .22 .45 -.11 
B10 .36 -.36 .29 -.24 .OS 

3 D1 -.01 -.03 .81 .03 .05 
D3 .22 -.15 .78 -.04 -.01 
D4 .15 .16 .77 -.16 -.01 
D2 -.21 .27 -.62 .12 .03 
C1 .33 .36 .44 -.3S .05 
C2 .17 -.,j)9 .40 -.17 -.OS 

4 B6 .15 .24 -.OS .64 .06 
B5 .10 .21 .05 .60 -.01 
B4 -.13 .36 -.15 .56 -.12 
Bll - -.17 .40 -.25 .52 -.02 
B9 -.10 .25 -.00 .47 -.42 
E5 -.08 -.05 --.23 .42 .11 
C3 .21 -.15 .35 -.38 -.00 

5 FA .15 .05 .21 -.01 -.75 
E1 .OS .00 -.01 .03 .72 
E3 .10 -.09 -.02 -.OS .65 
E2 .05 .07 .14 .06 .62 
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~ 6.3 Eigenvalues and percetage of variance exp1aine from 
confinnatory factor analysis on Pain Coping Questionnaire. 

EIGI!N VAIlJE aM1IATlVE % 

1 11.505 26.1 26.1 

2 4.509 10.2 36.4 

3 2.920 6.6 43.0 

4 2.146 4.9 47.9 

5 1.843 4.2 52.1 

• 
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variance. The proportion of variance explained by the individual 

factors is shown in Table 6.3. 

Table 6.2 shows the factor loading for items from the confirmatory 

factor analysis of the Pain Coping Questionnaire. The letter on the 

item indicates which items made up the scales derived from the 

original solution (see chapter 5). Items labelled A referred to items 

making up the ''General COping Measure" scale, items labelled B make up 

the "Active Coping Strategy" scale, items labelled C make up 

"Avoidance" scale, items labelled D make up ''Use of Drugs" scale and 

ite:ns labelled E make up "Pain Communication" scale. The number 

following the letter refers to the rank order of magnitude of loading 

correlating with the factor found in the original solution. Thus item 

Al had the highest correlation with the factor labelled General COping 

Measure and item Al9 had the lowest correlation with that factor out 

of the items making up the scale. A perfect replication of the factor 

structure would consist of perfect separation of items according to 

letters in rank order. 

The first factor accounted for 26.1% of the total variance. Items 

rQaking up this factor' are shown in Table 6.4. This factor is 

virtually identical to the "General Coping Measure" factor found in .. 
the original solution. In addition, the extent to which the 

individual items are correlated with the factor is very similar to 

that found in the original solution. It can be seen in Table 6.4 that 

ite:ns with low numbers are towards the beginning of the scale and 

ite:ns with high numbers are towards the end of the scale. All items 

making up the "General Coping Measure" scale are also found in this 

factor. 
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TABLE 6.4 Items from factor 1. Confirmatory factor analysis (N=l71). 

Al. My pain makes it difficult for me to socialise with other 
people. 

A7. My pain stops me fran leading a normal life. 

A2. I feel IT!Y pain cuts me off fran other people. 

AS. My pain makes me feel useless and not needed. 

M. My pain affects the way I get on with my family and friends a 
great deal. 

Al. I have lost IT!Y confidence. 

AlO. I feel happy about IT!Y life in general. 

Ali. My pain stops me fran going to places. 

AS. My pain makes me feel miserable nost of the time. 

Al7. I try to avoid people when I have pain. 

Al4. I do not let IT!Y pain get me down. 

All. I am coping well with IT!Y pain. 

Al2. I manage to do most things in life that I want to. 

Al3. My pain makes me opt out of things. 

AlS. My pain makes me feel tense and frustrated. 

M. I never go out because people do not want to know }'Ou when }'Ou 
have pain. 

Al9. I sanetimes worry that I have a serious illness. • • 

Al8. All IT!Y problems are caused by IT!Y pain. 
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The second factor accounted for 10.2% of the variance. Items making 

up this factor are shown in Table 6.5. These items seem to be 

concerned with the use of relaxation as a way of coping with pain and 

a sense of control over pain. With one exception, all items are 

included in the "Active Coping Strategies" scale. 

The third factor accounted for 6.6% of the variance. Items making up 

this factor are shown in Table 6.6. The items making up this factor 

are concerned with the use of drugs, rest and avoidance as ways of 

coping with pain. Items making up the "Avoidance" and ''Use of Drugs" 

scales derived from the original solution make up this factor. It can 

be seen as a measure of- negative pain coping strategies. 

The fourth factor accounted for 4.9% of the variance. Items making up 

this factor are shown in Table 6.7. With one exception all of the 

items making up this factor were found in the "Active coping 

Strategies" scales in the original solution. This factor seems to be 

concerned with the use of distraction over pain and coping with pain 

using mental and physical activity. Broadly speaking, this factor 

seems to be measuring distraction as a way of coping with pain • 

• 
The fifth factor accounted for 4.3% of the variance. Items from this 

factor are shown in Table,6.S. Items making up this factor were 

concerned with beliefs in communicating pain experience to other 

people and helpfulness of sympathy in coping with pain. With one 

exception all items making up this factor are identical with that 

found in the "Pain Communication Scale" derived from the original 

solution. 
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TABLE 6.5 Items from factor 2. Confirmatory factor analysis (N=171). 

82. When I am in pain it helps if I try to relax. 

Bl. Relaxation helps me cope with pain. 

B7. Relaxation does not have any effect on my pain. 

00. When I experience pain, I am usually able to do scmething to 
reduce it. 

81.2. My pain is usually associated with doing certain things. 

Al6. I find it very difficult to relax. 

B3. In my day to day life, I can influence my pain to sane degree • 

• 
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TABI:E 6.6 Items from factor 3. Confirmatory factor analysis (N=l71). 

Dl. Pain killing tablets are the only way that I can control I't¥ 
pain.. . 

D3. I always take pain killers when I have pain. 

04. When I have pain I usually take pain killers and rest. 

D2. I can manage without the help of drugs. 

C1.. When I have pain it is best to stop what I am doing and rest. 

C2. It is always better to avoid anything that causes rrore pain • 

• 
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TABr.E 6.7 Items from factor 4. Confirmatory factor analysis (N=l71). 

86. I think my pain can be affected by my state of mind. 

85. It is IX'ssible that my pain can be made \\Orse by what I am 
thinking or doing. . 

84. When I have pain I can control it to sane extent by thinking 
certain thoughts. 

BlI. I think that regular physical exercise is inportant in 
helping me to control my pain. 

B9. Talking to other people about how I feel can help my pain. 

ES. It is not helpful when people do t<:x:> much for me because of 
my pain. 

• 
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'12\BIE 6.8 Items from factor 5. Confirmatory factor analysis (:N=l71). 

FA. It is always better to let other people know when I am in 
pain. 

E1.. It is best not to talk about my pain to other people. 

£3. It is not he1pu1 when pecp1e are sympathetic because of my 
pain. 

E2. I always try to hide the fact that I am in pain • 

• 
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6.2d Discussion 

Confirnatory factor analysis was consistent with the original 

solution. In both cases five factors were obtained accounting for 

similar proportions of the variance in item responses. The finding 

that ''General Coping Measure" emerged as a virtually identical factor 

in the replication study suggest that this scale is measuring an 

~~t, discrete and repeatable dimension relevant to the 

psychology of coping with pain. The remaining four factors were 

similar to those found in the original solution in that they were all 

concerned with beliefs in different types of strategies in coping with 

pain. 

There was an interesting difference in terms of factors measuring 

Coping Strategies between the original and confirmatory studies. In 

the original study, one factor, "Active Coping Strategy" emerged as a 

measure of positive pain coping strategies and two factors, 

"Avoidance" and "Use of Drugs" emerged as measures of negative pain 

coping'strategies. In the replication study, however, the reverse 

situation occurred. Two factors, "relaxation" and "distraction", 

emerged as measures of positive coping behaviours while only one 

factor measured the use of nEf}ative pain coping behaviours. The "Pain 

Ccmnunication" scale was very similar for both studies. There was 

IOC>re separation on dimensions of negative pain coping behaviours in 

the first sample and relatively more separation on dimensions of 

positive coping behaviours in the second sample. 

There are a number of possible reasons for this difference. One 
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possible explanation is that the smaller number of subjects in the 

confinnatory factor analysis study compared with the original study 

may have "weakened" the solution. With respect to the number of 

variables to include in a factor analysis, one rule of thumb is that 

there should be five times as many subjects as variables (Comrey, 

1978) • In the confirmatory factor analytical study there were fewer 

subjects. Lawley and Maxwell, (1971) suggest that for confirmatory 

factor analysis it is appropriate if the sample contained at least 51 

nore patients than the number of variables under consideration. This 

condition was met for the sample in the confirmatory factor analysis 

study. In addition, the fact that the solution was quite 

interpretable in psychological terms suggests that the structure has 

meaning and is not due to chance. This means that any differences in 

factor structure between the original solution and the confirmatory 

factor analysis are most likely to be due to changes in the sample 

brought about either by differences in selection or by change in 

dimensions over time. 

There were no differences in pain or demographic characteristics 

between the first and second wave samples (see appendix F). It is, 

however, possible that there were differences between the samples not 

revealed by the questionnaire. It· is very likely that the second wave 

sanple was less "ill" than t:.lt! first wave sample. Almost certainly a 

proportion of patients in the first wave sample were suffering from 

cancer or other serious illnesses causing chronic pain. It is also 

very likely that some of the patients who completed the original 

questionnaire would have either died or been unable by virtue of their 

deteriorating physical condition to have completed the second 

questionnaire. The greater proportion of illness in the first wave 
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sample may have accounted for the greater separation of negative pain 

coping behaviours found in the initial analysis. Indeed, the 

behaviours such as taking drugs, rest and avoidance of activity are 

only "negative" in the context of a benign chronic pain with little 

pathology and normal life expectancy. Such behaviours would not be 

considered negative in an individml suffering chronic pain caused by 

advanced cancer. 

Another possible reason for the greater separation in factor structure 

on positive coping behaviours in the second wave sample is that 

patients who were more motivated and orientated towards positive 

coping behaviours may have been more likely to have completed the 

second set of questionnaires. Patients who were orientated toward 

nore negative coping strategies may have been less motivated, less 

interested in the study and simply been "fed up" with filling in more 

questionnaires. It is relevant that a much greater proportion of 

patients in the second wave had received psychological treatment by 

virtue of their attendance on the Pain Management Course. 48.5% of 

the respondents from the second.' wave had attended the Pain Management 

COurse compared with 22.4% of the first wave sample. It is reasonable 

to conclude that a greater proportion of the second wave sample had 

know'ledge, experience and practice in the use of positive pain coping • 
strategies and this may have accounted for greater separation on the 

factors measuring positive coping strategies compared with the 

original sample. 

The present results suggest that the factor structure from which the 

Pain Coping Questionnaire was derived is reliable and repeatable. A . 

similar solution emerged on repeat analysis at a different point in 
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time. There were slight differences in some of the factors. These 

differences were probably accounted for by slight differences in the 

p:>pulations under study. These differences were explainable in tenns 

of the dimensions under study and do not 'detract from the basic 

stability of the factor structure. The Pain Coping Questionnaire is 

essentially based upon dimensions that measure the emotional 

consequences of pain, beliefs that underly p:>aitive and negative pain 

coping behaviours, and a dimension that measures the beliefs in 

cc:mnunicating pain experience to others. The present results suggest 

that these dimensions are "real" and not simply derived from chance 

association. The Pain Coping Questionnaire was derived from analysis 

of a large and representative sample of chronic pain patients. It is 

for this reason that the scales based upon the original 

standardisation sampl.e are likely to be the most valid when considered 

with scales based upon the second wave sample. 

_6._3 RELIABILITY STUDY £:.. ~ =. RE-TEST CORRELATIONS _OF ~ ..;;.CO;;..;;P;...;;I;.;;.;NG..;;;.. 

6.3a Intrcxluction 

The previous study demonstrated that the factor structure from which • 
the Pain Coping Questionnaire was based remained stable over time and 

is by implication a reflection of "real" dimensions rather than based 

upon chance findings. The purpose of the present study was to 

investigate the stability (repeatability) of the Pain Coping Scales by 

examination of test - re-test correlations. 

The problems in using test - re-test correlations as a measure of 

202 



reliability has been previously discussed. Assuming that "memory" 

effects are not influencing the results, high test - re-test 

correlation would be good evidence of the stability of the scales. 

The central assumption of this method of assessing reliability is that 

the dimensions the test is measuring do not change during the test -

re-test interval and that any changes that do occur in scores are 

attributable to random error which is then used as an estimate of 

reliability. It is clearly important to try and minimise the chance 

of changes in dimensions occurring during the test - re-test interval. 

As discussed in paragraph 6.2, little is known about how the 

dimensions the Pain Coping Questionnaire is measuring change over time 

or what other variables may be influential. From the information that 

is available and on the basis of clinical findings it is reasonable to 

assume that the dimensions will not change simply as a function of 

tirre. 

There were important differences in the Pain Coping Scales between 

patients who had received psychological treatment and patients who had 

not received psychological treatment found in the standardisation 

semple (Chapter 5). These differences may have been due to selection 

effects, treatment effects or a combination of both. Whatever the 

reason for these differences, • it is likely that psychological 

treatment might influence the dimension under study and therefore it 

is reasonable to exclude subjects who have received psychological 

treatment from the present analysis. 

FOr the purposes of the present study, it was assumed that the 

dimensions under study would remain stable as long as the test - re-

test interval was not too long and no psychological treatment had been 
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received. These considerations, together with practical constraints 

resulted in a test - re-test interval of between 9-12 months. 

6.3b Methods 

Subjects were a sub-section of 88 chronic pain patients of the 171 

chronic pain patients described in paragraph 6.2. None of the 

subjects had received psychological treatment. There were 61 females 

(69%) and 27 males (31%). Average age was 56.1 years (SI)=13.4 years). 

Average duration of pain was 9.1 years (S0=9.7 years). All subjects 

were contacted by post with a test - re-test interval of between 9-12 

nonths. See appendix D for letter and questionnaire. 

6.3c Results 

Pain and demographic characteristics of subjects are shown in appendix 

G. There are no differences in frequencies of responses between 

patients who have had psychological treatment and those who have not 

received psychological treatment on sex distribution, marital status, 

empl~t, location of pain, pattern of pain, onset of. pain, 

frequency or severity of pain, as measured by a 10 point rating scale. 

Table 6.9 shows test - re-test Pearson correlation coefficients for 

• 
the Pain Coping Scales. All oorrelations are significant beyond the 

0.0001 level. 

6.3d Discussion 

The results show that the Pain Coping Scales are reliable measures 

that remain stable over time. All scales had test - re-test 
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TABLE 6.9 Test-Retest correlation coefficient for Pain Coping 
Scales:-Test-Retest interval of 9-12 months ( Pearscn Product Moment 
COrrelation COefficient: r ) 

r N P 

.818 81 < 0.0001 

.673 80 < 0.0001 

.639 85 < 0.0001 

.754 85 < 0.0001 

PAIN CDMlNICATICB .648 85 < 0.0001 

• 
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correlations of above .639 (n = 88) with a test - re-test interval of 

between 9 to 12 months. This is an acceptable level of reliability 

given the likelihood that this estimate probably represents the lower 

bounds of reliability. The "General Coping Measure" was the most 

reliable scale with a test - re-test correlation coefficient of 0.818 

(n = 81). This scale has the most items (19) and this is likely to 

have improved its reliability in com'pcu"ison to scales with fewer items 

(Zeller and Carmines, 1980). The number of items in a scale did not 

SOlely account for the reliability of the scales. It is interesting 

that the ''Use of Drugs" scale with four items had higher reliability 

(. 754, n=85) than the "Active Coping Strategies" scale which had 

twelve items and a test - re-test correlation coefficient of 0.673 

(n-aO) • 

In general the "General Coping Measure" had higher reliability than 

the scales measuring coping strategies, whether positive or negative, 

and "pain communication". Given the limitations of test - re-test 

m&a$ures of reliability, it is diff~cult to evaluate whether this 

f~ reflects the lower reliabilities of the measures or the 

POssibility that the dimension measured by the "General coping 

Measure" remains more stable over time than the dimensions measured by 

. "ACtive Coping Strategies", "Avoidance" and "Pain Communication" 

scales. 'this em};ilasises the need for other ~~: measures of 
._." _4 ;'F""~"'" ,.;A."""~~,, 

reliability. If the dimensions have changed over time then one would 

ex~ the scales to be equivalent in terms of reliability on other 

reliability estimates taken at a single point in time. If the 

dimensions in question have not changed and the differences in scores 
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are due to lower reliability of the scales, then one would expect a 

Similar pattern of results to that found in the present study. 

The test - re-test interval was comparatively long and one might 

expect. any psychological dimension to change over such a period of 

time. Despite this, there was a surprising degree of stability on all 

scales. It seems unlikely that memory effects could have influenced 

the results. 

'lbe present results were obtained on a group of patients who had not 

received psychological treatment. There is no evidence that this 

group differed from other chronic pain patients in terms of pain or 

dem:x;raphic characteristics (see appendix G). This means that the 

present findings can be generalised to a wider population of chronic 

pain patients. Reliability estimates of the Pain Coping Questionnaire 

Obtained from the present sample can be considered to be valid when 

the Pain Coping Questionnaire is used with chronic pain patients in 

general. • 
.§. .o! RELIABILITY STUDY 3. INTERNAL CONSISTEN'CY OF PAIN COPING 

-...;.;;;;.;;;;;.;;;;::=::.:..::. .;;;...;;;;.;;..-- - - - ---

.§..~ lntroduction 

'!he preV10us studies were concerned with measuring the stability of 

the factor structure and Pain Coping Scales over a period of time. 

'lbe present study is concerned with the second major approach in 

assessing reliability - examination of the "consistency" of the 

scales •. 

207 



The purpose of the present study was to assess the reliability of the 

Pain Cbping Questionnaire by evaluating the internal consistency of 

the scales. Cronbach's alpha is. a measure of internal consistency and 

nay be considered to be measuring the extent to which items making up 

a scale are equivalent and measuring a single dimension (Cronbach, 

1951). Alpha provides an estimate of reliability taken at a single 

POint in time and hence it is not subject to difficulties inherrent in 

test - re-test approaches to reliability estimation of interpreting 

changes in scores over time. Previous estimates of reliability based 

upon alpha has been presented in the original standardisation sample 

(see Chapter 5). All scales had alpha values exceeding .6 and this is 

an acceptable level of internal consistency (SOnquist and Dunkelberg, 

1977). The present study extends this analysis examining alpha for 

the Pain Coping Scales at a second point in time. If the scales are 

reliable, then one would expect a close correspondence between the two 

reliability estimates. unlike test - re-test correlations, one would 

still expect close correspondence between the two values of alpha even 

if the dimensions the scale is measuAng has actually changed. Alpha 

is a measure of the properties of the scale itself and should be 

unaffected by any changes in the dimensions being measured. This 

means that the test - re-test interval is not crucial as long as 

''rnerrcry'' effects are not contaminating the results. 

'I'be second aspect of this reliability study was to examine the mean 

SCOres, standard deviations, ranges and distribution of scores from 

the Pain Coping Scales. If the scales are reliable, one would expect 

a Similar pattern of results to emerge on repeat testing of the same 

group of subjects at a second p::>int in time. 
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6.4b Methods -----......;;. 
All patients from the original standardisation sample (see Chapter 4) 

were contacted by post 9-12 months after completing the initial 

questionnaire and asked to complete the Pain COping Questionnaire for 

a second time. See appendix D for letter and questionnaire. See 

section 6.2b (Method) for further details of procedure. 

Subjects were 171 chronic pain patients who completed the 

questionnaire on a second occasion. There were 59 males (34.9%) and 

112 females (65%) in the samples. Mean age was 54.9 years (SD 14.7 

years) with mean duration of pain 8.8 years (SD 8.8 years). See 

appendi.x C for pain and demographic characteristics of the sample. 

There were no differences in pain or demographic characteristics 

between the present sample and the original standardisation sample. A 

greater proportion of the present sample had received psychological 

treatment (48%) compared with the standardisation sample (22%). See 

Figure 6.1. • 
§. .4:£ Results 

Values of alpha for Pain Coping Scales for first and second wave 

samples are shown in Table 6.10. Means, SD' s and ranges of Pain 

CoPing Scales for second wave are shown in Table 6.11. Distribution 

of scores from Pain COping Scales for second wave are shown in Figures 

6.2 to figures 6.6. 
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TABI:.£ §.:!Q Internal consistency ( Cronbach's Alpha ) of Pain Coping 
Scales for 1st an:! 2nd wave. 

1st WAVE ( N=298) 2nd WAVE ( N=171 ) 

.923 .939 

.814 .853 

.616 .649 

.834 .831 

.627 .591 

• 
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'mBLE 6.11 Means, S.D's and ranges for pain coping scales for 1st 
and seCCiid wave. 

1ST WAVE (H=298) 2ND WAVE (N=171) 
MFAi--S.D MIN MAX MEAil-s.D MIN MAX 

Gfl'mRAL 
OOPnc 56.93 
MFAsoRE 

14.1 24 88 57.81 14.96 22 92 

AC'.rlVE 
CXlPnc 35.03 7.46 13 
S"l'lWl'mIES 

55 34.39 8.31 7 20 

AVOIDANcE 14.08 3.02 4 20 13.91 3.11 7 20 

USE OF 12.42 3.94 
DROOs 

4 20 12.19 4.01 4 20 

PAIN 
COMMoN- 12.65 3.22 
lCATICN 

6 22 12.77 3.24 6 21 

• 
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Fig.6.2 Distribution of scores on " General Coping Measure " scale 
for 171 patients with chronic pain. 
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Fig.6.3 Distribution of scores on II Active Coping Strategy II scale 
for 171 patients with chronic pain. 
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Fig.6A Distribution of scores on II Avoidance II scale for 171 
patients with chronic pain. 
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Fig.6.5 Distribution of scores on "Use of Drugs" sca le for 171 
patients with chronic pain . 
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Fig.6.6 Distribution of scores on " Pain Communications " scale for 
171 patients with chronic pain. 
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6 Ad Discussion ---.-.;;=.;.;; 

All scales had acceptable internal consistency as measured by alpha. 

"General Coping Measure", "Active Coping Strategies" and ''Use of 

Drugs" had sufficient internal consistency necessary for clinical use 

of the scales (Salquist and Dunkelberg, 1977). ''Pain Communication" 

had the lowest alpha and is probably of doubtful reliability with 

respect to consistency. 

The present results are very similar to those found in the original 

standardisation study. The reliability estimates from the iOOividual 

SCales in relationship to each other were identical to those found. in 

the original standardisation. It is also very similar to those found. 

in Reliability Study Two, which was an examination of reliability of 

Pain Coping Scales based up:>n test - re-test correlation coefficients. 

Means, ranges and distribution scores on Pain Cbping Scales were very 

similar to those found in the original sample (see Chapter 5). All 

distributions appeared to approximate to a normal distribution with 

the exception of the "Use of Drjlgs" scale which, as in the 

standardisation sample, appeared to have a bimodal distribution. 

§:~ .!Y-'LIABILITY STUDY 4. CONSTRUCT VALIDITY; STABILITY 2E 

~IONSHIPS WITH aIHER VARIABLES 

§.:5~ .!.n'troduction 

The previous reliability studies have been concerned with the 

Stability and consistency of the factor analysis and scales from the 

Pain Coping Questionnaire. A further measure of reliability is 

concerned with how the Pain Coping Scales relate to other variables. 

If the Pain Coping Scales are reliable measures then one would expect 
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that the relationships between Pain Coping Scales and other variables 

should be repeatable and remain stable over time. Whilst this concept 

is closely related to construct validity of the scales, it is a 

relevant way of examining the reliability of the scales given the 

devel~tal nature of the study and the lack of theoretical 

understanding as to how the dimensions or constructs being measured by 

the scales should relate to other variables. 

In the standardisation sample, the Pain Coping Scales had certain 

relationships with other variables (see Chapter 5). The present study 

is concerned with retesting a proportion of this sample at a second 

POint in time and investigating whether the relationships with other 

variables remain stable. The extent to which these relationships 

remain stable is a further indication of the reliability of the Pain 

Coping Questionnaire. As with measures of internal consistency, and 

unlike test - re-test correlations, this approach to reliability 

estimation should be relatively unaffected by changes in dimensions 

being measured occurring during a test - re-test interval. It is 

assumed that the relationships wi~ other variables in some ways 

define the construct under study and that these should remain stable. 

On the basis of relationships between Pain Coping Scales and other 

variables identified in the standardisation sample (Chapter 5) the 

follOWing are predicted:-

PrediCtiO'l 1: 

General COping Measure is positively correlated with Active 

Cop~ Strategies and negatively correlated with Avoidance and 

Use of Drugs Scales. 
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Prediction 2: 

AVOidance, Use of Drugs and Pain CCmmunication are 

positively correlated. 

Prediction 3: 

The Pain Coping Scales are unrelated to duration of pain, sex or 

location of pain with respect to whether pain is "focal" or 

"diffuse". 

Predicticn 4: 

The General Coping Measure is not related to age. Active Coping 

Strategies is negatively correlated with age. Avoidance and Use 

of Drugs scales are positively correlated with age. 

Predictioo 5: 

Subjects who have received psychological treatment by virtue 

of a~tendance on the Pain Mana~ent Course should smw a trend 

towards significantly higher mean scores on the General Coping 

Measure,significantly higher mean scores on Active Coping 

Strategies,and significantly lower mean scoes on Use of Drugs, 

AVOidance, and Pain Communication scales compared with patients 

Who have not received psychological treatment. 

PrediCticn 6: 

Subjects who report pain as decreased since onset should show a 

trend towards significance with higher mean scores on General 

Coping Measure and Active Coping Strategies compared with 

patients who report the pain has increased since onset. 
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6.5b Method 

All patients from the Original standardisation sample were approached 

9-12 months after completing the initial questionnaire and asked to 

cc:nplete the Pain Coping Questionnaire for a second time. Subjects 

were 171 chronic pain patients. There were 59 males (34.9%) and 112 

females (65%) in the sample. The mean age was 54.9 years (SD=14.7 

years) with mean duration of pain 8.8 years (SD=8.8 years). See 

section 6.2 (method) for further details of procedure. See appendix A 

for letter and questionnaire. See appendix G for description of pain 

and demographic characteristics of the sample. There were no 

differences in pain or demogi-aphic characteristics between the present 

sample and the original standardisation sample. A greater prop:>rtion 

of the present sample had received psychological treatment compared 

with the standardisation sample. See Figure 6.1. 

~ Results 

• 
The intercorrelations of the Pain Coping Scales are shown in Table 

6.12. Pearson correlation coefficients for Pain Coping Scales with 

age and duration of pain are shown in Table 6.13. Mean scores for 

Pain Coping Scales for males and females are shown in Table 6.14. 

Mean scores for Pain COping Scales for "diffuse" and "focal" pain are 

sbJwn in Table 6.15. Mean scores for Pain COping Scales for patients 

who have attended the Pain Management Course and patients who have not 

attended the Pain Management Course are shown in Table 6.16. Mean 

scores for Pain coping Scales for patients whose pain has increased 

since onset and patients whose pain has decreased are shown in Table 

6.17. 
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'MBLE 6.12 Intercorrelation of Pain Coping Scales. N=171 
( Pearson-Product MJment Correlation Coefficient: r ) 

ACl'lVE 
CDPnG USE OF 
STRAT.mIES AVOIDl\NCE DRIl,;S 

GUmRAL ** -0.476*** *** CXlPnG 0.269 -0.341 
MFASIJRE 

-0.286*** -0.248 ** 

PAIN 
<DMJN-
lCATICN 

0.047 

0.027 

0.456*** 0.126 

USE OF 
IRm 

* p <0.05 ** P <0.005 *** P <0.001 
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'.rAB[E 6.13 Pearson Correlation Coefficients for Pain Coping Scales 
with age and duration of pain. N=171. 

IXJRATICN OF PAIN 

GmERAL (l)P]N; MEASURE -0.148 -0.142 

AC1'IVE CXP]N; S'l'RA'l.'EJ3IES -0.351*** -0.029 

AVOI:J::V\NCE 0.203** 0.594':t** 

USE OF I>Rlm 0.235** 0.118 

PAIN CDMlNICATICN 0.101 0.075 

* ** *** p < 0.05 p < 0.005 p < 0.001 

• 
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TABLE 6.14 Mean scores for pain coping scales for males and 
females. 2nd wave. 

R>. OF 2-TAIL 
CASES MFAN S.D t D.F PROB. 

GENERAL Male 56 57.73 16.56 -0.05 163 0.961 (NS) 
CDPllG Female 109 57.85 14.15 
MFASORE 

AC'l'lVE Male 56 33.37 8.93 1.09 159 0.277 (NS) 
<DPllG Female 105 33.87 7.95 
s:rRATmIIiS 

AVOIDANCE Male 57 14.42 3.22 1.53 665 0.127 (NS) 
Female 110 13.64 3.03 

USE OF Male 57 11.89 4.05 -0.70 166 0.487 (NS) 
D.IU;S Female 111 12.35 3.99 

PAIN Male 56 12.88 3.84 0.22 165 0.824 (NS) 
<nMJN- Female 111 12.74 2.90 
lCATICB 

11 
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'mBLE 6.15 Mean scores of coping scales for "diffuse" and "focal" 
pain. 2nd wave. 

VARIABLE 

GENERAL 
CDPDG 
MEASURE 

ACl'lVE 
CDPDG 
S'I'RA.Tmns 

AVOIJ:W«:E 

USE OF 
DRm 

PAIN 
<nHJN
lCATICN 

Diffuse 
Focal 

Diffuse 
Focal 

Diffuse 
Focal 

Diffuse 
Focal 

Diffuse 
Focal 

R>. OF 
CASES 

80 
84 

80 
80 

81 
85 

82 
85 

80 
86 

MEAN' 

58.57 
57.06 

34.07 
34.72 

13.59 
14.18 

12.06 
12.27 

12.98 
12.51 

S.D 

16.28 
13.74 

8.92 
7.75 

3.37 
2.84 

4.55 
3.42 

3.43 
2.99 

224 

t 

0.65 

-0.49 

-1.23 

-0.34 

0.95 

2-TAn. 
D.F PIm. 

162 0.520 (NS) 

158 0.623 (NS) 

164 0.22 (NS) 

165 0.757 (NS) 

165 0.342 (NS) 



TABLE 6.16 Mean scores of IIcopingli scales comparing patients who 
have attended the Pain Management Course (PMC) and patients who have 
not attended the Pain Management Course (NA/PMC). Second wave. 

VARIABLE 

GI!NERAL 
CDPnG 
MFASt1RE 

ACl'IVE 
CDPnG 
S'.l'RATml:J!S 

AVOIDANCE 

** p < 0.005 

PMC 
NA/PMC 

PMC 
NA/PMC 

PMC 
NA/PMC 

PMC 
NA/PMC 

PMC 
NA/PMC 

w. OF 
CASES 

81 
84 

78 
83 

81 
86 

81 
87 

81 
86 

** p < 0.001 

MFAN 

59.44 
56.23 

36.51 
32.40 

13.02 
14.74 

10.75 
13.54 

12.07 
13.44 

• 
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S.D 

14.64 
15.18 

8.74 
7.39 

3.24 
2.75 

3.76 
3.78 

3.04 
3.29 

2"""l'AIL 
t D.F PRlB. 

1.38 163 0.169 (NS) 

3.22 159 0.002** 

-3.70 165 0.000*** 

-4.78 166 0.000*** 

-2.78 165 0.006** 



~ 6.17 Mean scores for pain coping scales for patients who 
report pain increase since onset and patients who report pain has 
decreased since onset. 

~ 
OOPIR.; 
MFASURE 

ACl'IVE 
OOPIR.; 
S'.l'RM.m:IFE 

AVOIJ:l!!\Nt:E 

PAIN 
CXMI.lN
IC'A'l'ICB 

Increase 91 
Decrease 22 

Increase 87 
Decrease 24 

Increase 92 
Decrease 24 

Increase 92 
Decrease 24 

Increase 92 
Decrease 22 

55.85 
61.63 

34.27 
36.16 

13.84 
14.58 

12.58 
11.45 

12.989 
13.90i 

SJ) 

14.96 
14.81 

8.09 
7.82 

3.22 
2.65 

3.94 
3.73 

3.01 
3.80 
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t 

-1.64 111 0.106 (NS) 

-1.04 109 0.310 (NS) 

-1.03 114 0.306 (NS) 

-1.26 114 0.209 (NS) 

-1.22 112 0.225 (NS) 



~ Discussion 

Inspection of the intercorrelations of the Pain Chping Scales confirms 

prediction 1. The General Coping Measure was posi ti vely correlated 

with Active Coping Strategies (r=.296~ p< .005) and negatively 

correlated with Avoidance (r = -.476~ p <.001) and Use of drugs 

(r = -.341~ p <.001). See Table 6.12. These findings confirm that the 

relationship between the major scales remained stable over time and 

provides further evidence that the type of strategy adopted to cope 

with pain influences emotional adjustment. As in the standardisation 

~le, active behavioural and cognitive strategies seem to be 

associated with better adjustment and passive strategies seem to be 

associated with poorer adjustment. 

The second prediction that Avoidance, Use of Drugs and Pain 

Ccmnunication were related was not fully confirmed. Al though there· 

was a significant positive correlation between Avoidance and Use of 

Drugs (r = .4651 P <.001), no sigri'ificant relationship was found with 

Pain Communications scales. These results then partly confirm the 

patterns found in the standardisation sample and provide further 

evidence that Avoidance and Use of Drugs are very similar dimensions, 

that both represent common features of illness behaviour. The fact 

that Pain Communication was not related to this dimension was an 

interesting finding and casts further doubt on the reliability of the 

Pain Communication scale. The present findings are consistent with 

previous reliability studies which failed to establish Pain 

Ccmnunication as an unequivocally reliable scale. 
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The third prediction was that there would be no significant 

relationship between the Pain Coping scale and sex, location of pain 

in terms of whether it was "diffuse" or II focal II or duration of pain. 

See Tables 6.13, 6.14 and 6.15. No signifiant relationships were 

found between these variables and the Pain Coping scales with the 

exception of a strong positive correlation between Avoidance and 

duration of pain (r = .594: p <.001) This was a surprising finding 

given the lack of any such relationship in the standardisation sample 

and the level of significance of this finding making it highly 

unlikely to be a chance occurrence. 

In many respects, a positive correlation with Avoidance and duration 

of pain would be expected from many psychological models of pain 

(Fordyce, 1973: Slade et al.,1983). If maladaptive strategies such as 

Avoidance are adopted, then this may eventually lead to poorer coping 

and prolong the pain. This would mean that people who use Avoidance 

strategies have longer durations of pain. People who do not use 

Avoidance may tend to cope bet!er with their pain and hence have 

shorter durations of pain. 

It is interesting to speculate why this association was not found in 

the standardisation sample. It has previously been discussed (see 

section 6.2) that the second wave sample may have contained relatively 

fewer subjects who had serious physical illnesses such as cancer that 

were causing their pain compared to the first wave (standardisation 

sample). These suggested differences in the two populations may 

explain why an association between avoidance and duration of pain was 

found in the second wave but not in the first wave. In most cases of 
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pain caused by cancer and other serious life-shortening diseases 

associated with chronic pain, psychological strategies such as 

Avoidance are not considered the prime determinant of duration of 

pain. In these cases, it is the ongoing active disease process that 

determines duration of pain and not the strategies used to cope with 

the pain. This means that one would therefore not expect to find a 

relationship between avoidance and duration of pain in. patients with 

this type of pain. In contrast, it would be expected that strategies 

such as Avoidance could influence the duration of pain in patients 

with chronic benign pain with no active or life-threatening disease 

process. In other words, a relationship between Avoidance and 

duration of pain would be expected in patients with chronic benign 

pain but not in patients with pain caused by cancer. 'rhe suggestion 

that the second wave sample contained a relatiVely greater proportion 

of patients with chronic benign pain may explain why an association 

between avoidance and duration of pain was found in the second wave 

but not in the first wave sample. 

The fourth prediction that t~ General Coping Measure would be 

unrelated to age, Active Coping Strategies negatively correlated with 

age and Avoidance and Use of Drugs positively correlated with age was 

confirmed. See Table 6.16. Ah identical pattern of relationships 

between the major Pain Coping Scales and age was found in the second 

wave sample compared with the first wave. 

The fifth prediction that there would be a trend towards higher scores 

on the General Coping Measure and significant differences on the 

COping Strategy scales between patients who had attended the Pain 

Management Programme and patients who had not attended the Pain 
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Management Programme was confirmed. Patients who had attended the 

Pain Management Programme scored significantly higher on the Active 

Coping Strategy scale and lower on the Avoidance, Use of Drugs and 

Pain Communication scales. As in the standardisation sample, no 

significant differences were found on the General Coping Measure 

between the two groups although there was a trend towards better 

coping in the group who had attended the Pain Management Programme. 

The :;ixth prediction that subjects who reported pain had decreased 

over time should show a trend towards higher scores on the General 

Coping Measure and Active Coping Strategies compared with patients who 

reported pain had increased over time was partly confirmed. Non

significant differences did occur on the scales concerned in the 

directions predicted although the magnitude of the differences was 

sanewhat less convincing than in the standardisation sample. 

OVerall, the predictions concerni.l1g the relationships between Pain 

Coping Scales and other variables derived from the standardisation 

sample have been confirmed. !his has important implications in 

further establishing the reliability of the scales and the stability 

of the concepts being measured by the scales. To some extent, these 

findings add further weight to the contention that the scales are 

measuring psychologically meaningful dimensions. Although this study 

is related to construct validity, it is presented primarily as another 

measure of reliability. It is limited as a measure contruct validity 

by the fact that the same sample was studied on different occasions. 

An investigation of construct validity using the relationships 

established in the standardisation sample would require investigation 

of a different population of chronic pain patients who had not 
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previously been exp:>sed to the measures used in the present study. 

6.6 CDN'CI1JSICNS 

The reliability of the Pain Coping Questionnaire was extensively 

investigated with reference to stability of factor structure, test-

re-test correlations, repeat measures of internal consistency and 

repeat examination of contruct validity. The factor structure was 

confirmed, although with slight differences in some of the scales. The 

individual scales were found to be reliable measures. The variation in 

reliability estimates between the different scales was consistent 

across the different measures used. 

The t'General Coping Measuretl was the most reliable scale in terms of 

stability of structure, repeatability and consistency. tlActive Coping 

Strategiestl was a reliable scale in terms of consistency although it 

had somewhat lower reliability as assessed by test - re-test 

correlation. The slight difference between these two measures is 
• 

probably accotmted for by the fact that the dimension changed during 

the 9-12 months test - re-test interval. The ttJse ofdrugstl scale was 

reliable both on measures of consistency and test - re-test 

correlation. The slight differences between measures of consistency 

and stability on some of the scales may reveal something about the 

nature of the dimensions being measured. It could be concluded that 

the emotional consequences of chronic pain and belief in the use of 

drugs as a way of coping with pain, remain more stable over time 

whereas patients beliefs in the use of different types of strategies 

to Cope with pain, either negative or positive, varies to a greater 

extent. The tlpain Communicationtl scale is probably of questionable 
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reliability. It explained the lowest percentage of the variance on 

confirmatory factor analysis and had lowest reliability estimates on 

measures of stability and consistency. Its inclusion in the Pain 

COping Questionnaire for clinical use is doubt'ful. The fact that it 

still posesses adequate reliability for research purposes (Songuist 

and Dunkelberg, 1977) and the importance of beliefs in the 

~cation of pain experience in a study of the psychology of 

coping with chronic pain warrants its inclusion in further 

investigations of the Pain Coping Questionnaire. 

The present reliability estimates were based upon re-examination of 

the same population at a second point in time. Consistent results 

emerged from several different methods of assessing reliability and 

this adds weight to the validity of the present findings. There are 

limitations to the present study and these are mainly concerned with 

how generalisable the present findings are to chronic pain patients in 

general. Although there are strong indications from the present 

results that the reliability of the scales are generalisable, further 

reliability studies on different*populations would be informative. It 

would be relevant to explore whether the factor structure could be 

replicated on a different population of chronic pain patients together 

with further examination of consistency and repeatability of scales. 

Predictions of relationships with other variables would also be 

relevant although, unlike the present study, this approach would be 

ItOre to do with predictive validity of the scales rather than 

reliability given the fact that predictions would be made with respect 

to a population al:x:>ut which no information is available concerning the 

dimensions under study. These studies are beyond the scope of this 

thesis. 
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CHAPTER 7 

VALIDITY OF ~ cx)PING QUESI'IONNAIRE 

7.1 INTRODUcrION 

Validity is concerned with the extent to which a test or scale 

measures what it is supposed to measure. The Pain Coping 

Questionnaire was developed to measure the psychology of coping with 

chronic pain. Five scales emerged from factor analysis of a large 

group of chronic pain patients (see chapter 5) that appear to be 

measuring meaningful psychological dimensions related to coping with 

chronic pain. These scales have been shown to be reliable measures 

(see chapter 6). The present chapter is concern~d with an 

investigation of the validity of the scales. An attempt will be made 

to answer the question as to what the scales are measuring in 

psychological terms. 

There are different kinds of approaches to assessing the validity of a 

measure. The particular approach adopted depends upon the nature, 

• purpose and stage of development of the scales together with a domain 

of enquiry. This chapter consists of a brief account of the different 

types of validity· with particular reference to the Pain Coping 

Questionnaire followed by a description of two empirical studies 

designed to explore the validity of the scales. 

~~Validity 

Face validity refers to the extent that a test appears as if it is 

measuring what it is supposed to measure. A test of coping with pain 

233 



that was a measure of how many magazines a patient had read in 

hospital waiting rooms might not appear to be measuring coping with 

pain even though it might be an accurate predictor of it. Such a test 

would be considered to have low face validity. The Pain Coping 

Questionnaire appears to be measuring coping with pain. A 57% return 

rate was obtained from the standardisation sample and in the 

reliability study. This is a comparatively high return rate and 

suggests that it is an acceptable and relevant questionnaire pertinent 

to the concerns of chronic pain patients. If the Pain Coping 

Questionnaire had had low face validity then one might have expected a 

lower return rate. 

~ Content Validity 

Content validity concerns the extent to which a set of items tap the 

content of some domain of interest. The degree to which the items 

reflect the full domain of content is a measure of content validity. 

There are some problems with this approach to validity in that there 

is often no agreed upon criteria for establishing whether a measure 

• has attained content validity. Nunnally (1967) has noted:-

"inevitably content validity rests mainly on appeals to 
reason regarding the adequacy with which important 
content has been sampled and on the adequacy with which 
the content has been cast in the form of test items." 

Exploration of the relevant literature and clinical experience 

provided the background for establishing the content for items making 

up the Pain Coping Questionnaire (Chapter 4). A comprehensive range 

of beliefs and attitudes were included in the questionnaire that cover 

rtost important areas in coping with pain. In this respect, the Pain 
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Coping Questionnaire posesses adequate content validity. 

7.lc Criterion Related Validity 

Criterion related validity .concerns the correlation between a measure 

and some criterion variables of interest. Criterion related validity 

is solely determined by the degree of correspondence between the 
" 

neasure and its criterion. If the correlation is high, the measure is 

valid for that criterion. There is no single criterion related 

validity coefficient. There are as many coefficients as there are 

criteria for a particular measure. In concurrent validity the 

relationship between a test and a currently available criterion is 

assessed while in predictive validity the criterion does not become 

available until a later date. 

Typically, coping with pain refers to thoughts and behaviours people 

use to manage their pain or their emotional reaction to the pain so as 

to reduce emotional stress. Cohen and Lazarus (1979) c:.'OnCeptuai.i.se 
coping as: - • 

"efforts, both action orientated and intrapsychic, to 
manage environmental stresses and/or to regulate the 
errotion aroused by this stress". 

By its very nature coping with pain is a multi-dimensional concept. 

This means that there will not be a single criterion against which to 

validate various scales from the Pain Cbping Questionnaire. 

The General Coping Measure appears to be a measure of emotional 

distress caused by chronic pain. One would expect a high correlation 
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between this scale and other scales measuring emotional distress and 

disturbance such as measures of depressicn, psycho-social distress and 

anxiety. Scales measuring these dimensions would be appropriate 

criteria against which to validate the General Coping Measure. 

Active Coping Strategies, Avoidance, Use of Drugs and Pain 

Cbmmunication scales from the Pain Coping Questionnaire purport to 

measure attitudes and beliefs that underly pain coping behaviours 

rather than affective compcnents. An obvious criterion against which 

to evaluate these scales would be behavioural observations and 

measurements. There are a number of studies that have investigated 

the objective measurement of pain related behaviour in the clinical 

context (Fordyce, 1976r Jacox, 1980). Cornrncnly reported variables are 

activity, activity diaries, measures of time spent standing, reclining 

or sitting, sleep, sexual activity, medication, normal household 

activities and engagement in recreational activities. These 

behaviours can be assessed by self report (Skevington, 1985), direct 

ob~tion (Frederickson et al, 1978r Keefe and Block, 1982) or 

automated devices (Sanders, 19~3). In general, one would expect 

activity levels to be positively correlated with Active Coping 

Strategies and negatively correlated with Avoidance scales. 

There are limitations however associated with behavioural measurement. 

It is sometimes difficult to separate behavioural measures from the 

context in which they are selected and this limits the 

generalisabilityof findings. An individual with a very high score on 

the Avoidance scale may have demonstrated clear avoidance behaviour 

with reduced activity when observed in the domestic setting. If this 

behaviour is used as a criter16h .then the scale would have high 
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concurrent validity for that particular measure. The same individual 

with the same score on the Avoidance scale may show high levels of 

activity on all behavioural measures taken while being filmed by a 

documentary t.v. company making a film about the therapeutic effects 

of exercise on chronic pain. In this case, the concurrent validity 

'WOUld be low. Problems also exist with self - report measures of 

activity as there is often a discrepancy between what chronic pain 

patients say they do and what they actually do (Fordyce, 1976). 

Another problem with using behavioural measures as a criterion against 

which to validate the Pain Coping Questionnaire, is that in some cases 

no clear behavioural indicators may be relevant. It would be hard to 

devise a reliable and objective criterion that would be a behavioural 

correlate of cognitive strategies such as mental distraction. Four of 

the five Pain Coping Scales appear to be measures of attitudes and 

beliefs rather than affective components of pain and it is not clear 

just how or in what way these beliefs ~ay be related to behaviour • 

• 

Cognitive Coping Strategies have received attention in pain management 

programmes. Fernandez (1986) has proposed a classification scheme in 

which strategies are grouped into three broad categories comprising of 

ima.gary, self statements and attentional diversion. There is as yet 

h:lwever little indication as to what type of behaviour could be used 

to provide a criterion against which to validate measures and the use 

of these strategies. 

Whilst the logic of criterion related validity is straightforward, 
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there are limitations. Certain criterion measures are appropriate and 

these are investigated in Validity Study One. It would be difficult 

to find adequate criteria against which to validate all the Pain 

Q)ping Scales. In general, the more abstract the concept the less 

likely one is to be able to discover appropriate criteria for 

assessing the nature of it (Nunnally, 1967) • 

.7..:.1:!! Construct Validity 

Construct Validity focuses on the assessment of whether a particular 

measure relates to other measures consistent with theoretically 

derived hypotheses concerning the concepts that are being measured. 

Cronbach and Meehl (1955) state:-

"Construct validity must be investigated whenever no 
criterion or universe of content is accepted as entirely 
adequate to define the quality being measured. Construct 
validation takes place when an investigator believes his 
instrument reflects a particular construct to which are 
attached certain meanings. The proposed interpretation 
generates specific testable hypotheses which are a means 
of confirming or disconfirming the claim" • • 

It has been suggested that criterion measures of validity are unlikely 

to be adequate or sufficient for validating the Pain Coping 

Questi~ire and for this reason construct validity will be 

important. Construct validation is impossible to evaluate unless 

there exists a theoretical network that surrounds the concept. 

Without this network, it is impossible to generate theoretical 

predictions which lead to empirical tests involving measures of the 

concept. 
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Until fairly recently theoretical understanding of chronic pain has 

been largely influenced by Specificity theory (Hardy et al.,1952) and 

this has resulted in a narrow view of pain as an essentially unitary 

phenanenon that varies only in intensity. Measurement devices such as 

Visual Analogue Scales (Sriwatonakul et aI, 1983) and category Scales 

(Mather and Mackie, 1983; Keele, 1948) have followed from this simple 

analysis. Such a view of pain over-simplifies the complex human 

experience of pain and is inadequate. The Gate Control Theory of pain 

(Melzack and Wall, 1%5; Me1zack and casey, 1968) highlights the fact 

that pain is a multi-dimensional experience and is influenced in 

cc:rtplex ways by central processes. This theory of pain has prompted 

many reports in the literature relating to experience of pain 

(Melzack, 1%1), assessment and treatment of pain (Fordyce, 1976; Turk 

and Flor, 1984; Tan, 1982: Turner and Chapman, 1982). Melzack 

developed a multi-dimensional assessment instrument, the McGill Pain 

Questionnaire that was theoretically derived from the gate control 

theory of pain (Melzack, 1975; Melzack and Torgerson, 1971). It was 

specifically designed to separate and quantify three inter-related but 

distinct comp::>nents of pain; sensory - discriminitive, motivational -.. 
affective and cognitive - evaluative. Fordyce (1976) further 

~sises a behavioural component of chronic pain which may be 

independent of the sensory, evaluative and affective components. It 

is against this theoretical background that the construct validity of 

the Pain Coping. Questionnaire may be examined. 

The Pain coping Questionnaire should be consistent with the multi

dimensional nature of pain which consists of discrete components of 

affective, sensory, cognitive and behavioural aspects. The Pain 

Coping Scales should correspond in meaningful ways to these separate 
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canponents. The Pain Q:>ping Questionnaire purports to be a measure of 

psychological dimensions of coping with pain. It should therefore be 

relatively independent of sensory - discriminitive aspects of pain. 

It should be related to other measures and indicators of affective, 

cognitive and behavioural components. Specifically the General Q:>ping 

Measure appears to be a measure of the affective component and should 

therefOre relate to other measures of affect such as depression, 

anxiety and the affective scale an the McGill Pain Questionnaire. It 

should be less related to measures of cognitive aspects of pain. The 

scales Active Coping Strategies, Avoidance, Use of Drugs and Pain 

Ccmnunicatian appear to be measuring attitudes and beliefs and hence 

seem to be tapping cognitive rather than affective components and this 

should be reflected by their relationship with other measures of 

cognitive dimensions. 

The fOllowing two studies are concerned with empirical examination of 

the concurrent and construct validation of the Pain Coping 

Questionnaire. 

• 
7.2 VALIDITY .§!2Q! 1:. INVFSTIGATION 2! THE CONSTRUCT VALIDITY 2! ill§. 

PAIN OOPING QUESTIONNAIRE - -

~ Introduction 

'!he aim of this study was to examine the relationship between the Pain 

Coping Questionnaire and other measures likely to be relevant to the 

Psychology of pain. The theoretical background against which the Pain 

Q:>ping Questionnaire was validated stems from the Gate Q:>ntrol Theory 

of Pain (Melzack and Wall, 1965). This theory views pain as a mUlti-

dimensional phenomenon with discrete components corresponding to 
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sensory, affective, cognitive and behavioural dimensions. Validation 

measures were selected on the basis that:-

. a) they specifically measured sensory, affective, cognitive or 

behavioural components of chronic pain, 

b) there are indications in the literature that they are valid when 

used with chronic pain patients,and 

c) were suitable for administration with a postal questionnaire format. 

Although this to some extent limits the measures available, 

particularly with reference to behavioural indices, this format was 

a~ed in order that a large number of subjects could be 

investigated. This approach was considered sui table given the 

preliminary nature of the investigation and the importance of 

obtaining general indicators as to what the Pain Coping Scales may be 

measuring • 

Ii 

The McGill Pain Questionnaire (Melzack, 1975) is a pencil and paper 

instrument designed to quantify three dimensions of pain experience; 

sensory, affective and evaluative. Twenty sets of word descriptors 

are shown to the patient who is asked to select the word sets that are 

relevant. The most appropriate word in each word set is circled. 

Each set contains up to six words in ascending order of severity 

described by the set. Since the words wi thin each word set have been 

assigned rank orders, a total rank score of all the words can be 

calculated. This is called the Pain Rating Index - Total (PRI-T). 

Scores from the separate dimensions can also be calculated. These are 
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referred to as the Pain Rating Index - Sensory (PRI-S), the Pain 

Rating Index - Affective (PRI-A) and the Pain Rating Index -

Evaluative (PRI-E). The total number of words chosen (NWC) can also 

be calculated to represent an overall measure of pain intensity. 'Ib 

further assess pain intensity, patients were asked to rate pain on a 

0-100 scale with six verbal descriptors consisting of "no pain", ''very 

mild pain", "fairly mild pain", "fairly severe pain", ''very severe 

pain" , "worst imaginable pain". 

'Ib assess the affective components of pain, the Leeds Scale for the 

Self Assessment of Anxiety and Depression was used (Snaith et al, 

1977). This is a 15 item self report questionnaire that provides 

separate measures for anxiety and depression. Scores above 7 on 

either scales have been considered to be cut off points for depression 

and anxiety. It has been shown to be a reliable and valid instrument 

for use in research and clinical practice (Snaith et al, 1976). 

It has been reported that perceived controllability (Bowers, 1968~ 

Girodo and Wood, 1979~) exer!s a significant influence on the 

experience of pain. Attributions pain patients make about the ability 

to control events in their lives are important cogni ti ve variables 

that one would expect to be related to beliefs in the use of certain 

. coping strategies and psychological adjustment to chronic pain (Felton 

and Revenson, 1984). The Multi-Dimensional Health Locus of Control 

Scale was used to assess locus of control (Wallston and Wallston, 

1978). This is based upon Levenson's development of Rotters (1966) 

original locus of control scale. Levenson (1974) argued that internal 

beliefs are orthogonal to external belief but that understanding could 

be further improved by studying fate and chance expectations 
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separately from external control by powerful others. Wallston (1978) 

developed these dimensions to specifically tap belief about the 

sources of reinforcement for health related behaviours. The Mul ti-

Dimensional Health Locus of Control Scale yields three scales that 

measure beliefs about successful internal control (I), attribution 

about the extent to which events are controlled by powerful others 

(po) and attribution about the control of events by chance (C). 

An attempt to assess behaviour was made by including a self-report 

behavioural measure. Skevington (1983) required pain patients to 

describe activities related to pain, and these are reduced to 11 

categories and indicators of activity level. Pain patients were 

ccmpa.red to controls and it was' determined that self reported activity 

level was a potentially valuable index for pain patient assessment. A 

self-report activity questionnaire developed by Grimshaw (1986) was 

used for the present study. This consisted of two behavioural rating 

scales assessing the difficulty pain patients experienced in 

performing everyday activities and the frequency with which they 

perfonned these activities. Spet:lfic ~ypotheses concerned with the 

relat.i.onships between the Pain CopinQ Questionnaire and the validation 
mea!3't.lt"e! are found in appendix P. 

~Methods 

Subjects 

Subjects were 47 chronic pain patients who were on the waiting list 

for treatment at the Pain Clinic, Walton Hospital, Liverp<::X)l. As with 

all patients on the waiting list most had received some form of 

physical intervention for their pain. No patients had received any 

form of formal psychological therapy. By implication all treatments 

had proven ineffective. No patients had been subjects of any previous 
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psychological investigation. 

There were 29 females and 18 males in the Sample. Average age was 47 

years (SD = 11.07 years) and average duration of pain was 11.72 years 

(SO = 11.67 years). 

Procedures 

A total of 80 chronic pain patients were contacted and asked to 

participate in the study. Forty chronic pain patients who were on the 

waiting list were contacted by post and asked to participate in the 

study by completing and returning the questionnaires. Another forty 

patients were contacted at their first appointment in the Pain Clinic 

and asked to complete the questionnaires before any treatment had been 

given. OVerall a 58% response rate was obtained. '!his is comparable 

to the response rate of 57% found in the standardisation study 

(Chapter 5) and 57% found in the reliability study (Chapter 6). 

Measures 

All patients were asked to comp\ete a bundle of questionnaires. See 

appendix H for details of the questionnaires. The following data were 

collected~-

1. Age, Sex, Marital Status, Employment Status. 

2. Pain History, Duration, Onset, I.ocation of Pain, 

Pattern of Pain. 

3. The Pain Copin; Questionnaire. 

4. The McGill Pain Qlestionnaire (Melzack, 1975). 

5. The Leeds Scale for the Self Assessment of Anxiety and 

Depression (Snaith et aI, 1976). 
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6. The Multi-Dimensional Health I.Dcus of Control Scale 

(Wallston and Wallston, 1978). 

7. Self Report Activity Questionnaire (Grimshaw, 1986). 

8. Pain Intensity Rating, 0 - 100 with verbal descriptors. 

7 .2c Results 

Del!ographic and Pain Characteristics 

Frequency of responses on marital status, employment status, location 

of pain, cnset of pain and pattern of pain change over time are shown 

in Tables 7.1 to 7.5. 

Surrmary Statistics 

Mean scores, standard deviations, ranges and standard scores for Pain 

Coping Scales are shown in Table 7.6. Standard scores were based upon 

a mean of 100 and standard deviation of 15. They were derived from 

standardisation samples (Chapter 5) to allow comparison. See appendix 

• J for method of calculating standard scores. Mean scores, standard 

deviations and ranges for McGill Pain Questionnaire, Leeds Depression 

and Anxiety Scales, Locus of Control Scales and Acti vi ty Scales are 

shown in Table 7.7 to 7.10. Frequency distributions of scores from 

Leeds Depression and Anxiety Scales, Locus of Control Scales and 

Activity Scales are shown in Appendix K. 

Relationship of ~ Coping Scales with ~ Variables 

Correlations between Pain Coping Scales and the measures from the 

McGill Pain Questionnaire are shown in Table 7.11. Variables from the 

McGill Pain Questionnaire are not strictly interval level data and 
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~ 7.1 Marital status. 

DIVORCm 

SEPARATED 

FRED. 

27 

6 

6 

5 

2 

1 

47 

% 

57 

13 

13 

11 

4 

2 
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'l2\BLE 7.2 Errq;:>1oyrnent Status. 

FRED. % 

EMP.I.DYID FULL TIME 6 13 

EMP.I.DYID PARr TIME 2 4 

8 17 

REl'lRED 8 17 

t.1NEH?UJYED IlJE TO PAIN 20 42 

UNIM?IDYm FOR amER RFMD1S 3 6 

47 

• 
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TABI:.£ 7.3 I.ocation of pain. 

FREe. % 

JW:X 29 62 

6 13 

2 4 

NECK, SEDJIDERS, ~ 2 4 

amsr, ~ 3 6 

5 11 

47 

• 
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TABLE 7.4 Onset of pain. 

FR'&). % 

AlX'!IDFNr AT lUtE 3 7 

AlX'!IDFNr AT NJRK 9 19 

R:W> ACX!IDl!NI' 1 2 

FOJ:.Iam.l; ~ 1 2 

FOJ:.Iam.l; stIR2ERY 7 15 

PAIN -JUST BmAN" 20 43 

6 13 

47 

• 
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TABU: 7.5 Pattern of pain. 

FRED. 

29 

2 

15 

47 

250 

63 

4 
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~ 7.6 Summary of statistics for pain coping scales. Means, 
S.D's, ranges and standard score. Standard scores based on mean of 
100 and S.D of 15. N=47. ' 

RAW OCDRES S".Cl\Nl'.lARD SCDRES -
S.D MIN MAX MEAN 

GENERAL 
OOPIH; 52.8 14.4 31 84 95.7 
MFASURE 

ACl'IVE 
OOPIH; 36.3 7.2 22 54 102.7 
STRATmms 

14.8 3.1 8 20 103.5 

USE OF 12.8 4.1 4 20 101.6 
DROOs 

PAIN 
<nKJN- 12.9 2.7 6 19 101.5 
ICM'ICB 

• 
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TABIE 7.7 Summary statistics for McGill Pain Questionnaire. Means, 
S.D's and ranges. N=47. , 

S.D MIN 

8.7 5.2 1 20 

12.4 7.6 o 30 

2.4 2.5 o 11 

PAIN :RATIm INDEX:-EVAWATIVE 2.1 1.7 o 5 

20.9 12.2 1 53 

• 
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TABLE 7.8 Summary statistics for Leeds depression and anxiety scale. 
N=47. 

S.D MIN MAX 

9.8 3.9 1 18 

8.0 4.3 o 17 

• 
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'D\BLE 7.9 Summary statistics for Multidimensional Locus of COntrol. 
Means, SoD's and ranges. N=47. 

S.D MIN 

20.8 4.8 11 31 

16.6 5.3 6 32 

18.7 5.4 8 30 

• 
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TABLE 7.10 Summary statistics for Self-Report Activity 
Questionnaire. Means, S.D's and ranges. N=47. 

S.D MIN 

62.4 24.7 19 104 

56.8 37.1 1 136 
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therefore non-parametric analysis (Spearman's Correlation· Coefficient 

- Rs) was appropriate to examine relationships. There was no 

significant relationship between the General Coping Measure and any of 

the measures from the McGill Pain Questionnaire. There were 

significant positive correlations between Active Coping Strategies and 

Number of Words Chosen, Pain Rating Index - Sensory and Pain Rating 

Index - Total. The strongest relationship was with the Pain Rating 

Index - Sensory (p <.01: Rs = .37). There was a weak negative 

correlation between Avoidance and the Pain Rating Index - Sensory 

(P<0.5: l\; = .24). pain Communication was weakly related to the Pain 

Rating Index - Evaluative (P<.05: Rs=.25) but not to any of the other 

scales. Use of Drugs Scale was not related to any measures of the 

McGill Pain Questionnaire. 

The correlations beween Pain Coping Scales and Leeds Depression and 

Anxiety Scales are smwn in Table 7.12. Inspection of scores from the 

Leeds Depression and Anxiety Scales reveals a distribution that 

approaches normality (see appendix Kl). The scores are interval level 

data and therefore Pearson's correlation coefficient (R) is a suitable 

measure to examine relationships between variables. There is a strong 

relationship between the General Coping Measure and Depression Scales 

• 
(p< .001: R=-. 75). There is also a significant relationship between 

the General Coping Measure and Anxiety Scale (P<.Ol: R = -.39). These 

relationships were negative in that high scores on depression and 

anxiety scales predicted low scores on the General Coping Measure. 

The strength and direction of these relationships were consistent with 

predictions. There was also a significant positive relationship 

between Depression and the Avoidance scale (p <005: R = .46). High 

scores on the depression scale predicted high scores on the Avoidance 
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TABLE 7.11 COrrelations of Pain COping Scales with number of words 
chosen (NWC), pain Rating Index-Sensory (PRI-S), Pain Rating Index
Affective (PRI-A), Pain Rating Index-Evaluative (PRI-E) and Pain 
Rating Index-Total (PRI-T). Spearman's COrrelation COefficient (r s). 
N=47. 

GENERAL 
CDP1J.iG 
MFASURE 

AC1'IVE 
Q)p1J.iG 
S'l"RATEGIES 

AVO:II:WX:!E 

USE OF DROOS 

PAIN 
CDMNICATICB 

* p < .05 

N.W.C 

-.03 

* .26 

-.12 

-.14 

.24 

** p < .01 

PRI-S 

.09 

.37 ** 

-.24 * 

-.11 

.21 

• 

PRI-A PRI-E PRI-IJ.' 

-.15 -.08 .01 

.10 -.14 .26 * 

-.02 -.03 -.15 

-.11 .03 -.15 

.14 .14 * .23 
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~ 7.12 Correlation of Pain Coping Scale with Leeds depression 
and anxiety scales. Pearson correlation coefficient (r). N=47. 

GmERAL (l)PIR; MEASURE 

ACl'IVE CDPIR; S'l'RA'l'.EGIES 

A~ 

USE OF DRl.nS 

PAIN CDMJNICATICN 

* p < 0.01 p < 0.005 ** 

• 

DEPRESSICN ANXIEl.Y 
r r 

-0.75 *** -o.39~'" 

-o.26:t- 0.00 

** 0.26'-0.46 

0.28~ 0.14 

-0.05 0.09 

p < 0.001*** 
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SCale. There were no significant relationships between depression and 

~iety and Active Coping Strategies, Use of Drugs or Pain 

Cannunication Scales. 

Correlations between Pain Coping Scales and the multi-dimensional 

lOCUs of control scales are shown in Table 7.13. Distribution of 

scores from locus of control scales appeared to approach normality 

(see appendix K2). Because of uncertainties over distribution, 

Pearson's(R) and Spearmans's(Rs ) correlation coefficients were 

calCUlated. '!here was close correspondence between the two measures. 

There was no relationship between the General Coping Measure or Pain 

Cannunication and any of the locus of control scales. There was a 

Significant, although weak, negative correlation (P<O.05: Rs = -.27) 

between active coping strategies and scales measuring internal control 

and control by powerful others. Avoidance and Use of Drugs scales 

both had significant positive correlations with the control scale 

measuring "powerful others" although they had no relationship with the 

~ Control scales. The lo~s of control scale measuring 

attributions of control by chance had no relationships with any of the 

Pain Coping Scales. 

Correlations between Pain Coping Scales and Self report activity 

Insasures are shown in Table 7.14. Inspection of summary statistics 

and distributions of activity measures (see appendix K3) reveals a 

Wide dispersion about the mean with a distribution that clearly does 

not approach normality. The data are ordinal in that scores represent 

a formation of rank ordered variables. Spearman's correlation 

COeffiCient is appropriate for this type of data. There is a 

Si9nif" " " l.cant negative correlation between the General Copl.ng Measure 
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~ Z:ll Correlation of Pain Coping Scales with Multidimensional 
IDcus of Central Scales. Pearson (r) and Spearmans (r s) Correlation 
Coefficients • N=47 

IOlERFIJL 
INTERNAL C1lBERS aJAl.X:E 

r rs r rs r rs 

GF.NEJ.w:. 00Pm; 
~ 

-.10 -.12 -.17 -.07 -.15 -.14 

ACTIvE OOPm; 
S'.l'RATooIEs 

-.27 -.27 * -.27 -.26 * -.10 -.10 

AVO:rtwsJcE ** * -.08 -.10 .20 .14 .38 .33 

USE OF DR:Gs * * .16 -.10 .29 .22 .30 .32 

PAIN .19 .17 
<l:MtJmCATIQil 

.06 .03 -.09 -.08 

-
P < 0.05* p < 0.01 ** 
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~ 7.14 Correlation of Pain Coping Scales with self-report 
activitYgUestionnaire. Spearman's Correlation Coefficient (r s). 
N=47. 

rrrvrI.":{ rrrvrI.":{ 

DlPFI<llLft" ~ 
rs rs 

~ <llPm:; MEI\SURE ~.35"~ .21 

ACTl:vE CX>PIl!G S'.rRAT.8m.S -.11 .271-

A.~ .27-- -.43*** 

um OF DIU;s .30*' -.23 

PlUN <nMmCA.TIW -.19 .12 -
p < .05* ** *** P < .01 p < .005 

• 
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(P< .01: Rs = -.35) and ratings of difficulty in performing everyday 

activities. There is no relationship between the General Coping 

Measure and measures of activity frequency. With Active Coping 

Strategies there is no relationship with difficulty ratings, although 

there is a positive relationship with frequency of activity (p<O.05: 

Rg=.27). The Avoidance scale is positively correlated with reported 

difficulty of activity (P<.05: Rg=.27) and negatively correlated with 

reported frequency of activity (P<.005: Rs= -.43). The Use of Drugs 

scale is positively correlated with activity difficulty (P<.05: 

Rg=.3) but unrelated to reports of activity frequency. There is no 

relationship between the Pain Communication Scale and either of the 

activity measures. 

7.2d Discussion 

The strong relationship between the General Coping Measure and 

measures of affect validates this scale as a measure of the emotional 

consequences of chronic pain. The finding that it relates to self 

report measures of difficulty of performing everyday activities but is 

unrelated to frequency of activities further substantiates this scale 

as a measure of feelings rather than behaviour. The absence of any 

relationship between the <!eneral Coping Measure and measures of locus 

of control suggest a separation between affective and cognitive 

ccmponents • 

It was surprising that no relationship existed between the General 

Coping Measure and any of the scales from the McGill Pain 

Questionnaire. One would have expected a positive relationship 

between General Coping Measure arrl PRI-A particularly as the General 
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Coping Measure was established as a measure of affect by virtue of its 

very strong relationship with measures of depression. It was also 

surprising that from examination of the correlation matrix of all 

variables (see appendix M), PRI-A had no relationship with depression. 

There are several possible reasons why no relationship was found 

between the General Coping Measure and PRI-A scale from the McGill 

Pain Questionnaire. Sometimes patients have difficulty with the 

canplexity of vocabulary used in the McGill Pain Questionnaire and 

this may make the test unreliable due to low comprehensibility. There 

is no reason to assume that the present samples were any less verbally 

able than any other sample of chronic pain patients. In addition, 

other verbal self report measures were completed without difficulty 

and yielded interpretable results. Whilst low comprehensibility may 

be a criticism of this test in general, it is Unlikely that this could 

have accounted for the absence of the expected relationship. 

The McGill Pain Questionnaire weights sensory aspects of pain more 

heavily than affective and evaluative (i.e. there are more sensory 

than affective or evaluative words) and this may cause problems. 

Patients are forced to give more consideration to sensory aspects of 

pain than to affective or evaluative aspects and this may bias the 

outcc:me obtained. It may be that the reason why the expected 

relationship did not emerge was because of low reliability and 

validity of the PRI-A scale. 

A number of investigations have performed critical evaluations of the 

McGill Pain Questionnaire (Chapman et aI, 1985) with respect to 

confirmation of factor structure (Byrne et aI, 1982), reliability 
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(Graham et al, 1980) and validity (Kremer and Atkinson, 1981). There 

has been considerable support overall for basic structure and 

reliability although some validity studies have produced equivocal 

results (Leavitt et al, 1978; McCreary et al, 1982). A recent study 

by Turk et al (1985) found that the three components of the McGill 

Pain Questionnaire do not ~splay adequate discriminant validity. The 

authors recommend that only the total score is appropriate for pain 

assessment. It seems likely that the General Coping Measure was 

Ul'lrelated to the PRI -A scale because the PRI-A scale is not a reliable 

measure of the affective comp::>nent of chronic pain. 

The fact that the General Coping Measure was also unrelated to PRI

'Ibtal and number of words chosen has interesting implications in terms 

of its clinical utility. This finding suggests that there is a 

separation between measures of pain intensity and the affective 

oonsequences of pain. The results suggest that the McGill Pain 

Questionnaire is not measuring the affective comp:>nent adequately and 

that the General COping Measure coul~ usefully be used to evaluate the 

affective aspect of chronic pain. 

The Active Coping Strategi~s scale was unrelated to measure of 

dePl"ession and anxiety. This suggests that the scale is not measuring 

affect or emotional com:ponent of pain. Unlike the General Coping 

Measure, it was correlated with two of the control scales in the 

dt .' 
Taction as predicted. This suggests that the Active Coping 

strategies scale is measuring cognitive rather than emotional aspects 

Of Pain. High scores on the Active.Coping Strategies scale are 

aSSOciated with greater internal sense of control and lower 

at.trib ti . . u ens of control to "powerful others". The Actlo ve Cop long 
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Strategies scale was also positively related to self-report activity 

ratings. 

The finding of significant positive correlations between Active Coping 

Strategies and various measures of pain intensity such as number of 

~, PRI-S and PRI-Total on the McGill Pain Questionnaire was 

. surprising. This means that patients who have high scores on Active 

Coping Strategies meaning they have a greater sense of control over 

the pain arxi they have a belief in the adoption of positive strategies 

to cope with pain also have greater levels of pain intensity with 

particular reference to sensory dimensions. 

There are a number of possible reasons for this relationship~ It is 

possible that people who adopt positive strategies have more pain for 

physical reasons and that this encourages them to have more positive 

beliefs. This seems to be an unlikely explanation. Another 

possibility is that the adoption of Active Coping Strategy involves 

patients doing more, avoiding less and as a result of this they 

actually suffer more pain. It may be that although greater activities 

increase the sensory pain they result in less psychological distress 

and this compensates for the greater sensory pain levels. Another 

possibility is that individual patients who have high scores on Active 

Coping Strategies take more notice of their pain, by virtue of their 

greater sense of control over their pain which leads them to try and 

l'IIIIftii:t:cMr· and understand their pain. This may result in higher scores 

an the McGill Pain Questionnaire. It is not possible to establish 

which . of these explanations is the more likely from the data 

available. It is of course possible that these explanations are not 

mutually exclusive. 
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'!bere was a strong negative relationship between Avoidance and the 

self- report acti vi ty frequency measure. This provides evidence that 

the Avoidance Scale is measuring the activity dimension. In addition 

there was an association with a depression and also a 'strong 

association with belief in attributions of control to "powerful 

others". This is an interesting'relationship. One might speculate 

that people with high scores on the control by "powerful others" are 

more likely to unquestioningly accept frequently given advice fTom 

Doctors to "rest and take your medicine" as a way of dealing with 

chronic pain. This advice is often not indicated in chronic pain 

conditions and is sometimes considered to be unhelpful. There was 

only a weak relationship between Avoidance and PRI-S and no 

relationship with PRI-Total. This suggests that Avoidance is more 
" 

detennined by belief in attributions of control to "powerful others" 

than actual levels of pain intensity. 

The Use of Drugs Scale was not related to measures of affect. Like 

Avoidance there was a strong association with beliefs in attributions 

of control by "powerful others". Significantly, there was no 

relationship between use of drugs and any of the measures of pain 

intensity from the McGill Pain Questionnaire. Although these 

relationships might be unexpected, in many ways they reflect clinical 

experience. Excessive medication use in chronic pain patients is not 

uncamou. It is also not uncommon for patients" to report that despite 

taking large amounts of different drugs their pain is unaffected. 

When asked why they take large amounts of drugs, even though their 

pain is unaffected, many patients report "because the I):)ctor says so". 

These findings suggest that attitudes to taking drugs are not 
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formulated by the affecti veness of this behaviour in reducing pain but 

are more likely to be related to belief in the control of "powerful 

others". Of course in the case of chronic pain patients, "powerful 

others" are Doctors. Whilst the advice to "take your tablets and 

rest" in acute pain is maybe helpful, as pain lingers into chronicity 

such advice is often counter-productive and may be positively harmful. 

Patients who do have strong beliefs in the control of "powerful 

others" may find it difficult to change their behaviour, even though 

it does not appear to be helping. These findings may have clinical 

utility. It is possible that if patients who have strong belief in 

the control of "powerful others" could be identified, then they may be 

helped significantly by strongly worded advice from Doctors to keep 

active and try more positive approaches to dealing with chronic pain. 

The Pain Communication scale did not have any meaningful relationships 

with the other variables and hence the validity of this scale remains 

in doubt. 

7.3 VALIDITY S'IUDY ~ INVESTIGATICN 2!: CRITERION RELATED VALIDITY OF 

PAIN roPING QUFSI'IONNAIRE WI'IH REFERENCE 'ro CHRONIC IJJW BAO< PAIN AND - - - -----
POST-HERPETIC NEURALGIA 

7.3a Introduction 

The Pain Coping Cuestionnaire has beert established as a reliable and 

valid measure. It appears to be measuring predominantly psychological 

aspects of coping with pain and includes both affective and cognitive 

o::::mponents. It appears to be relatively unaffected by sensory changes 

or. pain intensity. 
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Only recently have systematic comparisons of pain behaviour and pain 

coping strategies in different populations of pain patients been 

carried out (Keefe and Dolan, 1986). With respect to the Pain Coping 

Questionnaire one would expect different profiles to emerge between 

patients who suffer from pain syndromes that are known to be 

particularly associated with psychological factors and patients who 

suffer from pain syndromes where psychological factors play only a 

minor role. In simple terms, one would expect the Pain Coping 

Questionnaire to distinguish "functional" pain syndromes from 

"organic" pain syndromes. In general, one would expect "functional" 

pain syndromes to be associated with greater psychological distress 

reflected by lower scores on the General COping Measure, more reliance 

on negative coping strategies reflected by higher scores on Avoidance 

and Use of Drugs scales and less reliance on positive strategies, 

reflected by lower scores on the Active Coping Strategies Scale when 

canpared with "organic" pain syndromes. 

The present study was designed to evaluate affective and cognitive 

aspects of pain as measured by the Pain Coping Questionnaire in two 

collian chronic pain syndromes~ chronic low back pain and post

herpetic neuralgia. These two syndromes may be considered to 

represent "functional" and "organic" pain syndromes respectively and 

offer an opportunity to validate the Pain Coping Questionnaire against 

a clinical criterion. 

Lack of definitive organic pathology and ineffectiveness of many 

medical treatments has brought about a multidisciplinary attitude 

towards the study and treatment of low back pain. Inceasingly, 
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psychological variables are considered important factors in the 

aetiology and treatment of chronic low back pain (Turk and Flor, 

1984) • Some reports suggest that psychosocial variables may ~ more 

closely related to chronic low back pain than organic factors 

(Margora, 1970: Westrin et al, 1972). Turk and Flor (1984) view low 

back pain as :-

"a psychophysiological and psychosocial problem stemming 
fram the interaction of physical, psychological and 
social factors ". 

Chronic low back pain represents a common pain syndrome in which 

psychological factors are very likely to play an important role. One 

WOlld therefore expect an assessment device that purports to measure 

psychological components of chronic pain to be able to discriminate 

this group from other patients with pain syndromes that are less 

associated with psychological factors. 

Post herpetic neuralgia is a complication of herpes zoster, a viral 

disease due to the same virus as that causing chicken pox (varicella). 

Of all patients with herpes zoster, approximately 10% will develop 

post herpetic neuralgia. It is most cornmon in the elderly. The pain 

syndrome is usually characterised by a constant burning and aching 

upon which may be superimposed shcx:ks or jabs. Although the pain may 

fluctuate in intensity it is always present to some degree. With 

respect to treatment, ~ser (1986) cornrnents:-

'\.Ie do not have any proven treatment programme for post 
. herpetic neuralgia. Like most pain due to injury to the 
nervous system, it does not respond to the remedies for 
pain due to tissue damage. This means that the 
treatments utilised at the present time should have a 
very low risk of damaging the patient, for they all have 
only a small chance of providing long term benefit". 
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Like chronic low back pain, post herpetic neuralgia results in 

·persistent and chronic pain for which there is no very effective 

medical treatment. Unlike low back pain, however, there is a clear 

and definitive organic reason for the pain and psychological factors 

are not implicated in aetiology. 

'!he present study was designed to evaluate psychological aspects of 

coping with pain as measured by the Pain Coping Questionnaire in two 

ocrmon chronic pain syndromes: chronic low back pain and post 

herpetic neuralgia. These syndromes broadly represent predominantly 

"functional" and "organic" pain problems respectively. A measure of 

pain intensity, the McGill Pain Questionnaire and measures of 

dem:::xJTaphic and pain characteristics were also taken to better 

describe the two patient groups studied. 

7.3b Methods 

Subjects 

Twenty five patients (12 males and 13 females) suffering from post 

herpetic neuralgia and 20 patients (7 males and 13 females) suffering 

from chronic low back pain served as subjects. Average age of post 

herpetic neuralgia patients was 71.6 years (SO = 7.4years) and mean 

duration of pain was 3.4 years (SO = 2.2years). The average age of 

chronic low back pain patients was 50.6 years (SO = 10.5years) and 

average duration of pain was 11.7 years (SO = 11.9years). All 

patients were on the research register of the Pain Relief Foundation, 

at Walton Hospital, Livel"J.XXll and had been independently diagnosed on 

the basis of history and clinical examination by a Consultant in Pain 
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Relief. 

Procedure 

All patients were contacted by post and asked to complete and return a 

bundle of questionnaires. (see appendix N, D.2, H.3 for details of 

intrcxiuctory letter and questionnaire). The measures utilised were:-

1. Dernog-raphic and pain characteristics. 

2. The Pain Coping Questionnaire. 

3. The McGill Pain Questionnaire. (see paragraph 7.2 for details of 

scoring. The sensory, affective, evaluative, miscellaneous and 

total scores for Pain Rating Index were calculated). 

2.3..£ Results 

Mean ages and durations of pain are shown in Table 7.15. Post 

het"petic neuralgia patients were significantly older (p<.OOOl) and had 

Significantly shorter durations olt pain (p< .05) compared with chronic 

low back pain patients. Sex distribution for the two groups is shown 

in Table 7.16. There were no differences in the proportion of males 

and females making up these two groups. A series of chi-square 

analyses revealed several differences in terms of demographic 

Characteristics. Table 7.17 shows frequency of responses for marital 

status for the two groups. Chronic low back pain patients were more 

likely to be married, whereas post herpetic neuralgia patients were 

rtore l'k ~ ely to be widowed or single. Table 7.18 shows employment 

statue. Chronic low back pain patients were fairly evenly represented 

across th ' 
e var~ous categories. 92% of the post herpetic neuralgia 

PaU 
ents were retired. Table 7.19 shows frequency of responses for 

271 



'l."AI3LE ~ Mean ages (yrs) and duration of pain (yrs) for chronic 
low back pain (CLBP) and post-herpetic neuralgia (PHN) groups. 

2-'DUL 

• S.D t D.P PR:B. 

PHN 23 71.6 7.4 
7.64 41 < 0.001 

CLBP 20 50.6 50.6 

I1JRATIaI PHN 18 3.4 2.2 
-2.88 29 0.029 

CLBP 13 11.6 11.9 
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'rABLE 7.16 Sex distribution for chronic low back pain (CLBP) and 
post-heT,Petic neuralgia (PEN) groups. 

CLBP 

12 7 

13 13 

25 20 

Chi-square = 0.76 D.F = 1 P = 0.56 (NS) 

• 
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TABLE 7.17 Marital status for chronic low back pain (CLBP) and post 
herpetic neuralgia (PEN) groups. 

II\RRIm) 9 15 

5 1 

DlVOBcm 2 2 

SEP.1\RA'rID 1 

9 1 

---
'!OrAL 25 20 

Chi-square = 11.14 D.F = 4 P = 0.02 
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~ 1:!!! Employment status for chronic low back pain (CLBP) and 
post-herpetic neuralgia (PEN) groups. 

PEN 

B4PrnYm FULL TIME 3 

B4PrnYm PARr TIME 2 

23 3 

1 

~ WE 'IO PAIN 2 8 

~ liUR 0lBER RE'A9ES 2 

l1Issnc 1 

--
'!OrAL ·25 19 -
Chi-square = 26.6 D.F = 5 p = 0.0001 
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':rABLE ~ Onset of pain for chronic low back pain (CLBP) and post 
herpetic neuralgia (PEN) groups. 

~ATI'D£ 1 

~AT\tIlRK 1 7 

It>>\D 1\CX'!'JI>mr 2 

~ILtNESs 9 

PAIN -JUST f3mANII 8 7 

1 2 

6 1 

• 'n:7rAt. 26 20 -
Chi-square = 16.9 D.F = 5 P = 0.0047 
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TABLE l:3Q Frequency of pain for chronic low back pain (CLBP) and 
post herpetic neuralgia (PEN) groups. 

~ 18 13 

SEVEIw:.. TIMES A mY 5 4 

QQADAY 1 

SEVERAL TIMES A WJ!B( 

SIWERAr. TIMES A M:JmI 2 

~AM:NlH 1 

ass F.RlUJENr mAN ca::E A K:tmI 

• 1 

- 25 20 

Chi-Bguare = 4.59 0 331 D.F = 4 P = • 

277 



'D\BtE 7.21 Pattern of pain change over time for chronic low back 
pain (CLBP) and post herpetic neuralgia (PEN) groups. 

PHN 

3 15 

5 2 

17 3 

25 20 - ,------------,------
Chi-square = 18.76 D.F = 2 P = 0.0001 

• 
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onset of pain. There were significant differences between the two 

groups with a larger proportion of the post herpetic neuralgia 

patients reporting their pain had begun either following illness with 

IIOre patients in the chronic low back pain group reporting their pain 

had resulted from an accident. Table 7.20 shows rep::>rted frequency of 

pain. There were no differences between the two groups with most 

patients reporting continuous pain. Table 7.21 shows pattern of pain 

change over time. '!here were significant differences between the two 

groups with most chronic low back pain patients rep::>rting their pain 

had increased since onset compared with post herpetic neuralgia 

patients, most of whom rep::>rted their pain had stayed the same. 

Table 7.22 shows mean scores for evaluative, affective, sensory and 

miscellaneous sub-scales and total score of the McGill Pain 

Questionnaire. A series of t-tests was carried out. Results indicate 

that the chronic low back pain patients and post herpetic neuralgia 

patients differed significantly on affective, evaluative, 

• • Inl.8Cellaneous and total scores. There were no differences in scores 

on the sensory sub-scales between the two groups. 

Table 7.23 shows mean scores on the scales from the Pain Coping 

Questionnaire for the two groups. Comparisons made using t-tests 

revealed that the post herpetic neuralgia patients scored 

Significantly higher on the General Coping Measure than low back pain 

patients. There were no differences between the two groups on Active 

CoPing Strategies, Avoidance, Use of Drugs and Pain Communication 

scales. 

In order t . 11 . . . o ~ ustrate how the two groups scored on the Pa~n Cop~ng 
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TABu: 7.22 Means and standard deviations on the McGill Pain 
QUestionnaire for chronic low back pain (CLBP) and post herpetic 
neuralgia patients. Pain Rating Index for "sensory", "affective", 
"evaluative", ''miscellaneous'' and "total" catagories. 

a:.BP (»=20) 
~ lS.D) 

PEN (»=25) 
MEAN (S.D) 

t 

9.2 (5.4) 6.B (5.2) -1.45 

1.7 0.5 (1.4) * -2.4 

2.7 (1.6) 1.5 (1.4) -2.6 * 

4.6 (3.1) 1.7 (2.1) -3.9 ** 

lB.3 (B.9) ~.q7 i (5.9) -3.6** -
p < 0.05* p < 0.001** 
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'I2\BtE 7.23 Mean scores for pain coping scales for chronic low back 
pain (CEi3P) and post-herpetic neuralgia (PEN) groups. 

m. OF 2-TAIL 
CASES MEAN S.D t D.F T.m'.l' 

GENERAL . c;:)J3p. 19 57.42 14.63 2.25 35 0.031 ~. ''''. """,:.. q, 

CX>PlliG ;:~:;," 18 67.16 11.36 
MF.AsuRE 

.ACTIvE 
, 

'GLBP\";~,,. 18 32.83 7.49 0.27 33 0.786 <n?lliG ~·PHffit':.~.·~ 17 33.47 6.13 
.~ 

AVOIIi\R:!B .~g~..j3P; 20 13.35 2.91 -0.66 37 0.515 
{~2··'.::,;t~ 19 12.79 2.37' 

USE OF ;~,,:;, 20 11.10 4.55 0.05 36 0.963 DlU;s ;"'~~' 18 11.11 3.25 
' .. 

PAIN :';~;~:\;'-' 20 14.00 1.41 0.44 36 0.665 <nMJN- :",: pm:\~''- 18 14.27 2.42 
lCATICN 

-
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f\) 
Q) 
f\) 

Fig.7.1 Mean standard scores on Pain Coping Questionnaire for low 
back pain and post- herpetic neuralgia patients. Scores 
are based upon a mean of 100 and standard deviation of 15. 
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TABt.E ~ Analysis of variance with age as covariate for scales 
from Pain Coping Questionnaire for chronic low back pain (CLBP) and 
post herpetic neuralgia (PEN) patients. 

CDVARI.ME K\IN EF.l'fC1' 
J¥;E a..BP Vs PBN 

FVAWE FVAWE 

GFNERAr. CDPm; MFASURE 1.138 3.86 * 

AC'l'.IvE CDPm; S'l'RATFlmS 0.623 0.383 

A~ 0.032 0.45 

USE: OF D.ROOS 0.118 0.123 

PAIN <nMlNICATIaJ 0.271 1.131 

p < 0.05* 

• 
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Questionnaire in relation to the standardisation sample (see Chapter 

5) , the raw scores were transformed into standard scores based upon a 

mean of 100 standard deviation of 15 (see appendix J for method). 

Figure 7.1 shows the mean standard scores on the Pain Coping Scales 

for the two groups. The post herpetic neuralgia group were 

significantly above average in terms of the General Coping Measure. 

There was a clear trend for post herpetic neuralgia patients to use 

more active coping strategies and less avoidance strategies although 

this did not reach statistical significance. The Use of Drugs Scale 

was identical for both groups and a little lower than the mean of the 

s~isation sample. Post herpetic neuralgia patients scored 

considerably higher on the Pain <l:>rnrnunication Scale com,t:ared with the 

low back pain patients although this just failed to reach statistical 

significance. 

In order to control for the possible effect of age on some of the 

variables, analysis of co-variance with age as a co-variate and 

diagnosis as the main effect was'lperformed. Table 7.24 shows the 

results of this analysis. Age had no influence on the dependent 

Variables in this sample and did not significantly influence the 

finn;..,_ 
--~s. 

Qiscussion 

There were important differences between the two groups in terms of 

dEl!'lOgraphic and pain characteristics. As expected, the post herpetic 

neuralgia group were significantly older, with shorter durations of 

Pain and this is in keeping with what has been expected from clinical 

f' 
lndings (Loeser, 1986). The differences in employment and marital 
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status were related to the higher age group of post herpetic neuralgia 

patients with a greater proportion of patients being retired and 

widowed. There were differences in the mode of onset and this is 

again consistent with what would have been expected with most post 

herpetic neuralgia patients reporting that their pain had begun 

fOllowing illness. In most cases, post herpetic neuralgia results as 

a complication of herpes zoster. There were differences in the 

pattern of pain with chronic low back pain patients reporting pain had 

increased whereas most post herpetic neuralgia patients reported the 

pain had remained the same since onset. '!his would again be expected 

given that chronic low back pain patients were considered to have 

greater psychological overlay, and this would account for the 

deterioration of the pain over time (Sternbach, 1976). 

There were interesting differences in terms of pain intensity as 

measured by the various components from the McGill Pain Questionnaire. 

There were no differences between the two groups in terms of sensory 

CClnponents of the Pain Rating Iode\ but with large differences on the 

other sub-scales. A possible interpretation is that this finding 

reflects the higher emotional, or functional component to low back 

pain. Although this interpretation is appealing, recent studies 

SUggest that the components of the Pain Rating Index do not display 

adequate discriminant validity and that only the total score of the 

Pain Rating Index is appropriate for pain assessment (Turk et al, 

1985). The results clearly show that there are differences in pain 

intensity between the two groups. It is not clear which dimensions of 

pain are worse, from the results of the McGill, although there are 

indications that affective and evaluative components are more intense 

than sensory components in low back pain patienb;. 
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On the Pain Coping Questionnaire there was a significant difference on 

the General Coping Measure. This means that the post herpetic 

neuralgia patients showed better psychological adjustment and 

generally coped better with their pain from an emotional p:>int of view 

than the chronic low back pain patients. There were no significant 

differences on the other scale, although Figure 7.1 does show a trend 

with !X>st herpetic neuralgia patients having slightly higher scores on 

Active Coping Strategies and lower scores on Avoidance compared with 

chronic low back pain patients. 

A POssible explanation for the significant difference in scores on the 

General Coping Measure was that this merely reflects the more severe 

nature of the pain in chronic low back pain patients and the longer 

duration of pain compared with post herpetic neuralgia. This 

explanation is unlikely, given the findings from the previous study. 

The previous study demonstrated that the General Coping Measure was 

indePEmdent of pain intensity as rteasured by any scales on the McGill 

Pain Questionnaire. In addition the General Coping Measure is also 

indePEmdent of duration of pain (see Chapter 5). This suggests, that 

the differences in General COping Measure are not simply a reflection 

of differences in pain intensi~y or duration but are a reflection of 

the greater Psychologicai distress and overlay in the chronic low back 

pa;ln group compared with the post herpetic neuralgia group. This 
f' . 
l.nding suggests that the General Coping Measure has good 

discriminative validity when applied to clinical groups. 

Al:thQlgh there was a trend of lX>St herpetic neuralgia patients showing 

nore POsi ti ve coping strategies compared with the chronic low back 
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pain patients the differences failed to reach statistical 

significance. Active Coping Strategies, Avoidance and Use of Drugs 

were demonstrated to be correlated with age in the standardisation 

sample. Although analysis of co-variance with age as the co-variate 

did not suggest that age was exerting any significant influence on the 

findings in the present sample, it is possible that age may be a 

relevant factor in the failure to find any differences in terms of 

COPing strategies between the two groups. It would have been very 

interesting to have matched the two groups in terms of age. 

Unfortunately this proved difficult because of the comp3.Tative rarity 

of patients suffering from post herpetic neuralgia in a younger age 

group. 

ld CX)NCLUsION 

Empirical studies of construct and concurrent validity revealed that 

the Pain Coping Scales are valid. They relate to other 

PSYchological dimensions in way·s predicted from the cogni ti ve

behaVioural perspective of chronic pain. As predicted, the General 

CoPing Measure has been established as a measure of affective 

~t of chronic pain. Active Coping Strategies, Avoidance and 

Use Of Drugs are predominantly cognitive dimensions in that they 

appear to be measuring beliefs in the use of certain types of pain 

COPing strategies. 

Self-report measures and clinically defined diagnostic groups were 

uSed to validate the Pain Coping Questionnaire. No behavioural 

measures based upon direct observation were used. Further validation 

stUdies are required to explore the extent to which Pain Coping Scales 
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predict behaviour with the use of objective measures of affect and 

pain coping strategies that do not rely on self-report. These studies 

are beyond the scope of this thesis. 

Normative data has been presented on two common chronic pain 

syndranes. This represents a first step in the investigation of the 

nature and role pain coping strategies and psychological adjustment 

have in different clinical groups • 

• 
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CHAPI'ER 8 

mE PAIN cx)PING QUESTIONNAIRE AS A MEASURE OF CHANGE 
-- -- -...;;.;;.;;=;;;; 

Recognition that chronic pain is a complex, neurophysiological, 

behavioural and psychological phenomenon have led to the develcpment 

of treatment programmes that combine a number of different approaches. 

Such treatment programmes have developed steadily since Fordyce (1973) 

first described a behavioural treatment for chronic pain based upon 

prinCiples of operant conditioning. The multi-modal approach aims to 

proctuce a maximally effective treatment package for chronic pain 

SUfferers utilising several treatment techniques to control as many 

Variables as possible. Al though there are many differences in the 

ltlake-up of individual programmes, all are based on the assumption that 

pain is a multi-dimensional phenomenon that requires a multi

diSCiplinary approach to treatment. Most programmes offer a variety 

of operant, respondent, cognitive~ educational approaches, either 

on an in-patient or out-patient basis (Swanson et al, 1976: Keefe et 

al, 1981; Roberts and Reinhardt, 1980, Newman et al, 1978; Chapman 

et al, 1981, Fordyce, 1973). Turk and Genest (1979) describe such 

approaches to treatment as:-

liB! underbuss, all-inclusive approaches". 

J\zrin (1977) argues that first an effective treatment package should 

be developed, then subsequently the value of its components should be 

stUdied. 
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The Pain Management pogramme, Walton Hospital, Liverpool, is an 

example of a multi-modal treatment for chronic pain sufferers. The 

rationale, aims and components of the treatment are described in 

detail in Olapter 3. This chapter is concerned with investigating the 

usefulness of the Pain Coping QuestiOnnaire as a measure of change in 

the evaluation of outcome for this treatment approach for chronic 

pain. 

Multi-modal treatment programmes that incorporate behavioural and 

cognitive techniques appear to help many chronic pain patients (Keefe, 

1982) • Many patients treated in such programmes have long histories 

of pain and repeated failures to respond to treatment. The chronic 

nature of their pain and pain-behaviour pattern does provide a 

baseline against which the positive results achieved can be compared. 

There have been a number of attempts to empirically evaluate outcome 

of . 
pa~n treatment programmes (Linton, 1986; ./U"Qno:ff. 1982 for 

reviews). Although initial results have been promising (Swanson et 
• 

al, 1976; Painter, 1980; Seres and Newman, 1976), many of the 

outccrne studies are beset with methodological problems which cloud 

interpretation (Broome, 1985; Aronoft:·, 1982; Keefe, 1982). These 

inclUde lack of objective outcome measures, lack of standardisation in 

treatment components, and failure to include control groups for 

C'Clttparison. Ar.moff.~ (1982), referring to the methodological problems 

inherent in research into the effects of Pain Treatment Programmes, 

states: 

"The first of these problems involves the recognition 
that the concept 'improvement in functioning' requires an 
analYSis of multiple factors and that for many of these 
factors at present no test exists which has been 
standardised, which has proven reliability and validity 
and for which norms have been developedll. 
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The lack of appropriate tests to measure changes following 

psychological intervention for chronic pain problems is further 

emphasised by Pearce (1984) who, commenting in a review of cognitive

behavioural treatments on the lack of empirical evidence to support 

efficacy of cognitive behavioural methc:xls for chronic pain management, 

states:-

"This is primarily due to the lack of adequate tests of 
cognitive-behavioural methods rather than the 
derronstration that the methods are ineffective ••• it is 
hoped future studies will consider development of outcome 
measures" • 

In general, the aim of most multi-modal pain treatments is to improve 

patients' ability to cope with pain and improve psychological 

adjustment. Unlike physical treatments, it is rarely the aim of 

P5ychological intervention to "cure" or remove or reduce the pain. 

Although many chronic pain treatment programmes emphasise teaching 

COgnitive and behavioural skills ~ increase the ability of patients 

to control pain, empirical data concerning the effectiveness of such 

treatment on the use of coping skills and adjustment are lacking. In 

a comprehensive review of psychological pain programmes, 'Monoff 

(1982) highlights only one study that attempts to use patients' 

ability to cope with pain as an outcome measure. 

Newman et al (1978) reported an l8-month follow-up of low back pain 

patients who had undergone a multi-modal pain treatment programme. 

This stUdy is notable in that it included as an outcome measure, 

infonnation pertaining to pain-intensity, mood and ability to cope. 

'!'he main findings were that although pain intensity was unchanged, 
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I'COst patients stated that they were better able to cope with 

COntinuing pain in the face of much higher activity levels and greatly 

reduced levels of analgesic drugs. Although an attempt to measure 

coping with pain was made, no standardised measures were used. Only 

canparatively recently have reports on the use of measures of coping 

to assess efficacy of cognitive, behavioural or operant behavioural 

treatments appeared in the literature (Turner and Clancy, 1986). 

Examination of the literature concerned with evaluating outcome of 

Psychological pain management programmes reveals studies weakened by 

methodological problems. One clear and consistent omission from the 

various outcome measures used, is a standardised reliable and valid 

measure of "coping with pain". This omission is particularly notable 

giVen the fact that improved ability to cope with the pain is the 

fundamental aim of most psychological treatment interventions for 

chronic pain. 

~ . . 
e Pain Coping Questionnaire is a measure of coping with pain that 

has been standardised on a large and representative group of chronic 

pain patients. The Pain Coping Scales appear to measure affective and 

COgnitive dimensions of pain experience, a~d are relatively 

independent of pain intensity in terms of sensory dimensions. This 

means it is likely to be particularly sensitive to the evaluation of 

PSYchological aspects of chronic pain. It broadly provides a measure 

Of attitUde to chronic pain and, to the extent that attitudes predict 

behaViour, it may be predictive of important pain-related behaviour. 

It is a reliable instrument (see Chapter 6), and there is some 

eVidence to support concurrent and construct validity in terms of 

other measures of pain experience, theoretical considerations and 
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clinical criteria (see Chapter 7). These properties suggest that the 

Pain Coping Questionnaire may represent an important additional 

outcane measure in the evaluation of treatment teachniques for chronic 

pain. 

Two empirical studies investigating the use of the Pain Coping 

Questionnaire as a measure of change are described. The first study 

is a repeated measure design comparing scores obtained by 22 

COnsecutive patients woo atterx'led the Pain Management Programme on the 

Pain Coping Questionnaire before and after treatment. The second 

study is a controlled outcome study using the Pain Coping 

Questionnaire, and standardised measures of mood, pain-intensity and 

acti vi ty ratings as outcome variables. 

~ OUTCOME STUDY 1. INVESTIGATION OF THE USE OF THE PAIN COPING ==.;;;..-. -----
9...tlESTIONNAIRE AS A MEASURE OF CHANGE IN AN UNCONTROLLED SINGLE GROUP -- - --

• 
§.: ~ Introduction 

The purpose of this study was to investigate whether the Pain 

Management Programme, Walton Hospital, Liverpool produced any changes 

in PSychological aspects of coping with chronic pain as measured by 

the Pain Coping Questionnaire. 

The Pain CoPing Questionnaire is a ·standardised measure. This enabled 
eX",rn;__ . 

-''-'4.1.d.tion of pre and post-treatment test scores on the Pain Coping 

Questionnaire to be compared with the standardisation sample. This 

may prOvide important information as to what type of patients are 
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being selected for treatment on the Pain Management Course and may be 

helpful as a first step in the development of psychological variables 

that could predict outcome. 

~ Methods 

§.Ubjects 

Subjects were 22 consecutive chronic pain patients who attended the 

Pain Management Programme, Waltbn Hospital, Liverpool. All patients 

Were attending Walton Hospital Pain Relief Clinic for treatment of 

chronic pain. They were selected for treatment on the Pain Management 

Progranme according to the following criteria:-

1. Had chronic pain. 

2. 

3. 

4. 

5. 

N::> improvement with conventional medical approaches. 

No likelihood of further benefit from physical methods in the 

OPinion of the Consultant in~in Relief. 

According to the Consultant in Pain Relief's judgement, likely to 

benefit from Pain Management Programme. 

Patients were willing to attend. 

Patients were excluded for the following reasons:-

1. 
Pain caused by malignant disease. 

2. 
Organic brain disease. 
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3. Severe psychiatric disturbance. 

4. OVer 70 years old. 

5. Unable to participate fully in the course for physical reasons. 

There were five males and seventeen females. Average age was 44.2 

years (SD = 9.7 years). Average duration of pain was 7.3 years (SD = 
5.7 years). 

No Subjects had participated in the standardisation study or had been 

expoSed to tb:! Pain COping Questionnaire in any other context prior to 

entering the study. 

~sures 

The Pain COping Questionnaire consists of five scales: General Coping 

Measure, Active Coping Strategies, Avoidance, Use of Drugs and Pain 

~cation Scales, and these were used as the outcome measures. 

Subject~ also completed a brief qu'stionnaire detailing demographic 

and pain characteristics and history. See appendix D2. 

!2::9cedures 

Patients who were selected for treatment on the Pain Management 

Prograntne attended the OUtpatient Clinic once a week before commencing 

the course. A preliminary interview was conducted when details of the 

COurse Were explained and any questions answered. Psychological and 
cl' , 

l.lll.cal background information was obtained. Patients were asked to 

CCtnplete the Pain COping Questionnaire and bring along the completed 

form on the first day of attendance the following week. All measures 

Were completed immediately following treatment. At the end of the 

295 



course, patients attended for an extra day for introduction to the 

self-help follow-up programme, and it was during this time that the 

Pain Coping Questionnaire was completed. In five cases this was 

inappropriate due to the distance patients had to travel and follow-up 

was returned by IX>st between one to three weeks following completion 

of the course. 

All treatment was conducted in a group format. Details of the 

treatment are given in Chapter 3. 

~ Results 

Frequency of "responses on marital status, employment, location of 

pain, onset of pain, frequency of pain and pattern of pain change over 

time, are shown in Tables 8.1 - 8.6. 

In order to determine whether there were significant changes in scores 

on the Pain Coping Scales befo~ and after treatment, paired

<X:rnparison t tests were performed for each on the scales. The results 

of this analyses are slx>wn in Table 8.7. The results revealed highly 

Significant differences on the General Coping Measure, Active Coping 

, Strategies, Avoidance and Use of Drugs Scales (p < 0.001 between pre 

and POSt-treatment scores). There were no significant changes in the 

SCOres on the Pain Communication Scale before and after treatment. 

In order to compare changes in scores between Pain COping Scales more 

clearly and to compare these scores with the standardisation sample, 

the raw scores were converted into standard scores based upon a mean 

Of 100 and a standard deviation of 115. See Appendix J. for details 
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'12\BLE 8.1 Frequencies of res};XIDses of marital status. 

FREX). % 

14 63 

1 4 

5 22 

SEPARATID 1 4 

DIVORCED 1 4 

22 
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TABLE 8.2 Frequencies of employment status. 

FRBJ. 

4 18 

EMPI.DYED PARI' TIME 4 18 

RETIRED 3 13 

2 9 

UNIM?I.DYID IlJE 'ID PAIN 6 27 

3 13 

22 

298 



TABLE 8.3 Frequencies of location of pain. 

5 23 

BFAD 1 4 

15 68 

MIss:rg; 1 

22 
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TABLE 8.4 Frequencies of circumstances of onset of pain. 

FRED. 

ACcrDENl' AT ID£ 3 14 

ACCIlEiIl' AT K>RK 7 32 

lUID Aa::IDENl' 2 9 

ror.r.am:G IlLNESS 

ror.r.am:G SUlGERY 1 4 

PAIN -JUST BEGAN" 6 27 

OIHER IWURY 3 13 

22 
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matE 8.5 Frequencies of reported pain. 

FRED. 

16 73 

6 27 

22 
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TAI3I:B 8.6 Pattern of pain change over time. 

FREO. 

11 50 

5 23 

6 27 

22 
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"mBLE 8.7 Measures for pain coping scales before and after 
treatment an Pain Management Course for 22 chronic pain patients. 

2-TAIL 
VARIABLE S.D t D.F PH>B. 

GEliJERAL 
<DPnG PRE-TREAT 61.5 13.5 4.16 21 < .001 
MEASORE POST-TREAT 71.7 15.8 

ACTIVE 
<DPDG PRE-TRFAT 39.3 5.5 4.48 21 < .001 
S".l'RAT.mIES POSr-TREAT 44.5 5.9 

AVO:rJll.\tCE PRE-TREAT 9.7 2.4 4.58 21 < .001 
POST-TREAT 6.5 3.5 

USE OF mu;s PRE-TREAT 10.9 3.4 5.4 21 < .0001 
POST-TREAT 8.2 2.5 

PAIN' 
<DH.ti- PRE-TREAT 12.5 2.3 1.19 21 0.249 
lCATICN POST-TRFAT 11.8 2.3 
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Fig.8.1 Mean standard scores on Pain Coping Questionnaire before 

mean 
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and after treatment on Pain Management Course. Standard 
scores based upon mean of 100 and standard deviation of 15. 
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of conversion of raw scores into standard scores. Fig. 8.1 shows mean 

standard scores on Pain COping Scales before and after treatment. 

Table 8.8 shows mean scale scores for the Pain Coping Scales for the 

group selected for for the Pain Management Programme (pre-treatment 

scores), a group of low back pain patients and a group of pain 

patients suffering f~ post-herpetic neuralgia. 

8.2d Discussion 

Examination of demographic and pain characteristics of the 22 patients 

selected for treatment in the Pain Management Programme reveals. a 

similar pattern to that found in the standardisation sample (Chapter 

4). There was a slightly higher proportion of females in the 

treatment group (77%), compared with the standardisation sample 

(66%) .There was an interesting difference in terms of onset of pain.· 

A much higher proportion of the patients in the treatment group 

reported pain-onset due to some kind of accident (55%), compared with 

the standardisation sample (28%). In the treatment group, 32% 

reported pain onset caused by an accident at work. Al though no 

infonnation as to whether patients were involved in litigation was 

available, this high figure suggests that compensation issues may be 

inp:>rtant. There was a similar level of disability reflected by the 

proportion of patients unemployed due to pain. Twenty-seven per cent 

of the treatment group were unemployed due to pain, compared with 22% 

in the standardisation sample. As with the standardisation sample, 

most patients reported pain in a fairly widespread location, with back 

pain being the single commonest reported site of pain. Seventy-three 

per cent of the treatment group reported continuous pain compared with 
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77% of the standardisation sample. With respect to pattern of pain 

dwmge over time, both 50% of the treatment group and the 

standardisation sample reported pain having increased since onset. 

~raphic and pain characteristics of the treatment group were 

similar to those found in the standardisation sample, on the measures 

taken. Sex distribution, age and duration of pain were similar. 

carparison of pre and post-test scores on the Pain Coping Scales show 

highly significant changes. Scores on the General Coping Measure 

increased following treatment. This suggests that treatment resulted 

in improvement in general ability to cope with pain, reduced affective 

disturbance and improvement in psychological well-being. Scores on 

Active Coping Strategies scale also increased significantly following 

treatment. This suggests that treatment resulted in increased beliefs 

in the use of active strategies to cope with pain and enhanced sense 

of control over pain. Scores on the Avoidance and Use of Drugs Scales 

significantly decreased following treatment. This suggests that 

treatment resulted in general weakening of belief that rest, avoidance 

and medication are helpful strategies in coping with chronic pain. 

There were no changes on Pain Communication scale before and after_ 

treatment. 

OVerall, the results suggest that the Pain Management Programme 

resulted in significant dwmges on affective and cognitive aspects of 

pain experience, and that these changes occurred in a positive 

direction. There was no control group against which to compare the 

results obtained, and this limits the interpretation on the findings. 

By virtue of referral to the Pain Clinic and their subsequent 

selection for the Pain Management Programme, all patients had long 
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histories of pain, had not been helped by many different treatments 

and were generally considered to be a difficult and recalcitrant group 

to treat. The fact that such large changes occurred in this group 

provides some evidence of the effectiveness of the treatment. 

The group of patients selected for treatment on the Pain Management 

Prograrrme were similar to the standardisation sample in terms of the 

usual criteria used to match groups such as pain history, duration, 

locaticn, sex distribution and age. The fact that the Pain Coping 

Questionnaire is a standardised instrument with established norms 

allows a comparison to be made between the group selected for 

treatment and the standardisation sample in terms of psychological 

characteristics measured by the Pain Coping Questionnaire. In the 

standardisation study (Chapter 5), it was found that patients who had 

attended the Pain Management Programme showed significantly higher 

scores on the Pain Coping Questionnaire when compared with patients 

who had not attended the Pain Management Programme. It was suggested 

that the reasons for this may have been due to selection effects, 

treatment effects or a combination of both. If the differences were 

entirely due to treatment effects, then one would expect pre-treatment. 

standard scores for a group 6f patients selected for the Pain 

Management Programme to be fairly close to the mean. If, on the other 

hand, the differences were due entirely to selection effects, one 

would expect pre-treatment scores for such a group to differ from the 

mean in the direction shown in the standardisation study. Le. in a 

positive direction. 

Table 8.8 shows mean standard scores for the group selected for 
.. 
treatment (pre-treatment scores), a group of chronic low back pain 
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'I2\BLE 8.8 Mean Standard scores on pain coping scales for chronic 
low back pain, post herpetic neuralgia and pre-treatment sample. 
SCOres are based upon mean of 100 and standard deviation of 15. 

VARIABLE amcm:C IDIl l'C:Br BERPEl"IC PRB-'J.'RFA'IME 
IWX PAIN NElJRAIGIA SN§'LE 

N=20 N=2S N=2S 

GmERAL 
(l)PDJ:; MEASURE 100 110 104 

ACl'IVE 
(l)PDJ:; S':l'RATEnIES 95 97 108 

AVOIllANCE 97 93 78 

lEE OF DROOS 95 95 94 

PAIN 
<DMlNIC'ATIW 97 105 99 
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sufferers and a group of patients suffering with post-herpetic 

neuralgia. These latter groups represent predominantly functional and 

"organic" pain syndromes, respectively. All scores are based upon a 

nean of 100 and a standard deviation of 15. 

Inspection of pre-treatment standard scores for groups selected for 

the Pain Management Programme reveals that not all scale scores are 

close to average. Although the General Coping Measure, Use of Drugs 

and Pain i~~tge Scales are fairly close to the mean, Active 

Coping strategies and Avoidance Scales are not. Active Coping 

Strategies Scale is higher than average and Avoidance Scale is 

considerably lower than average, being over one standard deviation 

below the mean. These findings at least raise the question that 

patients selected for treatment on the Pain Management Programme are 

not representative of a large sample of chronic pain patients in 

general, at least in terms of belief in the .use of positive and 

negative pain-coping strategies. It appears that for the present 

sample, patients are being selected for treatment who hold relatively 

strong beliefs in the use of positive strategies and relatively weak 

beliefs in the use of negative strategies compared to the 

standardisation sample. 

There are several possible reasons for this. One obvious explanation 

is that cancer patients with severe physical problems were included in 

the standardisation sample, and that medical reasons may account for 

the differences in profiles. It is possible that patients suffering 

from cancer or other serious physical diseases, develop stronger 

beliefs in the use of negative strategies and weaker beliefs in the 

iise of positive strategies. As patients with cancer are excluded from 
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the Pain Management programme, then one might expect those patients 

who are included to show relatively higher scores on scales measuring 

positive strategies and lower scores on scales measuring negative 

strategies. Whilst this is a possible explanation, there are 

UXlications that other factors are involved. 

Inspection of the standard scores in Table 8.8 shows a comp:t.rison with 

two common pain syndromes. Neither of these groups have cancer, and 

yet - unlike the groups selected for treatment on the Pain Management 

Progranme - they still have profiles fairly close to the mean. The 

chronic low back pain patients would typically be considered to be 

suitable patients for treatment on the Pain Management Programme, 

given the expected degree of psychological overlay. The fact that 

beliefs in coping strategies are quite different in the group of 

patients actually selected for treatment, suggests that the 

differences are not solely due to physical conditions or diagnosis, 

and raise the possibility that selection effects are important. 

In some respects, it is possible that only patients who already have 

beliefs in the use of positive strategies are likely to accept 

treatment on the Pain Management Programme. The treatment is 

demanding in time and commitment. Some patients may simply not 

believe it could help and refuse to accept treatment. This may bias 

the group who are selected for treatment in favour of stronger beliefs 

in the use of positive strategies. 

Treatment is not compulsory and patients are selected for treatment 

after the Pain Management Programme has been explained in detail by 

the Consultant in Pain Relief. Patients completed the Pain Coping 
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Questionnaire after this explanation and before attending the course. 

It is p:>ssible that this interview subsequently influenced beliefs in 

the use of certain strategies. The fact that, p:>ssibly for the first 

time, a doctor has suggested that the patient should take a more 

active and responsible role in managing pain may have influenced these 

beliefs. It has already been demonstrated that both Active Coping 

Strategies and Avoidance Scales are related to beliefs in attributions 

of control to ''powerful others II , a scale from the Mul ti-dimensional 

Health Locus of Control Scale (Wallston & Wallston, 1978). (See 

Chapter 7). This means that patients who have strong beliefs in the 

control of IIPowerful Others ll are likely to be readily influenced by 

the advice of doctors whether the advice is to IIrest and take the 

medicationll or to "keep active and stop taking medicationll• One would 

expect that, in at least a proportion of patients in the present 

group, the advice given on the preliminary interview, might have 

changed certain beliefs. It may be relevant that although scores on 

the Active Coping Strategies and Avoidance Scales were in the p:>sitive 

direction, scores on the General Coping Measure were close to the 

mean, and this probably reflects a low level of psychological 

adjustment. It is possible that the belief in positive strategies 

were recently acquired and had not been established long enough to 

effect change in behaviour and subsequent improvement in psychological 

adjustment. 

The process whereby patients were selected for treatment inclu1ed the 

Consultant in Pain Relief's judgement that patients would be helped by 

the Pain Management Programme. IIJudgementll,in this context, referred 

to clinical judgement and was not a standardised procedure. It is 

possible that this aspect of the selection process was biased in 
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favour of selecting patients who showed certain beliefs in the use of 

positive strategies. It is feasible that the Pain Coping 

Questionnaire has picked up and measured psychological dimensions that 

have hitherto been in the rather vague and undefined domain of 

"clinical judgement". One might speculate that in this context, 

clinical judgement that patients would benefit from attendance on Pain 

Management Programmes, may simply mean that patients have high scores 

on Active Coping Strategies, low scores on Avoidance, with average 

scores on General Coping Measures compared with the standardisation 

sample. 

It is, of course, possible that some combination of these explanations 

may apply or that none are relevant and that the pre-test 

psychological profiles obtained represent a chance finding. Further 

studies of the Pain Coping Questionnaire in patients selected for the 

Pain Management Programme would be interesting to examine if a similar 

pattern emerges. 

The present study represents the first step in evaluating the Pain 

Coping Questionnaire as a measure of change. Whether the patients 

were ''prepared II or ''not'' for the treatment, highly significant changes 

in the dimensions studied were fotmd. Results show that four of the 

five scales from the Pain Coping Questionnaire were sensitive to 

change. These were General Coping Measures, Active Coping Strategies, 

Avoidance and Use of Drugs Scale. No significant changes were found 

on the Pain Communication Scale, and this study provides yet further 

evidence that this scale is probably not measuring any meaningful 

psychological dimension. Although the findings are suggestive of the 

effectiveness of the Pain Management Programme in producing changes in 
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affective and cognitive dimensions of chronic pain, only limited 

conclusions can be drawn with respect to treatment evaluation. It is 

rot clear what components of treatment or, indeed, in the absence of a 

control group, whether arry aspects of the Pain Management Programme 

\\'ere important in producing change. Controlled outcome studies, with 

additional outcome measures, including objective indices of behaviour, 

pain intensity and affect, are required to further evaluate the Pain 

Management Programme. 

8.3 OUTCOME STUDY ~ INVESTIGATION OF THE USE OF THE ~ COPING 

QUESTIONNAIRE ~ ~ MEASURE 2!: CHANGE IN ~ CONl'ROLLED OUTCOME STUDY 2!: 

A MULTI -M:>DAL PAIN .MANAGEMENT PROORAMME WITH WAITIID g§'! CX>NTIDL ~ 

8.3a Introduction 

The purpose of this study was to investigate how the Pain Coping 

Questionnaire functions as a measure of change in relation to other 

outccme variables in a controlled outcome study of the Pain Management 

progranme,Walton Hospital. It represents a replication and further 

developnent of OUtcome Study 1 (see paragraph 8.2). 

Selection of outcome variables was constrained for practical reasons 

by the need to use instruments that were appropriate for postal 

administration. This meant a reliance on self-report measures. A 

canpranise had to be struck between the development of an acceptable 

and manageable battery of self-report measures that reliably assessed 

iJ:rlIx>rtant variables without losing relevant information.' In addition 

to the Pain Coping Questionnaire, measures were sought to assess pain 

'intensity, psychological adjustment, pain behaviour and activity 
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levels. 

There are general problems in finding suitable control groups for this 

type of study, and these are mainly associated with assumptions about 

the comp:u-ability of groups. ArCJ:>nOff (1982) states:-

"The possibility of finding patients who are acceptable 
for treatment and probably would successfully participate 
in in a Pain Unit Programme but do not, seems almost 
inp::>ssible" • 

A waiting list group was used as the control group against which to 

compare the effects of treatment on outcome variables. Selection 

criteria for attendance on Pain Management Programmes was fairly 

broad, and not confined to patients suspected of having a large 

psychological comp:>nent to their :,:l:;lj:ui!fIl,,, This meant that it was fairly 

easy to find an equivalent group, at least in terms of age, duration 

of pain, pain history, pattern and intensity. Whether such a group is 

equivalent in psychological dimensions is less clear. The Pain Coping 

Questionnaire, in standard form, provides a way of examining 

equivalents in cognitive and affective dimensons of pain experience 

between the groups. 

8.3b Methods 

Subjects 

Subjects were 52 patients suffering with chronic pain. Twenty-two 

patients were selected for the treatment group. Thirty patients were 
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selected Dor the waiting list control group. Criteria Dor selection 

Dor treatment group is outlined in paragraPh 8.2(a). 

The waiting list control group comprised of new referrals of chronic 

pain patients to the Walton Hospital Pain Clinic, who could not be 

offered appointments during the course of the study. Clinical details 

of the patients on the waiting list were inspected, and any patients 

who had any exclusion criteria (see paragraph 8.2b) for attendance on 

the Pain Management Programme, were not included in the control group. 

N:> subjects had participated in a standardisation study of the Pain 

Coping Questionnaire, or had been exposed to the Pain Coping 

Questionnaire in any other context. 

Measures 

See appendix H for details of the Dollowing. outcome measures used. 

1. Demographic characteristics; age, sex, marital status, 

employment status. 

2. pain history, duration, onset, location of pain. 

3. The Pain Coping Questiormaire. See Appendix D2. 

4. Pain intensity was assessed by the McGill Pain Questionnaire, 

(Melzack, 1975). The pain rating index for sensory, affective, 

evaluative and total categories, and the number of words chosen, 

were used to provide an assessment of pain intensity. 
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5. Psychological adjustment and mood were assessed by the Leeds 

Scale for self-assesment ofaxiety and depression (Snaith, 

Bridge and Hamilton, 1976). This is a valid and reliable self

report measure that yields separate scores for depression and 

~iety. Scores above six to seven on both scales are 

considered to be cut-off points for clinical conditions. 

6. Activity was assessed by a self-report activity rating scale 

(Grimshaw, 1986). This provides a measure of the difficulties 

patients experience in performing everyday activities and a 

measure of the frequency that such activities are performed. 

SUbjects are required to rate sixteen different behaviours, 

representative of activities of daily living, on a five-point 

scale indicating the degree of difficulty patients experience 

when performing the behaviours. The sum of the ratings provides 

an overall measure of the difficulties in: performing everyday 

activities. Subjects are also required to rate the frequency 

that the behaviours have been performed over the previous week 

(and, in some behaviours, over the previous month). The 

frequencies are summed, and this gives an estimation of recent 

activity levels. 

7. Present pain intensity was assessed by asking subjects to rate 

present pain on a 0-100 scale, with verbal anchors: "no pain", 

"very mild pain", "fairly mild pain", "fairly severe pain", "very 

severe pain", "worst imaginable pain". 

Procedures 

All patients in the treatment group were interviewed one week before 
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the Pain Management Programme commenced. Clinical and psycholO:Jical 

infonnation relevant for the treatment was obtained, and any issues 

that were unclear to the patient were clarified. Patients were given 

a bundle of questionnaires to complete at home, and asked to return 

the completed questionnaires when they attended the course. All 

measures were completed following treatment. Patients were given the 

same bundle of questionnaires on their last day of attendance and 

asked to complete the questionnaires one week after finishing the 

course and return the questionnaires by post. Patients in the waiting 

list control group were contacted by post. The purpose of the study 

was explained and they were asked to participate by completing the 

enclosed questionnaires. They were contacted by post following a 

four-week waiting list period and asked to complete the questionnaires 

for a second time. 

Treatment was conducted in a group format. Details of the treatment 

are discussed in Chapter 3. 

8.3c Results 

Of the 22 patients selected for treatment, five dropped out and seven 

failed to return the follow-up questionnaires. Of the waiting list 

control group, 26 of the 30 patients who completed the initial 

questionnaire returned the follow up questionnaire. Complete data 

were obtained for 10 patients in the treatment group and 26 patients 

in the control group. 

There were seven females and three males in the treatment group and 16 

·females and 10 males in the control group. Mean age for the treatment 
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TABLE 8.9 Marital status for treatment and control groups. 

4 14 

6 

2 2 

DIVORCED 2 3 

SEPARM."lm 2 1 

Chi-square = 7.03 D.F = 5 P = 0.21 (NS) 
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'mBLE 8.10 Drployment status for treatment and control groups. 

1 1 

EJI?UMm PARI' TIME 1 

6 

REl'IREO 3 3 

tJNIM:lIDYED mE 'ro PAIN 4 14 

2 1 

Chi-square = 9.3 D.F = 5 p = 0.09 (NS) 
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TABLE 8.11 Circumstances of onset of pain for treatment and control 
groups. 

NX-I DEN!' AT ID£ 3 

AO:JDml' AT ~ 7 

KW> ACCICE'ill' 1 

~ILI.NESS 

EOt.lQf.IR; stJOOERY 2 4 

PAIN -JUST BmN!t' 4 10 

C7l'HER IHJURY 3 2 

Chi-square = 9.1 D.F = 5 p = 0.10 (NS) 
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'mBLE 8.12 1Dcation of pain for treatment and control groups. 

5 20 

1 2 

1 1 

1 

1 3 

1 

Chi-square = 10.15 D.F = 8 p = 0.25 (NS) 
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group was 49.7 years and mean age for the control group was 48.3 

years. Mean duration of pain in the treatment group was 13.2 year and 

duration of pain for the control group was 11.4 years. There were no 

differences in sex distribution (chi-square = .53; P = .767) age (F = 

0.22; p = .86) and duration of pain (F = 0.098; p = .9) between the 

two groups. 

Marital status, employment, onset of pain, location of pain for 

treatment and control groups are shown in Tables 8.9 - 8.12. There 

were no differences between the two groups in terms of frequencies of 

responses on these variables. 

Mean scores and standard deviations obtained by the treatment and 

control groups before and after treatment for the Pain Coping 

Questionnaire, Leeds Depression and Anxiety Scales, Anxiety self-

report and McGill Pain Questionnaire are shown in Tables 8.13 - 8.16. 

The data were analysed using repeated measure ,rm.i:.\"@:r::t.ate, .. analysis of 

variance. Three effects were examined. Between subjects source of 

variation was the effect due to the grouping factor ("Groups")and 

examines any overall differences between the treatment and control 

groups. Two effects due to within subjects source of variation were 

examined. Occasion tested ("occasion ") examines any differences 

between pre and post-test scores. The group by occasion interaction 

("Groups by occasion") examines the interaction between the grouping 

. effect and differences between pre and post-test scores. This effect 

examines whether any changes in scores between the two occasions is 

consistently related to membership of treatment or control groups • 
.. 
Results of these analyses for the Pain Coping Questionnaire, Leeds 
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TABJ:E 8.13 . Means and standard deviation for pain coping scales for 
trea~ and control groups before and after treatment. 

~ ~ 
MEAN S.D MEAN S.D 

GI!EERAL 
CDPDG TREAT. 55.8 13.5 65.6 14.0 
M!'ASURE Cl)N'l'IDL 51.5 15.4 51.5 15.5 

ACl'lVE 
CDPDG TREAT. 39.4 7.6 40.1 10.2 
STRATAGIES Cl)N'l'IDL 34.2 6.7 33.7 6.6 

AVO~ TREAT. 14.5 2.7 11.4 2.7 
CONTROL 15.3 3.4 15.6 2.6 

tEE OF DlUiS TREAT. 10.5 3.9 8.4 2.8 
Cl)N'l'IDL 14.2 3.6 13.9 3.4 

PAIN 
<nM.lN- TREAT. 12.4 2.9 11.0 3.1 
lCATICE CONTROL 13.5 2.8 12.8 3.0 
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TABLE 8.14 Means and standard deviations for scores on "Leeds" 
depression and anxiety scales for treatment and control groups 
before and after treatment. 

DEPRESSICti TREAT. 
CDNTROL 

TREAT. 
<DNTROL 

PRB-TRF.MH!Nl' 
MFAN S.D 

9.9 
10.6 

7.3 
8.3 

4.8 
3.6 

5.2 
4.4 
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~ 
MFAN S.D 

7.3 
11.2 

5.5 
8.4 

3.9 
3.3 

3.7 
4.2 



'D\BI:E 8.15 Means and standard deviations for scores on "Activity 
difficulty" and "Activity frequency" self-report questionnaires for 
treatment and control groups before and after treatment. 

JtCrJYrrf 
DIFFIaJLTY 

TREAT. 
CDNTROL 

TREAT. 
a:Nl'RDL 

61.6 
68.8 

48.4 
54.8 

19.8 
25.2 

30.6 
43.8 
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~ 
MEAN S.D 

54.4 
71.5 

46.2 
40.5 

21.4 
23.2 

24.2 
26.6 



TABLE 8.16 Means and standard deviations for scores on McGill Pain 
Questionnaire for treatment: and dOntrbl groups before and after 
treatment. Scales used were numbers of words chosen (NWC), pain 
rating index-sensory (PRI-S), pain rating index-affective (PRI-A), 
pain rating index-evaluative (PRI-E), pain rating index-total (PRI
T) and present pain intensity (PPI). 

~ ~ 

MEAN S.D MEAN S.D 

TREAT. 7.7 6.2 9.6 4.9 
·G0NTROL· 9.5 5.3 10.1 5.2 

PRI-S TREAT. 10.7 9.5 11.5 7.9 
~ ' .', 13.5 7.9 14.5 7.3 

.- "---- --

PRI-A TREAT. 2.6 2.3 2.9 2.3 

cfJmiR6£ 2.8 2.9 3.0 2.8 

PRI-E TREAT. 1.7 1.6 2.2 1.5 
roNTR0L 2.6 1.9 3.4 1.4 

PRI-'l' TREAT. 17.9 13.6 20.3 10.7 
CONTRoL 23.3 12.9 25.4 12.7 

PPI TREAT. 17.9 13.6 20.3 10.7 
~ 23.3 12.9 25.4 12~7 
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Depression and Anxiety Scales, Self-report Activity Measure and McGill 

Pain Questionnaire are shown in Tables 8.17 - 8.20. 

On the General Coping Measure from the Pain Coping Questionnaire, 

there was no significant overall group effect. There was a 

significant effect in terms of source of variation due to oQcasion 

tested (F = 8.87 with 1,25 df: p < .01) and a significant interaction 

between group and occasion tested (F =-9.04 with 1, 25 df: p < .01). 

This means that there was a significant difference between pre and 

post-test scores on the General Coping Measure Scale and that this 

difference was related significantly to the grouping factor, i.e. 

membership of treatment or control group. 

There was a significant overall group effect on the Avoidance Scale (F 

= 6.15 with 1, 34 df: p < .05). There was also a significant effect 

of occasion tested (F = 11.02 with 1, 34 df: P < .005) and a 

significant interaction between occasion tested and grouping factor (F 

= 14.84 with 1, 34 df: P < .001). This shows that pre- and post

treatment scores an the avoidance scale were significantly different 

-and that this difference was related to the grouping factor. 

On the Use of Drugs Scale there was a significant group effect (F = 

6.15 with 1, 34 df: p < .05), a significant effect due to occasion 

tested (F = 11.02 with 1, 34 df: P < .005) and a significant 

interaction between occasion tested and grouping factor (F = 6.6 with 

1, 34 df: p < .05). 

'!here were no significant effects on the Active Coping Strategy Scale, 

al~ugh the group effect approach~'fignificance (F = 3.74 with 1, 28 



mBLE 8.17 Repeated measure ;rl,\i1:j;~a~@: analysis of variance. for 
Pain Coping Questionnaire. 

&XJRCE OF SlM OF SIG. 
VARIATICE fQ.JABEs. D.F F OFF 

CDERAL GROUPS 790.1 1,25 1.82 .189 
<DPIm occ.ASION 223.4 1,25 8.87 .006 
MIW)(JRE GPS X occ.ASION 227.8 1,25 9.04 .006 

ACl'IVE GROUPS . 362.0 1,28 3.74 .063 
<DPIm occ.ASICN 0.15 1,28 0.02 .900 
STRAT1!X7IES GPS X occ.ASICN 3.82 1,28 0.41 .526 

AVOIIJ\NCE GROUPS 93.9 1,34 6.15 .018 
occ.ASION 29.7 1,34 11.02 .002 
GPS X occ.ASICN 40.1 1,34 14.84 .000 

lEE OF J:lR.:G.q GROUPS 272.5 1,31 11.74 .002 
occ.ASION 18.9 1,31 11.50 .002 
GPS X occ.ASICN 10.9 1,31 6.60 .015 

PAIN GROUPS 31.3 1,33 2.02 .165 
CXHI.1N- occ.ASION 16.6 1,33 9.24 .005 
ICATICE GPS X occ.ASICN 1.4 1,33 0.81 .374 
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TABlE 8.18 Repeated measure !!In.~,,*ciU7.tat..1 .. ·; analysis of variance for 
Leeds Depression and Anxiety scales. - . 

LEml3 
D'EPRm)SICIf 

SlJRCE OF 
VARIATICIf 

GROUPS 
occ.ASICN 
GPS x OCCASION 

GROUPS 
OCCASICN 
GPS x occ.ASION 

SlM OF 
fQJARES 

77.95 
14.22 
37.33 

56.8 
10.72 
12.72 
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D.F 

1,34 
1,34 
1,34 

1,34 
1,34 
1,34 

F 

2.78 
5.67 

14.89 

1.70 
2.33 
2.76 

BIG. 
OFF 

.105 

.023 

.000 

.201 

.136 

.106 



TABlE 8.19 Repeated measure.W'#~;~aliqttlt;, analysis of variance for 
self report activity measures. 

ACrIVr1'Y 
DIFFICllLTY 

SCllRCE OF 
VARIATIW 

GRaJPS 
OCCASICN 
GPS x OCCASICN 

GRaJPS 
OCCASION 
GPS x OCCASION 

S(M OF 
fQlARES 

1639.5 
8.2 

171.5 

1.5 
845.8 
454.4 
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D.F 

1,34 
1,34 
1,34 

1,26 
1,26 
1,26 

F 

1.73 
.06 

1.22 

.00 
1.67 

.90 

SIG. 
OFF 

.197 

.810 

.277 

.977 

.208 

.353 



'D\BLE 8.20 Reapeated measuresi~~;¥~i~;~~ analysis of variance for 
McGill Pain Questionnaire. Scales used were pain rating index
sensory (PRI-S), pain rating index-affective '(PRI-A), pain rating 
index-evaluative (PRI-E), pain rating index-total (PRI-T), number of 
words chosen (m-£) and present pain intensity (PPI). 

MFASURE SXJRCE OF SlM OF BIG. 
VARIATICN fQJARES D.F F OFF 

GROUPS lB.l 1,34 .42 .520 
OCCASION 22.B5 1,34 1.54 .223 
GPS x OCCASION 5.96 1,34 .40 .531 

PRI-S GROUPS 123.1 1,34 1.37 .249 
OCCASICN 12.2 1,34 .33 .571 
GPS x OCCASICN 0.2 1,34 .01 .941 

PRI-A GROUPS 0.4 1,34 .03 .B62 
OCCASION O.B 1,34 .23 .634 
GPS x OCCASION 0.1 1,34 .01 .917, 

PRI-E GROUPS ,15.9 1,34 4.B6 .034 
OCCASION 5.B 1,34 2.46 .126 
GPS x OCCASION 0.3 1,34 0.11 .742 

PRI-T GROUPS 397.5 1,34 1.67 .206 
OCCASICN 74.9 1,34 0.90 .350 
GPS x OCCASION 0.22 1,34 0.00 .959 

PPI GROUPS 1663.8 .1,34 2.9 .097 
OCCASION 1.0 1,34 0.00 .960 
GPS x OCCASION 64.64 1,34 0.B6 .360 
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df; p = .063) • There were no suggestions of any trend towards 

significant differences between pre and post-test changes or 

interaction effects. 

en the Pain Communication Scale there was no significant group effect. 

There was an effect due to occasion (F = 9.24 with 1,33 df; P < .005). 

There was no significant interaction between occasion tested and the 

grouping factor. This means that although there were significant 

changes betwen pre and post-test scores on the Pain Communication 

Scale, the changes in scores were not related to the grouping effect 

and therefore could not be considered to be related to treatment. 

On the IJaeds Depression Scale, there was no significant overall group 

effect. There was a significant effect due to occasion tested (F = 

5.67 with 1, 34 df; P < .05) and a significant interaction between 

occasion tested and grouping factor (F = 14.89 with 1,34 df; p<.001). 

No significant effects were found on the anxiety scale. 

No significant effects were found on the self-report activity 

measures. 

On measures of pain intensity, there was a significant overall group 

effect of PRI-E of the McGill Pain Questionnaire (F = 4.86 with 1, 34. 

df; p < .05). There were no significant effects due to occasion 

tested or interaction between occasion and grouping factor. There 

were no other significant findings on other measures of pain 

intensity • 

.. The equivalence of the treatment and control groups in terms of pre-

332 



TABI:.E 8.21 One way analysis of variance comp3.Tison of pre-treatment 
experimental and control- grouyps on psychological variables. 

VARIABLE SlM OF 
&JJARES F RATIO F PRlB. 

GENERAL CDPnG MEASURE 100.7 .46 .49 

ACl'lVE CDPnG 8.l'B1dB;nE 271.6 5.18 .02 * 

AVOIDAR:E 5.6 .53 .47 

OOE OF I:R:m 72.6 5.21 .02* 

PAIN aJKJNICATICN 7.5 .92 .34 

I..EFD3 DEPRm3SICN 3.7 .23 .63 

LEfDS ANXlEl'Y 7.9 .36 .54 

ACl'IVI'l'Y DIFFIaJL'l'Y 375.2 .65 .42 

ACl'lVITY~ 320 .21 .65 

22.4 .72 .39 

PRI-S 56.6 .81 .37 

PRI-A. .31 .03 .84 

PRI-E 6.1 1.74 .19 

PRI-T 208 1.2 .27 

PPI 536 2.2 .14 

* .. P < 0.05 
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~a~t psychological variables was examined by comparing 

pretrea~t scores for the treatment and control groups. Table 8.21 

~ the results of one-way analyses of variance for all 

psycholo;ical variables evaluated. Significant differences were fou.rxl 

on the Active Coping Strategies Scale (F = 5.18: p < .05) and use Use 

of Drugs Scale (F = 5.21: p < .05) between the treatment and control 

groups. 

8.3d Discussion -

The results show that the Pain Management Programme has a significant 

effect on certain scales of the Pain Coping Questionnaire compared 

with the waiting list controi group. Scores on the General Coping 

Measure increased significantly following treatment. This suggests 

that the Pain Management Programme reduced psycholo;ical disturbance 

and improved patients ability to cope with pain from an emotional 

IX>int of view. The significant changes found in the Leeds Depression 

Scale provide further evidence that the programme significantly 

inproves psycholo;ical well- being, by reducing depression. Treatment 

also resulted in significant changes on scores on the Avoidance and 

Use of Drugs Scales. Both of these scales measure beliefs in the use 

of what could be considered to be negative pain coping strategies such 

as avoidance, rest, inactivity and medication usage. Treatment· 

resulted in beliefs that these strategies were less helpful in coping 

with pain. Treatment did not have any significant effect on anxiety, 

activity self-report measures or any measures of pain intensity. 

OVerall, the main effect of treatment was to improve psychological 

adjus~t and change beliefs in the use of certain strategies for 

" coping with pain. 
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'!be current findings are consistent with the findings from outcome 

study 1 (see paragraph 8.2). Unlike the findings in outcome study 1, 

no changes were found on the Active Coping Strategies Scale as a 

result of treatment. As found in outcome study 1, treatment did not 

have any significant effect on the Pain Communication Scale. This 

scale remains of questionable validity. 

The overall findings are consistent with reports in the literature 

that pain management programmes improve depression, attitudes to 

illness, activity levels and decrease reliance on medication (large, 

1985~ Herman and Baptiste, 1981~ Khatami et aI, 1979; Seres and 

Newnan, 1976). The lack of any evidence of change in activity levels 

in the present study is difficult to interpret given the crude 

assessment device used, the questionable validity of self-report 

activity measures and the lack of follow-up data. Although no 

objective measures of activity or medication were taken, scales 

measuring beliefs in activity (Avoidance and Use of Drugs) did change 

significantly following treatment. As beliefs frequently predict 

behaviour, the present results can be seen as consistent with current 

findings. At present, it is largely a matter of faith that the Pain 

Coping Scales predict behaviour and, in this context, follow- up 

measures of the Pain Coping Scales in conjunction with objective 

behavioural indices are required. 

'!bere was a large drop-out rate from treatment and a proportion of 

patients who did complete treatment failed to return the follow up 

questionnaires. Unlike outcome study I when patients completed the 

" follow up questionnaires in clinic, patients were asked to return the 
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questionnaires by post. This would be expected to result in a slight 

falloff in follow-up data. Whatever the reasons for the drop-out 

rate and the failure of patients to return the questionnaires, the 

findings from the present study must be interpreted with caution. It 

is possible that patients who dropped out or did not return the 

questionnaire were not helped by the Pain Management Programme and, as 

a result, they did not feel inclined to participate further in the 

study. Excluding these patients from the analysis may bias the 

results in a positive direction and imply the Pain Management 

Progranme is more effective than it actually is. This weakens any 

conclusions drawn with respect to the efficacy of the Pain Management 

Progranme on the basis of the results presented. 

The treatment and control groups were equivalent in terms of age, 

duration of pain intensity and mood-ratings, using standard measures. 

There were some differences in terms of scores on the Active Coping 

Strategy Scale and Use of Drugs Scale of the Pain Coping 

Questionnaire. Patients selected for treatment had significantly 

higher scores on the Active Coping Strategy Scale compared with the 

control group. This means they have stronger beliefs iIi the use of 

positive strategies to cope with pain, such as exercise, relaxation or 

distraction. Patients in the control group have stronger beliefs in 

the helpfulness of drugs to control pain. This is, perhaps, not 

surprising given that patients in chronic pain awaiting treatment are 

likely to rely on drugs to help in the absence of any other advice or 

treatment. 

The pre-treatment differences in beliefs between the treatment and 

control groups, despite their equivalence in terms of depression, 
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Fig.8.2 Mean standard scores for pain coping scales for two groups 
selected for treatment and a waiting list control group. 
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anxiety, pain history and pain intensity, may have important 

implications in terms of response to treatment. It was not possible 

for clinical and practical reasons in the present study to randomise 

subjects to treatment or control groups. The findings on the Pain 

Coping Scales highlight the need for randomisation even when the 

groups awear equivalent in terms of commonly accepted criteria. 

In outcome study 1, it was noted that pre-test Pain Coping Scale 

standard scores for the patients selected for treatment on the Pain 

Management Course were different from the mean. Patients selected for 

treatment showed relatively stronger beliefs in the use of positive 

coping ~trategies when compared with the standardisation sample. 

Figure 8.2 shows pre-test Pain Coping Scale standard score profiles 

for the groups selected for treatment on Pain Management Programme 

from outcome study 1 and outcome study 2, compared with scores from 

the waiting list control group. 'the two groups selected for treatment 

have similar profiles, in that both have elevated scores on Active 

Coping Strategies scale. The similarities between the two profiles 

suggest that the findings are not simply due to random effects. It 

appears that a certain level of belief in the use of positive pain 

coping strategies is associated with selection for treatment on the 

Pain Management Programme. 

8.4 CONCLUSIONS 

The aim of the outcome studies was primarily to investigate whether 

the Pain Coping Questionnaire was sensitive to change and therefore 

suitable for use as an outcome measure. Evaluation of efficacy of the 

Pain Management Programme was not a central objective given that the 
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main outcome measure was in the development stage. It was for this 

reason that extensive follow-up data was not obtained. Although the 

results strongly suggest that the treatment had positive effects, the 

lack of follow-up data limits any conclusions with respect to long 

term effectiveness of the Pain Management Programme. 

The results from two empirical studies investigating the use of the 

Pain Coping Questionnaire as an outcome measure demonstrated that with 

the exception of Pain Communication, the Pain Coping Scales are 

measuring important psychological dimensions that are sensitive to 

change. Significant changes in dimensions measured by General COping 

Measure, Active Coping Strategies, Avoidance and Use of Drugs scales 

in the directions predicted were found. Treatment appeared to result 

in improved psychological adjustment and more adaptive use of pain 

coping strategies. These findings suggest that the Pain Coping 

Questionnaire is likely to be a useful additional outcome measure in 

the evaluation of psychological treatment for ·chronic pain. 
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CHAPI'ER 9 

9.1 MAIN FINDIN3S 

The Pain Coping Questionnaire is a standardised instrument that was 

designed to measure how people in chronic pain cope with their 

problems. It~ Wcifs;:~'}~ directly from studying the responses of 298 

chronic pain patients who were attending a large Sri tish Pain Clinic. 

Developmental studies of the questionnaire have revealed it is a 

reliable and valid instrument with sound psychometric properties. It 

has provided information on the structure of coping with chronic pain 

as well as having practical applications in the assessment and 

pl~ of treatment. To the authors knowledge no similar 

ins~t has been previously developed. The Pain Coping 

Questionnaire represents an original contribution that is likely to 

have broad applications in the psychological assessment and treatment 

of chronic pain. 

With respect to the structure of coping with pain, four 

psychologically meaningful scales have been constructed based upon 

principal com~ent factor analysis of responses from the original 65 

item questionnaire. A clear separation emerged between a factor 

measuring the emotional consequences of pain (General COping Measure 

scale) and behaviour and cognitive strategies that were adopted to 

cope with pain (Active COping Strategies, Avoidance and Use of Drugs 

scales). This basic structure of the questionnaire corresponds to 

accepted notions of what "coping" refers to. COhen and Lazarus (1979) 
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define coping as:-

"Efforts, both action-orientated and intrapsychic, to 
manage environmental stresses and/or to regulate the 
arotions caused by the stress". 

There are two aspects to coping, the actions that are performed, and 

how effective those actions are in regulating emotion. The Pain 

Coping Questionnaire measures both the types of strategies adopted to 

cope with pain and how effective those strategies are in terms of 

regulating or controlling the emotional aspects of pain. 

The General Coping Measure is a measure of emotional and psycho-social 

disturbance .that may. occur. as a consequence of chronic pain. It 

measures how successful the coping strategies are in reducing or 

controlling emotional distress generated by chronic pain. To some 

extent, it contains items similar to those found on traditional 

measures of anxiety, depression and affective disturbance and this 

\tJOuld be expected as all measures of psychological distress are likely 

to be related. The main advantage of the General Coping Measure over 

other measures commonly used is that it has been standardised and 

developed directly from study of a chronic pain popula~ion. This 

means that it is likely ~ be a much better instrument for describing 

experiences of chronic pain patients when compared with instruments 

that have been developed from psychiatric populations. 

Inspection of the items making up the General Coping Measure reveals 

important indicators of the nature of the emotional disturbance 

experienced by chronic pain patients. The scale was developed from 

factor analysis. Items with the highest loadings of a factor are 
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considered to best describe or characterise that factor. On this 

basis, items relating to social withdrawal, disruption of social 

relationships and social isolation seem particularly to characterise 

this dimension. In some respects this is consistent with the operant 

fonnulation which views loss of reinforcement of well-behaviours as a 

large contributory factor to chronic pain syndrome. As social 

interaction provides the normal setting for reinforcement of well 

behaviours one would expect that disruption of normal social 

ftmctioning which leads to isolation would reduce the opportunity for 

natural reinforcement of well-behaviours and contribute to emotional 

disturbance. 

The finding that emotional disturbance and ~r-coping is reflected 

largely by disruption of social behaviour has implications for 

treatment. Treatment should focus on improving social ftmctioning as 

well as helping patients to use behavioural or cognitive coping 

strategies to deal with their pain. This aspect of psychological 

treatment of chronic pain is not normally considered central with 

individually based cognitive or respondant approaches. Operant or 

multi-roodal treatments do emphasise social behaviour and provide an 

appropriate setting to treat this aspect of the problem. Group based 

treatments are likely to have advantages in the sense that problems of 

chronic pain are considered within a social context. It is the 

authors frequent clinical observation that one of the main benefits of 

multiroodal treatment of pain COIDp2red with individual treatment is the 

improvement in social functioning and decreased feelings of social 

isolation. The comment "I have discovered I am not the only one" 

frequently occurs following group treatment and this realisation 

appears to have beneficial results. 
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The great majority of operant or multi-modal treatments of chronic 

pain are conducted on a group basis. The improvements in social 

functioning that may result from these treatments are rarely directly 

assessed nor are they considered central in the therapeutic process. 

The present investigation reveals that social functioning is likely to 

be a very important aspect of coping with chronic pain and should 

consequently be a central focus in management. It is possible that 

the improvements reported following operant and multirnodal treatments 

are brought about more by the non-specific effects that group based 

inpatient pain management programmes have upon social interaction and 

functioning rather than by the specific environmental manipulations 

which are assumed to be the rna jor determinants of behaviour change 

within the operant framework. These questions could be answered by 

appropriately controlled outcome studies comparing operant treatments 

with non-specific group treatments with the main focus being to 

improve social functioning and decrease social isolation. 

Unfortunately, very few of the outcome studies have used appropriate 

control groups (see Chapter 1, Table 1.1). 

The scales measuring coping strategies appeared to be grouped into two 

major divisions according to whether the strategies were active 

(Active Coping Strategies) or passive (Avoidance and Use of Drugs) in 

nature. Active strategies were associated with less psychological 

disturbance and better coping. Passive strategies were associated 

with greater psychological disturbance and poorer coping. 

Psychological treatment should therefore try to help patients adopt 

rrcre active strategies and not use the more passive strategies. 
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This classification of coping strategies into whether they are active 

or passive broadly corresponds to other findings in the literature. 

Rosenstiel and Keefe (1983) described two types of coping strategies 

used by chronic pain patients in the development of the Coping 

Strategy Questionnaire. Cognitive Coping and Suppression consisted 

mainly of active strategies whereas Helplessness referred to 

strategies that were passive in nature. These types of coping 

strategies broadly correspond to Slade's hypothesis of a continuum of 

coping strategies from confrontation to avoidance that are predicted 

by his llfear-avoidance mc:xlel of exaggerated pain perception" (Lethem 

et al.,1983~ Slade et al.,1983). Studies of how patients cope with 

painful surgical procedures have also revealed similar types of coping 

strategies. Cohen and Lazarus (1973) described coping along an 

lIavoidance versus vigilance" dimension and Scott and Clum (1984) 

described an "avoidance-sensitisation" classification of coping 

strategies. 

Active pain coping strategies were measured by the Active Coping 

Strategies scale. This dimension included beliefs in the helpfulness 

of strategies such as relaxation, physical activity and mental 

distraction. Use of these strategies was also associated with 

increased sense of control over pain. People who found mental 

distraction helpful also found relaxation and exercise helpful. 

Interestingly, relaxation was more related to physical activity than 

to avoidance of activity. This clearly demonstrates that relaxation 

is viewed as an active strategy while rest or avoidance are seen as 

passive strategies. This is an interesting distinction because to the 

observer of behaviour, the two activities may appear to be the same. 

These findings emphasise that there are important cognitive 
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distinctions in the way that these two activities are construed by 

chronic pain patients. The imp:>rtance difference may be the element 

of control. Relaxation is an activity performed by the individual in 

order to control or attempt to control pain or its consequences. Rest 

or avoidance of acti vi ty is determined by the amount of pain 

experienced and therefore construed to be out of the domain of 

personal control. It should be emphasised that these relationships 

and groupings of coping strategies were found in a large sample of 

chronic pain patients, the majority of whom had not received any form 

of psychological treatment or counselling. These groupings and 

relationships represent ''natural'' pain coping strategies. 

The finding that coping strategies such as relaxation, physical 

activity and mental distraction were related and appeared to be 

construed within a single dimension, emphasises the importance of an 

integrated approach to pain management. Different coping strategies 

can be deri ved from different models of' pain. The separation 

according to whether strategies are derived from the respondant, 

operant or cognitive model is probably not valid. The results show 

clearly that coping strategies are construed in terms of. whether they 

are active or passive and not in terms of the particular model from 

which the strategies have been derived. Although strategies derived 

from respondant, operant and cognitive models were explicitly included 

in the original questionnaire, factor analysis failed to confirm this 

classification in terms of how the strategies are actually used by 

chrcnic pain patients. 

Active Coping Strategies scale is probably similar to the Cognitive 

Coping and Suppression factor from the Coping Strategy Questionnaire 
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(Rosenstiel and Keefe,l983). Both scales measure active strategies 

that are used to cope with pain. Interestingly, 1:::oth factors seem to 

be related to increased pain ratings. Active Coping Strategies was 

related to higher ratings of pain on certain indices of the McGill 

Pain Questionnaire. Unlike the Cognitive Coping and Suppression 

factor, Active Coping Strategies was also associated with less 

psychological disturbance and hence can validly be considered a coping 

strategy in the sense that the actions and thoughts adopted do seem to 

have a generally beneficial effect on emotional adjustment. The 

COping Strategy Questionnaire was cri tisised for assessing 

effectiveness of the strategies in terms of control over pain. This 

was considered inappropriate in chronic pain conditions given that 

coping with chronic pain is mainly concerned with moderating or 

reducing the emotional rather than sensory aspects of pain. The Pain 

Coping Questionnaire, by including measures of emotional consequences 

of pain, provides a more valid measure of active coping strategies. 

It is questionable whether the passive coping strategies, Avoidance 

am Use of Drugs, should be considered as separate dimensions. They 

1:::oth represent beliefs underlying two· of the most common 

manifestations of illness behaviour. Whether or not they should be 

considered separately or as two aspects of the same dimension, 

probably depends upon the population under study. There was some 

indirect evidence that if patients with cancer or serious physical 

pathology that produces pain and is likely to require medication for 

purposes other than pain relief are included, then the scales should 

be considered separately. If a population is studied that only 

includes chronic benign pain sufferers, then the two scales may be 

rcore appropriately considered as a single dimension. 
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The Avoidance and Use of Drugs scales are similar to the Helplessness 

factor found by Rosenstiel and Keefe (1983). Both strategies are 

associated with higher levels of pain and also appeared to be 

associated with greater levels of emotional discomfort and poorer 

coping. In this respect, Avoidance and Use of Drugs cannot be 

considered IIcopingll in the sense that they do not appear to result in 

reduced discomfort. As with the Helplessness and Catastrophising 

strategies found on the Coping Strategy Questionnaire, it seems 

inportant to help patients not to use these passive coping strategies 

as they appear to be maladaptive res];X>l'lses for most patients. 

Activity levels and medication use are the two most commonly used 

outcane measures on pain management programmes. They are assessed by 

a variety of methods including direct observation, activity diaries 

and other forms of self report. It is not known from the present 

investigations whether scores on the Avoidance and Use of Drugs scales 

predict behaviour although the evidence is suggestive that they do. 

These scales may be useful supplementary measures of the subjective 

aspects of avoidance and medication use. These scales to some extent 

may be seen as measuring intentions to behave which according to· the 

IItheory of reasoned actionll (Fishbien and Ajzen,1975) are important 

predictors of behaviour. 

Avoidance behaviour and the use of pain killing medication are two 

very common features of chronic pain syndrome. The operant model 

views these behaviour patterns, in some cases, as resulting from 

patterns of environmental contingencies that positively and negative 

reinforce avoidance and drug taking behaviour. There was some 
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evidence from the present study that cogni ti ve factors may represnt 

additional determinants of avoidance and drug taking behaviour. Both 

Avoidance "and Use of Drugs scales were related to beliefs in 

attributions of control to "powerful others". In the context of 

chronic pain, this means that people who strongly believe their doctor 

is a powerful, controlling figure, are also likely to adopt these 

maladaptive strategies for coping with chronic pain. The operant 

nodel does not predict that patients who show avoidance behaviour and 

take drugs should show any differences in terms of beliefs in control 

of ''powerful others" comp:u-ed with people who do not use avoidance or 

drug taking as coping strategies. This suggests that although 

environmental contingencies may be imp::>rtant determinants of avoidance 

and drug taking behaviour in some individuals, cognitive factors may 

also be important in others. 

Avoidance, rest and drugs are the commonest treatments prescribed by 

doctors treating acute pain problems. They probably represent 

entirely appropriate strategies for dealing with acute pain. As the 

pain lingers into chronicity, a time is reached when these strategies 

are no longer useful and begin to be maladaptive and unhelpful. Many 

doctors fail to recognise this and continue to treat chronic pain as 

if it were acute pain by continuing to prescribe rest, avoidance and 

drugs (Wells,1986). It is possible that a proportion of patients 

continue to adopt what are essentially maladaptive strategies, not 

because any benefit is derived, but because of their belief system 

which makes high attributions of control to ''powerful others". If this 

is the case then one would expect that, at least in a proportion of 

these patients, their beliefs in using certain coping strategies could 

be changed by an appropriate cognitive intervention such as, for 
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exanple, a clear explanation of the benefits of active coping 

strategies given by an individual who is construed as a "powerful 

other" by the patient. The outcome studies presented, show that these 

scales do change in response to cognitive intervention. Even wi thin 

the strictly operant framework, education to change beliefs in the use 

of certain strategies is used to change behaviour with the discussion 

and explanation of concepts such as ''hurt is not the same as harm" 

(Fordyce, 1984) • 

The Pain Communication scale failed to show adequate reliability, 

validity and sensi ti vi ty to change as an outcome measure. The results 

from the various studies clearly and consistently demonstrated that 

Pain Communication is not measuring 'any meaningful dimension and 

therefOre should be rejected from the Pain Coping Questionnaire. 

Although communication of pain is a very important aspect of chronic 

pain in the sense that it is related to social functioning and social 

reinfOrcement, it seems that it is not validly assessed on such a 

simple self-report measure. Readiness to communicate pain experience 

to others as measured by the Pain Communication scale does not seem to 

be related to coping with pain. 

Investigations of coping strategies in chronic pain patients is a 

recent development and to the authors knowledge no very similar 

instrunent has been previously developed. The Coping Strategy 

Questionnaire was developed to investigate coping strategies in 61 low 

back pain patients (Rosenstiel and Keefe,1983). Factor analysis of 

responses to a questionnaire measuring frequencies that different 

cognitive and behavioural strategies were used by chronic pain 

patients yielded three factors. Similarities between these factors 
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and the factors found on the Pain Coping Questionnaire have been 

previously discussed. There are several important differences between 

the two instruments. 

unlike the Pain Coping Questionnaire the Coping Strategy Questionnaire 

does not include a measure of emotional distress or discomfort' and 

therefOre does not adequately access coping strategies used for 

druxmdc pain. Effectiveness of coping strategies on the Coping 

Strategy Questionnaire is made on the basis of control over pain 

rather than any benefits that may resul t in terms of broader 

psychological measures. In contrast, the Pain Coping Questionnaire 

measures effectiveness of strategies in terms of emotional 

consequences of pain and it is argued that this is a more appropriate 

way of assessing coping strategies used by druxmdc pain patients. In 

addition, the coping strategies included on the Coping Strategy 

Questionnaire were mainly derived from studies of acute and laboratory 

pain. Strategies for the Pain Coping Questionnaire were derived from 

studying chronic pain populations directly and a broader range of 

behavioural and cognitive strategies were sampled. 

The Pain Coping Questionnaire measures beliefs in the helpfulness of 

certain strategies in coping with pain rather than asking patients to 

estimate frequencies that certain strategies are used. This is a more 

appropriate way of assessing coping in chronic pain. Frequency 

estimations do not indicate whether a behaviour or cognition is used 

as a coping strategy or merely occurs as a passive accompaniment to 

pain. For example, crying is a frequent response to pain. Some 

individuals may actively use crying as a coping strategy by gaining 

benefit from tension relieving properties. Other individuals simply 
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cry because they have pain. Frequency estimation of this behaviour 

does not distinguish between whether it is used as a coping strategy 

or whether it occurs for other reasons. 

The scales on the Coping Strategy Questionnaire had questionable 

validity in the sense that they were not associated with less 

discanfort or distress. Adoption of the strategies did not appear to 

help' the patients "cope" better with their pain. In contrast, scales 

~ the Pain Coping Questionnaire have been shown to be valid 

measures of coping in that they do seem to be related in a systematic 

way to psycho-social distress caused by pain. Use of certain 

strategies does appear to help patients "cope" better with chronic 

pain. 

The Coping Strategy Questionnaire was based upon responses of 61 low 

back pain patients. The Pain Coping Questionnaire was based upon a 

much larger and representative sample of 298 chronic pain patients 

attending a British Pain Clinic. This means that the questionnaire is 

likely to be a more valid measure when used on a similar population to 

that of the original standardisation sample. 

9.2 LIMITATIOOS 

The Pain Coping Questionnaire was derived from principal components 

factor analysis of responses to a 65 item questionnaire. Items from 

this original questionnaire were selected on the basis of clinical 

experience and examination of relevant literature. The scales 

developed from this analysis will necessarily be limited to variables 

included in the original questionnaire. It is possible that 

351 



inportant coping strategies that chronic pain patients frequently use 

were not included in the original questionnaire and, if this was the 

case, the Pain ·Coping Questionnaire could not be considered to be an 

adequate measure of coping with chronic pain. 

NOt all strategies that could have been included in the original 

questionnaire were included. Detailed cognitive strategies such as 

directing attention to internal/external events or relabelling were 

not included. Negative strategies such as praying, hoping or 

catastrophising were also not included. A balance was struck between 

including a broad range of behavioural and cognitive strategies that 

were likely to have been used or experiened by chronic pain patients 

and including detailed examples of different strategies within a 

particular category. Overall, the results from the analysis yielded 

interpretable results that were broadly consistent with previous 

research into coping with pain. It is, however, an accepted 

limitation of the Pain Coping Questionnaire that some types of 

strategies are under represented and may not fully desribe the roping 

strategies of all chronic pain patients. 

Factor analysis of the responses on the questionnaire revealed ·fi ve 

factors that formed the basis of scale construction. Overall these 

factors explained 40% of the total variance. This means that a large 

proportion of the variance was unexplained and due to random effects. 

'lb some extent, this would be expected given that it was an 

exploratory study with few expectations of the factor structure and 

only broad criteria for selection of items to include in the original 

questionnaire. It was also conducted on a group of diverse chronic 

pain patients and this may also have contributed to the proportion of 
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unexplained variance. The purpose of factor analysis was to make sense 

of the data. Interpretable and meaningful results were obtained and 

this is the main criteria by which the adequacy of the solution is 

judged. 

Sane of the items making up the scales have similar wording and it is 

questionable whether 'the scales should be reduced to only include 

itens with obvious separation. It was decided to include similarly 

\ttOrded items in the scales because a) no items were identical and, as 

little is known about the dimensions under study, all items were 

included in order not to risk losing information, b) sensitivity of 

the measures would be increased. It is possible that similarly worded 

itens are infact measuring identical components of the factor and 

therefore the reliability estimates might be slightly inflated. 

The reliablity of the questionnaire was assessed by detailed 

examination of the same group over a period of time. This method of 

estimating reliability does have its limitations and further studies 

on different populations are particularly required to investigate the 

stability of the factor structure. 

-
The questionnaire was based upon a study of a large and mixed group of 

~c pain patients that was very likely to have included pain 

syndranes caused by malignant disease as well as ~c benign pain. 

It could be argued that this is not an appropriate group to study 

given that normally only people who suffer from chronic benign pain 

are usually considered suitable for psychological treatment. It was 

considered to be appropriate to use this diverse group of ~c pain 

patients for the standardisation sample because there is no evidence 
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tl2t the primary cause of chronic pain has any significant 

relationship with the type of coping strategies used. It .is 

increasingly being considered appropriate to treat patients with 

chronic pain whether or not they have clear physical pathology. In 

addition, there is no reason within the cognitive-behavioural 

perspective of chronic pain, why patients with cancer and other 

serious physical illnesses causing pain should not benefit from a 

psychological approach. For these reasons it was considered important 

to use a representative sample of chronic pain patients to investigate 

coping responses. The fact that the standardisation samples did 

include such a diverse group of patients should however be taken into 

account when using normative data in oomparison with different types 

of chronic pain population. 

An important limitation relates to the lack of definitive clinical 

infonnation from the standardistion sample. Clinical details of the 

standardisation sample was based upon self..,.report questionnaire and 

this limits the amount of information available. It would have been 

very interesting to investigate clinical syndromes in terms of coping 

strategies with, for example, comparisons between groups with 

malignant and benign pain. This was not conducted because such an 

analysis requires both detailed perusal of individual case notes 

together with discussion with relevant medical officers. Detailed 

clinical case analysis was not a practical proposition within the 

context of a large scale survey. 

A study of clinical groups was conducted with a oomparison of coping 

strategies used by a group of Chronic Low Back Pain patients and a 

group of patients suffering from Post-Herpetic Neuralgia. These groups 
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were diagnosed independently upon clinical grounds. Unfortunately 

this comparison was limited by the fact that due to the nature of pain 

~s under study there was a significant difference in ages 

between the two groups. Although statistical methods were used to 

control for age differences, some strategies are related to age and it 

would hve been preferable to have compared two groups matched for age 

and sex. The rarity of finding patients suffering fran Post-Herpetic 

. Neuralgia in the age group similar to that associated with Chronic low 

Back Pain makes this a difficult comparison to make. 

It has not been definitively established to what extent the scales on 

the Pain Coping Questionnaire actually predict behaviour. For 

exemple, it is not -known· whe·ther people who score high on Avoidance 

am Use of Drugs scales actually do less and take more drugs than 

people who score low on these scales. There is evidence from the 

validation and outcome studies that suggest the scales do predict 

behaviour, but no direct evidence is available because no direct 

behavioural measures were taken. The study was largely limited to the 

use of self-report measures and this limits the extent that behaviours 

can be measured. Further studies comparing the reported use of coping 

strategies with more direct measures of pain related behaviours are 

required. 

9.3 APPLICATIONS 

The Pain Coping Questionnaire is a reliable and valid instrument, 

s~sed on a British population, that fills a gap in the 

measurement of subjective aspects of coping with pain. It is likely 

to have wide applications in the psychological assessment and 
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treatment of chronic pain patients. 

Patients are often selected for psychological treatment because they 

are considered not to be coping adequately with their problems. The 

Pain Coping Questionnaire is likely to represent a useful additional 

instrument in the preliminary assessment of pain patients prior to 

undergoing psychological therapy. Koowledge about individual coping 

strategies adopted and psycho-social adjustment when coupled with 

clinical information is likely to be valuable in planning appropriate 

treatment programmes designed to help patients adopt more suitable 

coping strategies. The Pain Coping Questionnaire also offers the 

opportunity to monitor progression during treatment by objectively 

quantifying any changes in adjustment or coping strategies used. It 

is an easily administered questionnaire with high face validity and 

could be used as a screening devise to select patients for further 

detailed psychological evaluation in preparation for treatment. Some 

nonnative data has been presented and as tl)is develops, suitable cut-

off scores for classification purposes could be derived. 

M:>st psychological therapies for chronic pain are designed to improve 

the patient's ability to cope with pain rather than "cure" or remove 
-

the pain. Studies investigating effectiveness of psychological 

treatment programmes for pain have been limited by the narrow range of 

outcane measures used and, in particular, by the lack. of suitably 

standardised measures of subjective aspects of coping with pain. The 

Pain Coping Questionnaire represents an additional instrument that 

could be appropriately used in the evaluation of psychological 

treatments, particularly multimodal pain management programmes, that 

have the explicit aim of improving patients' ability to cope with 
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pain. Extensive investigations on various groups of chronic pain 

patients have revealed that it is a reliable and valid instrument am 

its strong psychometric characteristics make it particularly suitable 

for this application. 

Recently attention has been turned to examining characteristics of 

patients who are most likely to benefit from certain types of 

trea~t. Patient characteristics such as duration of pain, 

E!1ployment, pain levels, drug dependency, personality characteristics. 

medico-legal status and pain behaviour (Maruta et al.,1979: SWanson et 

ale ,1978: Keefe et al.,1982) have all been associated with outcome on 

behavioural management programmes. No very clear pattern has emerged 

from this research other than a general tendency for the more severe 

patients on several parameters to do less well in treatment. Al tlx:>ugh 

it seems reasonable that use of certain coping strategies may have 

important influences on response to treatment, the lack of appropriate 

measures of coping has precluded research investigating whether coping 

strategies used by chronic pain patients predict outcome on pain 

management programmes. The Pain Coping Questionnaire offers an 

appropriate instrument to measure am classify coping strategies and 

adju~t that could be used in research investigating predictors to 

successful treatment. 

There was some indirect evidence from the outcome study (Chapter 8) 

that some of the scales from the Pain Coping Questionnaire may predict 

response to treatment. The results from analysis of pre-treatment 

profiles on the Pain Coping Questionnaire seemed to show that patients 

selected for treatment on the Wal ton Hospital Pain Management 

Programme had a trend towards higher scores on the Active Coping 
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Strategies scale compared with patients who were not selected for 

treatment. This implies that patients selected for treatment had 

different coping strategies compared with patients who were not 

selected for treatment. Furthermore, treatment appeared to be 

successfully reflected by highly significant changes on all measures 

of the Pain Coping Questionnaire (with the exception of the Pain 

Ccmnunication scale). This finding may be reflecting higher levels of 

IlOtivation shown by patients selected for treatment. A basic 

selection criteria for all psychological treatment is that patients 

Show some degree of motivation to change. One might expect this 

IlOtivation to be stronger when selected for an intensive treatment 

like a Pain Management Programme, that by its nature demands a 

considerable degree of planning and adjustment to attend. This 

finding at least raises the possibility that coping strategies as 

measured by some scales of the Pain Coping Questionnaire may be 

predictive of outcome and provide the basis for further research. 

Investigations of sub-groups who show particular patterns of responses 

on the Pain Coping Questionnaire would be interesting. Although 

relationships between variables on the Pain Coping Questionnaire were 

investigated as a group, this form of analysis tends to obscure sub-
-

groups who may be showing patterns of coping strategies that do not 

conform to the relationships revealed by group analysis. For example, 

are high scores on Avoidance and Use of Drugs always associated with 

p::x:»" adjustment or is there a group of patients in whom these passive 

strategies are adaptive in the sense that they are not associated with 

psycho-social disturbance? Analysis of patterns of scores such as 

these may have implications with respect to identifying important 

groupings of pain patients which have different treatment 
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implications. 

It has been suggested that in some patients high scores on Avoidance 

and Use of Drugs may arise because of patterns of negative and 

positive reinforcement. As these behaviours are responses to 

environmental contingencies one might expect such passive strategies 

to occur in the context of minimal emotional disturbance reflected by 

nomal scores on the· General COping Measure. A profile similar to the 

psychosanatic '\T" pattern (elevated Hypochondriasis and Hysteria with 

Depression in the normal range) on MMPI may be similar to this pattern 

and described in terms of satisfaction with the invalid role 

(Sternbach,l974). In other patients, high scores on Avoidance am Use 

of Drugs may arise not as an adaptive response to patterns of social 

reinforcement, but because of beliefs in the control of "powerful 

others". In other words, they do what the doctor says. If the doctor 

says "rest and take your tablets" they do so and continue to do so 

even if these actions do not have positive r:-esults. In this case, one 

might expect elevated scores on Avoidance and Use of Drugs to be 

associated with greater degrees of psycho-social disturbance reflected 

by lower scores en General COping Measures. Ccmparisons of these two 

patterns of scores in terms of beliefs in control of ''powerful others" 
-

would be very interesting.· One would predict that patients with high 

scores on Avoidance and Use of Drugs and low scores on General COping 

Measures would have strong beliefs in the control of "powerful 

others". COnversely one would predict that patients with high scores 

en Avoidance and Use of Drugs with normal or high scores on General 

Coping Measures would have weaker beliefs in the control of ''powerful 

other" • Identification of sub-groups in terms of patterns of coping 

strategies awaits further investigations. 
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All pain starts off as an acute problem. In some cases, it persists 

despite normal medical intervention and develops into "chronic pain 

syndrane". The personal pain coping strategis that people adopt in 

attempting to cope with pain in the early stages may influence the 

progression into the chronic stage. Olronic pain may develop in some 

cases because people adopt maladaptive strategies in the early stages 

Which result ultimately in poor coping and the development of various 

psychological problems associated with chronic pain syndrome. 

Although coping strategies have been implicated from a theoretical 

point of view in the development of chronic pain (Slade et al.,l983~ 

I.ethem,1983) the lack of appropriate measures of coping strategies 

adopted by chronic pain patients has limited this type of research. 

There was some suggestion from the present study that active coping 

strategies were associated with decreased pain over time andpassi ve 

coping strategies with increase in pain over time. The findings only 

revealed a trend and the analysis was limited by the fact that all 

patients studied were being treated in a specialist pain clinic and by 

definition had longstanding, chronic problems. Nevertheless, these 
-

preliminary findings suggest that the Pain Coping Questionnaire is a 

suitable instrument to investigate the role of coping strategies in 

the development of chronic pain. It would be interesting to compare 

groups with acute pain in terms of coping strategies measured by the 

Pain Coping Questionnaire and examine whether the strategies were 

predictive of future adjustment. If such an association was found, 

then appropriate interventions at a much earlier stage would be 

indicated. Intervention may focus on modifying any maladaptive pain 
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coping strategies and therefore help to prevent the pain from 

progressing into chronicity. 
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381 

FRIDAY 

8.45 

12.00 

Follow-up Group 
Discussion 

Lunoh 

1.00 Yoga 

ALL DAILY SESSI01TS FINISH AT 5.00 pm 



A pp end i x A. 3 

" NAME ~ QO~ I-

~ONE -

t~'1'\r{2 

~ 'l'!Ilg • 

mtm[FOJm 

i_ 

• 

NAME - TARG'Il1J?S c~ 

~ONEl • -
~ 

• 
~ Tt'iO -

• 

:~ 

• 
_FOJ,1R -

~ 382 • "'- ~ 



Appendix A.4 
WAl!'l'ON P AlJf MllUGEMENT COURSE 

N .AI-IE. •••••••••••••••••••••••••••••••••••••••••••• DArrE ............ ., ••••••••••••••••••••• 
. ,. 

FFUliCTIONAL EXmCISE PROGRAHE 
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1. Heel Raise, Touch toes 

2. Knee Raising. J 

3~ Lateral Bending 
.. 

... 
4 • .Arm Circling. 

5. Step-ups .. 

--
6. \iall Slide. 

; -
7. Push-ups against wall. 

-
8. Knee on stool" ~rward Stretch. 

-
9. Lift bottom off chair and lower. 

I . 
10. Push-ups on arms of chair. , 

. __ 1 
- - - -- ... J _ .- L ____ __ ~_~ __ . ..c.J :...-..-.~---
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1,,, Deep breathing. i 
,I - ---+----if------i---
2. Ankle movements. 
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-----------------------------------~----~------~---+-------~--~--------+---~------+---~--------~ 
4. Alternate Leg Stretch, 

5. Pelvic Tilt • . 
6. Alternate .Arm Stretch t 

----------------------- -~----_4----~--------_i 
1. Alternate .A:rm Stretch 

. --- I 
~ .. Knee Bend Extend LOller I 

9. Alternate Hand to ~ee 
-----------------------------------~---+------~----+-------~---4--------+_--_4------;_--~r_------__t 

10. Hamstr1ng stretch. 

11. Lie on sJde, Leg rais~ 
. I --------------~~---+------~----~------r----+--------r----+------+_---~--------_, 
1.2. Lie 'on TummY • .llternate leg raise. 

1'.·~P8. 

t4.n:~O~d~~,~~~_. ___ ~I ___ ~f~ __ ~ __ ~ ____ ~-~------~-~---~--~---__ _ 
15. Cat Stretch. i 1 

--

• 

c::r 
OJ 
M 



• _~o~ _;;;;;;;;;;r.,;g~~~'" 

,',U'!\l TLJ RI EP-. Grahl:. TE ~ fZOT~ WE£~ C.oMt1£NCING: ________ -.- ___ _ 

GRDGr r A' 
t"\ ~ ~ 0 PI "'f WEbNESDR'I 

GORL LEVEL CTORL LEVEL 
I.t) 

___ ..g:_ _ _ _ _ _ ( IN (\ 

>< 
_____ '-+ 'J --

.. _ -=G _ _ _ _ _ _ _ _ I w't-) 
C _1--3_ 

__ CD ( ) Ci - - - - - - - - - ~{ 
Q. __ <_ _ _ _ (WIC 

- --- ' - - --

'IJ R,PI1 ftlh£ vJ M'n IlhE w apn rrl t1 E W RPn Tih£ 

I 

I 
.\ 

\ 

... __ ....... _------_. 
Table 1, LOAD GUIDE VALUES 

Intensity fYV) 

men women 

under 25 years old 150 100 

25 - 35 years old, regular exercise 150 ~ 100 
<I 

25 - 35 years old, several years 100 75 without exercise I 
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35 - 50 years old, regular exercise 100 '75 I 
I 

35 - 50 years old, several years 50 50 without exercise 
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- - - - - - -- - - ~~ -
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WALTON PAl N MANAGEMmT COURSE 

NAME: DATE: _______ _ 

, 

FUNCTIONAL EXERCISE PROGRAMME 

MONDAY TUESDAY WEDNESDAY THURSDAY 

ACTIVITIES GOAL LEVEL GOAL LEVEL GOAL LEVEL GOAL LEVEL 

1. Walking Tolerance (Distance and/or Time). 

2. Sitting Tolerance - Time, (Befoza you 
have to stanl and move). 

3. Driving Tolerance (Weekends - excluding 
fiISt). 

4. Standing Tolerance. 

5. stat rs - Number of Steps/Flights, Up 
and Down. 

6. Si tUng Tolerance in Car or Buses 
(Being Driven.) 

7. Swimming - Lengths/Widths 

- ----

FRIDAY 

GOAL LEVEL' 
I 

, 

, 

I 

1'1 
00 
M 



Ap pendix A. 7 

GOOpW SPmm:' OUTLINE 

1. Name 
Diagn08i8 - pain problem 
Date o~mmeno1ng programme 

2. Why' Uld/ or how did you oome te the Pain Un! t? 
What W8%"8 you 11ke upon starting the programme? 

a) Medioati~n .. How much? How otten? 

b) Aotivity Level - How did yeu spend ntost ot your day? 

c) "'tiona11T - What were you 11k.? Moitd? 

3. How have you oha.fts&d since 'being on the Pa1n PNgramme? (Categnries a, b, c, 
above) 

4. What have TOU leconed as a •• ul t .t Y'e~ stay on the Programme? 

,. 
5. What will be ytur future p1ams to contim.2B your pain-contro111ng therap::

programme? 

6. An1 olosing comments Uld/or suggestions are we10.me. 

Thank: you. 
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Appendix 8.1 
!:ATIEi;T BACKGROUND H·JFORt''lATIOn 

..D~STRuCTIm~s: Please read and anS"ler each question carefully and print 
your answers clearly~ 

NMIE: A"'~ 
h,\..J.L!,,: ----------------------------------- ---------------------

ADDRESS: -----------------------------------------------------------

-
BIRTliDATE: SEX(tick): ( )Male )Female --------------------
MARITAL STATUS: ( )Married )Remarried ( ) Sinr;le 

)Divorced )Separated ( )IHdowed 

IVHAT IS YOUR CURRENT EMPLOYHE~~T STATUS? 

( ) Employed full time 
( ) Employed part time 
( ) Retired 
( ) Homemaker 
( ) Unemployed due to pain 

Unemployed for other reasons (Describe) 

~'ihere do you suffer pain? 

Rave you attended the Pain Management Course at Walton Hospital? 
( )YES 
( ) ~JO 

If YES please give date started ; date finished 

Are you due to attend the Pain.Management Course at Walton Hospital? 
( )YES 
( ) iJO 

If YES please give date that course is due to start ___________ _ 

Are you currently attending the Pain Mana~ement Course at Walton Hospital? 
( )YES 

If YES please give date that course started 
( )1'10 

,OH HAS THE INTElJSITY OF THS PAIN CIlA~'TGED T:mOUGI-IOUT THE TEIE YOU 
[lAVE HAD IT? 

)Increased 
)Decreased 
)Stayed the same 
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Date pain began: 

Circumstances of onset (tic~): 
( 
( 
( 
( 
( 
( 
( 

RATE HQ'vl OFTEN YOUIt PAEJ OCCDRS 
( 
( 
( 
( 
( 
( 
( 
( 

) Accident at home 
) Accident at work 
) 3..oad accident 
) F6llowing illness 
) Following Surgery 
) Pain 'just began' 
) Other injury (Explain): 

(tick): 
) Continously 
) Several times a day 
) Once a day 
) Several times a week 
) Several times a month 
) Once a month 

B.1 

) Less frequent than once a month 
) Never 
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B.l 
QJRECTIO.:JS: Please indicate the extent to which you a,;:;ree or uisa"ree &1 

~ith each of the following state~ents. 

fut a circle around the appropriate word. 

fJease answer ALL the questions. 

I(CS). I cannot distract myself from pain even if I keep busy. 

stronf!ly 
disa8~ee 

disa.gree uncertain aGree 

2(A6). My pain is usually associated with doing certain things. 

strongly 
disa"Tree ,:> 

disa~ree uncertain agree 

3(A3). I feel that I have no control over my pain whatsoever. 

stron,"ly 
d ' /;;> 

lSagree 
disagree uncertain 

4(AIO). My pain is always with me. 

Strongly 
disaeree 

disagree uncertain 

agree 

agree 

strongly 
agree 

strongly 
aGree 

strongly 
agree 

strongly 
agree 

5(11). I am convinced that I have something seriously wrong which the 
doctors cannot diagnose. 

S~rongly 
dl.sagree 

disagree uncertain agree strongly 
agree 

6(Dl). Painkilling tablets are the only way that I can control my pain. 

S~rongly 
dl.sagree 

disagree uncertain agree strongly 
agree 

7(110). It is possible that my pain can be made worse by what I am 
thinking or doing. 

S~rongly 
dl.sagree 

disagree' uncertain agree -strongly 
agree 

SeAS). I feel that it is pointless to try and do something in order 
to reduce my pain. 

Strongly 
disagree 

disagree uncertain agree strongly 
agree 

9(D4). When I have pain I usually. take painkillers and rest. 

S~rongly disagree uncertain agree strongly 
dl.sasree agree 

10(18). Pain does not always mean that there is something physically 
wrong. 

S~rongly disagree uncertain agree strongly 
dlsagree 391 agree 



flease answer ALL the questions. 

11(G3). I feel happy about my life in general. 

strongly 
disa!7ree o 

disagree uncertain agree 

B.1 

strongly 
agree 

12(C2). It is best to keep physically active even if I am experiencing 
pain. 

strongly 
disaO'ree o 

disagree uncertain agree strongly 
agree 

13(A7). I do not think that my pain can be affected by my state of mind. 

strono-Iy 
d' 0 lsao-ree 0 

14(G9). 

strongly 
disagree 

15(Bl) • 

Strono-Iy 
disag~ee 

16(Hl). 

Strono'l v d' b. lsagree 

17 (Fl) • 

S~rongly 
dlsagree 

disagree uncertain 

I have lost my confidence. 

disagree uncertain 

It is best not to talk about my pain to 

disagree uncertain 

I try to avoid other people when I have 

disagree uncertain 

Relaxation does not have any effect on 

disagree uncertain 

agree 

aGree 

other people. 

agree 

pain. 

agree 

my pain. 

agree 

strongly 
agree 

strongly 
agree 

strongly 
agree 

strongly 
aGree 

strongly 
agree 

18(B4). Most of my family and friends know that I have a pain problem. 

disagree uncertain agree strongly 
agree 

19(A8). I am resigned to experiencing pain for the rest of my life. 

S~rongly 
dlsagree 

~O(E2). It 

~trongly 
isagree 

disagree uncertain agree strongly 
agree 

is not helpful when people are sympathetic because of my pain. 

disagree uncertain agree strongly 
agree 

~1(H5). I feel my pain cuts me off from other people. 

~~rongly 
l.sagree 

~2(I4)., I 

~trongly 
is agree 

disagree uncertain agree 

sometimes worry that I have a serious illness. 

disagree uncertain agree 
392 

strongly 
agree 

strongly 
agree 



8.1 
Rlease answer ALL the guestions. 

23(I2). I would let the doctors try anything to relieve the pain. 

strongly 
disa'''ree .::> 

disagree uncertain agree strongly 
agree 

24(£5). The worst thing about pain is having to depend on other people. 

stron·-:--ly disagree uncertain agree stronGly 
d' U lsagree agree 

25(CS) • I often have to lie down and rest because of pain. 

strongly disagree uncertain agree strongly 
disagree a8ree 

26(A2). Hhen I experience pain I am usually able to do something in 
order to reduce it. 

Stron?ly 
d · ,;> lsa0'ree t:.> 

disagree uncertain agree strongly 
a;:;ree 

27 (1-18). ~ry pain affects the ~Nay I get on with ely family and friends a 
great deal. 

Strongly 
disagree 

disagree uncertain strongly 
agree 

28(16). I am sure that if I search for long enough I will find a cure 
for my pain. 

S~rongly 
dlsagree 

disagree uncertain agree 

29(G7). My pain makes me feel tense and frustrated. 

Stronaly 
disag~ee 

disagree uncertain 

30(A4). I can usually tell when I am going to experience pain. 

disagree uncertain· 

3l(G2). I do not let my pain get me down. 

S~rongly 
dlsagree 

32(B2). It 

33 (G4). ;'ly 

~~rongly 
l.sagree 

disagree 

is always better to 

disagree 

pain makes me feel 

disagree 

uncertain 

let other people 

uncertain 

miserable most of 

uncertain 

393 

agree 

knOT,ol ~"hen I ar:l 

ar;ree 

the time. 

agree 

strongly 
agree 

stronp'lv 
~.J wi 

a3ree 

strongly 
agree 

strongly 
agree 

in pain. 

strongly 
a;ree 

strongly 
a:;ree 



Please answer ALL the questions. B.1 

34(E4). I have to rely on othir people a great deal because of my pain. 

stron~ly 
, b 

d~sa<)·ree o 

disagree uncertain agree 

35(F3). When I am in pain it helps if I try to relax. 

stron-::-Iy 
" 0 

disagree uncertain agree 
Cilsagree 

strongly 
agree 

strongly 
a,sree 

36 (R9). I never go out because people do not want to know you i"hen you 
have pain. 

strono'ly 
d ' CJ 
~sa2ree 

disagree uncertain 

37(F4). Relaxation helps me cope with pain. 

S~rongly 
dlsagree 

disasree uncertain 

ar;ree 

agree 

strongly 
agree 

strongly 
agree 

38(E3). It is not helpful when people do too much for me because of my pain. 

disagree uncertain agree stronsly 
agree 

39 (1I3). I t is better not to let my pain stop me from mixing ~",it:t other 
?eople. 

Stron:'J'ly 
d' t:> lsagree 

40(C3). 

s~ron:;ly 
dlsac-ree 

,~ 

41(GS) • 

S~rongly 
dlsagree 

It 

Hy 

disagree uncertain 

is always better to avoid anything 

disagree uncertain 

pain stops me from leading a normal 

disagree uncertain 

42(F2). I find it very difficult to relax. 

~~rongly 
lSagree 

disagree uncertain 

.:l3ree 

that causes more 

agree 

life. 

agree 

agree 

strongly 
a3ree 

pain. 

stronsly 
a8ree 

strona-Iv I::) J 

stron~ly 
a;:;ree 

43(C6). Hhen I have pain I can control it to some extent by thinking 
certain thouBhts. 

~~rongly disagree 
lSagree 

44 (til) • :1y pain makes me opt 

~~'tono.-l v disagree 1. v J 

sa2ree 

45(.83). I ahlays try to hide 

~~'tongly 
l.Sa;:;'tee 

disaGree 

uncertain 

out of things. 

uncertain 

the fact that 
394 

uncertain 

agree 

a;:;ree 

I am in pain. 

agree 

strongly 
a:.;ree 

strOl17;ly 
a;:;ree 

stron;:;ly 
agree 

." 



Dease answer ALL the questions. 

46(H6). My pain stops ce from going places. 

strone"'ly 
disag~ee 

disagree uncertain agree 

B .1 

stron;".;ly 
a:;ree 

47(C7). The best thing to do about pain is to ignore it and carry O~. 

strongly 
disagree 

disagree uncertain agree strensly 
aGree 

48(C4). I t~ink that regular physical exercise is important in helpin:.:; 
me to control my pain. 

Strongly 
disagree 

disagree uncertain agree 

49(D3). I always take painkillers when I have pain. 

strono-Iv 
disag~ee 

disagree uncertain abree 

strono-Iv 
~, -

agree 

strongly 
a3 ree 

50(H2). Talking to other people about how I feel can help my pain. 

s~ronGly 
dlsa;sree 

disagree uncertain 

51(02). I can manage without the help of drugs. 

S~rongly 
dl.sagree 

uncertain 

agree 

aGree 

stron:::ly 
a::;ree 

stronsly 
a::;ree 

52(H4). My pain makes it difficult for me to socialise with people. 

s~ron.zly 
Ul.sa3ree 

disasree uncertain agree 

53(13). If the doctor told me he could find nothin8 physically 
with me I would believe him. 

~tron.zly 
is agree 

disagree uncertain agree 

54(GIO~ My pain does not stop me from doing anything. 

Stronryly d' (:) 
lsagree 

5S(Al). It 

~trongly 
tsagree 

56(Gl). I 

~~rongly 
l.sa[;ree 

5) (G8 ) ." ~'ly 

disagree uncertain aGree 

seems that whatever I do my pain is 

disagree uncertain asree 

am coping well with ny pain. 

disagree uncertain a:.:;ree 

pain makes me feel useless and not needed. 
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disagree uncertain aGree 

stroD::ly 
a3ree 

strongly 
airee 

stron:-:;ly 
agree 

stron::,ly 
agree 

stron:~;ly 
a~~re2 

stron;:;ly 
agree 



~ 

flease answer ALL the questions. B.1 
saCCI). ~fuen I have pain it is best to stop what I am doinG and rest. 

stronsIy disa:;ree 
disao-ree 

(J 

59(5). All 8y problems 

stronrrly disagree 
d' 0 
~sa""ree ..:l 

uncertain 

are caused by pain. 

uncertain 

agree 

abree 

stronGly 
agree 

stron::;ly 
a6ree 

60(EI). It is very helpful when people do thin6s for me because of 
my pain. 

strono-ly 
disao~ee o 

disagree uncertain agree stron::;ly 
a::;ree 

61 (Ill). I get very angry \vhen the doctors say they can find nothing 
physically wrong with me. 

stron'::-ly 
d ' t:.> 
~sa'.7ree o 

disa(;ree uncertain agree 

62(G6). I mana3eto do most thin8s in life that I want to. 

disagree uncertain" agree 

stron3 l y 
agree 

stronz;ly 
agree 

63(A9). In my day-to-day life I can influence my pain to some degree. 

strongly 
disagree 

disagree uncertain agree 

64 (I 7) • I think that my pain can be affected by my state 

Stron(rly 
disag~ee 

disagree uncertain agree 

65(19). All my pain is caused by a physical problem •. 

S~rongly 
d~sa(l"ree 

..:l 

disagree uncertain az:;ree 
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of 

stronGly 
a:;ree 

mind. 

stron;:;ly 
a;;ree 

strongly 
agree 

- .. 



CENTRE FOR PAIN RELIEF Appendi X B.2 
MERSEY REGIONAL DEPARTMENT OF MEDICAL AND SURGICAL NEUROLOGY 

Tel: 051-525 3611 

Our Ref: 

Your Ref: 

Dear 

E.J. GHADIALI 
(Principal Clinical Neuropsychologist 
to Pain Clinic, Walton Hospital). 
ext. 479/641 for further informa~ion. 

Walton Hospital 
Rice Lane 
Uverpool 

L9 1AE 

I am currently conducting scientific research into the problem of chronic 
Pain. As part of this research, I am trying to find out how people who 
have pain cope with the various problems. I would be very grateful if 
~ou would kindly complete the enclosed questionnaires. Your answers will 
lncrease our understanding of the problem of pain and will help us in our 
efforts to develop better treatments for people suffering from pain. 

I have obtained your name from our records at Walton Hospital Pain Clinic. 
Your answers will be treated in strictest confidence.- Please return the 
Completed questionnaires as soon as possible. A prepaid envelope is 
enclosed. 

hI apologise if for any reason you feel it was not appropriate for you to 
'aVe been sent these questionnaires. 

Thank you for your kind cooperation. 
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7!~i:~erf({jL 
E.J. Ghadiali 
(Principal Clinical Neuro~ 
psychologist to Pain Clinic, 
Walton Hospital). 
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23 -.09280 -.011310 -.06335 .119011 -.08094 -.07533 -.020119 -.21359 -.14188 .06f;01J .05999 .3268~ 

83 -.21120 .04363 -.20816 -.01&108 -.221$18 -.061$63 .00352 -.28839 -.03!)97 -.05111&5 .20187 .2931&4 
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IS .25299 -.21839 .27327 -.03171 .2088" .19864 -.17995 -.01461 .39121 .36383 -.10710 .311190 

£1 .37405 -.011734 .11229 -.01891 .206,.4 .28615 -.lS082 .28958 .20280 .50029 .21620 .'823~ 
111 .16886 -.13829 .282111 .06538 .18356 .069,.3 -.1!:289 .01538 .25366 .21066 -.081132 .1623 

G6 -.36592 .21839 -.3"'43 .026115 -.33224 -.12218 • 27151 -.032U -.33681 -.114983 .06130 -.2~9·/0 

A9 -.08824 .112411 -.12112 -.02290 -.16720 .08591 .08175 -.051191 -.2"'23 -.20996 .3IJ662 -.16111(: 

I1 .05809 .12421 .10573 -.03874 .12821 .10782 -.081131 -.07021 .05728 -.06428 .30278 .07906 

19 .072119 .01697 .09732 .003111 .0896" .0 .... 01 .07591 .11249 -.01813 .07014 -.02~03 -. Olin!> 

F4 E3 83 e3 G5 F2 C6 87 B3 86 C7 C4 

14 1.00000 
E3 .11015 1.00000 
83 .08649 .33972 1.00000 
c3 -.09696 -.19773 -.06650 1.00000 

r G5 -.17005 -.09350 -.18828 .22290 1.00000 
0 12 -.19304 .06721 -.01619 .13578 .30160 1.00000 

~ 
C6 .31290 .15493 .15903 -.06016 -.24576 -.1""84 1.00000 
R7 -.0"999 -.08505 -.21175 .3339,. .61818 .29314 -::.2370t! 1.00000 

0 B3 .01209 .14621 .12268 .00888 .07619 .11195 .0"2211 .01925 1.00000 

~ 86 -.11495 -.08467 -.20882 .18620 .59836 .37579 -.25301 • 6 011 ItO .10353 1.00000 
Cl -.03233 .19""8 • 14292 -.21189 -.21626 -.08862 • lIf8 .. 5 -.22324 .22327 -.19510 1.00000 

c:t: C4 .19265 .18&24 .25428 -.20389 -.11471 -.06970 .27913 -.22803 .08212 -.25925 .19210 1.00000 

D3 -.0"663 -.17700 -.20710 .23581 .19820 .13909 -.18860 .24909 -.021153 .269 .. 5 -.16118 -.19991 
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21 APR 81 PAl. C)PIMG QUESTI0N.AIPE 
111: 22: 28 PACTO! 1NALYSIS OF COPIIG QUESTIOJNAIPE VARIABLES 

------ F A C '1' 0 R 1.ALYSIS - - - - -
17 G9 1!1 H1 1'1 B .. 18 22 85 111 12 E~ 

B2 .05435 .11116 -.30811 .0292_ .07388 .14051 .00791 -.13899 .1001ll ·.16301 -.01684 .03922 

G4 -.01357 .41721 .01662 ._0668 .26150 .04"95 .0Sl"l: .08131 .521111 .3066" • 19971 .18006 

Ell .00389 ... 2011 -.01180 .19956 .08356 .09538 .06853 .02169 .311118 .33440 ., 1U00 ."·"05 

P3 -.18295 .03019 -.08448 .03503 -.56698 -.11511 .01394 -.12342 -.06llU· -.02885 -.119"9 .00409 

H9 -.05402 .5"307 .12698 .41125 .13415 .00526 .11t151 .0182" .548_6 .301116 .06801 • 224tfb 

". -.19201 -.02591 -.03081 .04999 -.56922 -.15252 .0193" -. 10-120 -.09 .. 53 -.01914 -.09501 -.02910 

E3 -.043'" -.12096 .231112 .0932" -.011835 -.011218 .(1,.40 .25881 -.05166 -.110411 .013112 .015b2 

H3 .03740 -.3""'5 • 011201 -.16505 -.111145 -.00410 -.13598 .03120 -.32254 -.26356 -.02862 .00002 

C3 .10315 .13533 -.06013 .20691 .20812 .11960 -.01364 -.11611 .18566 .11910 .06585 .01152 

G5 .01012 .42139 -.05672 .35126 .14115 .09929 .109111 .06323 .55968 .29264 .20686 • 280'J 3 

'2 -.05287 .33411 .09046 .30662 .29782 .02715 .01871 .12911 .3",02 .24220 .12896 .19262 

C6 -.211J24 -.12862 .03338 -.12514 -.25808 • o 392ft -.01696 -.01815 -.121'0 -.01811 -.08607 -.06011 

Hl .07992 .33526 -.081112 .41567 .0911Jl .01010 .05918 -.00010 ."8909 " .22641 .08622 • 206~~ 

83 .08878 .00823 .39817 .09292 .0"592 .06701 • ,.,98" • 23277 .07968 -.06486 .111701 .,-,1l69 

H6 -.00"20 ./JU30 .02043 .113318 .15949 .05372 • 1380f: .026ftO .55533 .21179 .02601 .30660 

Cl -.00997 -.2/J218 .171"7 -.16111l1 .00785 -.05526 -.11628 .10339 -.2ft322 -.182711 .04116 -.01311 

C4 -.13223 -.09548 .06386 -.15305 -.16015 -.08234 -.08591 -.02339 -.17791 -.10667 -.05420 .01398 

D3 .11200 .23412 -.001123 .16883 .12756 .09105 • 1"3111 -.028H .30138 .;l796l . .11958 .15408 

112 -.04652 .02459 -.21003 -.09524 -.131187 .12629 .04258 -.26l3ft -.09900 .01628 -.00735 .01125 

D2 -.0101ft -.21373 -.07680 -.15836 -.13159 -.11ftll6 -.18090 .05512 -.26926 -.2"2JQ -.1~579 -.16633 

B4 .00465 .535511 -.00009 ."7005 .20835 .00714 .04108 • 134ft 1 .66361 .35289 .llt699 .327"0 

13 -.03849 -.08719 .11755 -.1493/J -.00346 -.111991 -.09113 .07318 -.18~34 -.16062 -.03291 0-.1!:i032 

Gl0 .01tll84 -.18450 .03688 -.218611 .10582 -.1598ft -.0)200 -.011565 -.306"5 -.1465ft -.03563 0-. 23"~2 

11 .04993 .16974 .05637 • 01t125 .2597/l .16589 .111056 .13091 .23009 .12656 .2ft639 ~ .011184 

Gl .13038 -.43484 .01891 -.11709 -.23316 -.05686 -.0319" -.05966 -.3'1221 -.28281 -.09981 -.1019. 

G8 -.01918 • 588lt5 .01613 • 3811t 1 .15613 .10288 • 141t31 .04219 .53669 .36652 .21188 .263118 

Cl .00597 .18195 -.09498 .22961 -.10335 .03815 .oe851 -.01255 .1"1383 .lHlt8 .12008 .101f12 

IS .06210 .33800 .1'1374 .261114 .19311 -.02176 .109H .01166 .110890 .2!)118 .'''465 • 232~~ 
&1 -.0572" .28099 -.16233 .10264 -.02300 .03752 .0521«> -.20639 .22161 .29515 .11019 .33603 

111 .08226 .18707 -.01108 .12678 .0 .. 819 .14681 .14252 -.04'193 .27576 .19289 .10119 .182911 

G6 .068/l11 -.35660 .066 .. 6 -.27"09 -.15861 -.12328 -.0993U -.00639 -."01150 -.181n -.131188 -.299J2 

A9 -.16095 -.19581 .04695 -.13506 -.28329 -.09352 -.013"0 -.Olt082 -.22373 -.05686 -.2U215 -. Ot> 8O" 

11 -./l1133 .08321 -.00831 .011851 -.16910 -.08201t .00910 -.06320 .0~343 .,..99" -.180ltO -.03303 

19 .2"3 .... -.02962 .02173 .06929 -.01150 .05226 -.01918 -.0125" .0"302 -.10688 .06218 .OJ138 

C8 12 88 16 G7 "4 G2 82 G" Ell '3 I e, 

r- C8 1.00000 
0 A2 -.01301 1.00000 

~ 
H8 .33121 -.18395 1.00000 
16 .01l150 -.03320 • 05343 1.00000 

~ G1 .25119 -.128lt8 .31609 .19811 1.00000 
U .34014 -.01542 .16901 .02001 .17030 1.00000 

P. G2 -.24112 .20408 -.38510 .05469 -.32294 -.08196 1.00000 
P. « B2 .17351 -.05597 .04233 • 07309 .07083 .01581 -.Ot512 1.00000 

Gil .311628 -.29218 .118631 .111100 .39055 .201116 -.33091 .11000 1.00000 
Eit .U151 -.17262 .311110 -.00981 .2lt8 .. 8 .19637 -.28131 • 21ft1 a .28870 1.00000 
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21 APR 81 PA1N ClPIHG vnESTloNNAIBf 
111:22:28 FACTOR ANALYSIS or COPING QU?STIOIlNAIFE VARIABLES 

------ fACTOP AlfA1YSIS 

e5 A6 A3 Al0 11 Dl 110 . AS D4 18 G3 C2 

G5 .24378 -.00326 .37540 .34406 .33340 .13860 .07085 .09116 .25486 -.14521 -.42934 -.23081 
f2 .16908 -.12758 .37469 .28096 .19012 .12577 .03675 • 13970 .06755 -.04133 -.25873 -.0!)O95 

e6 -.22521 .14038 -.3 In68 -.12891 -.05258 -.10054 .1<;639 -.13314 -.12291 .,..283 .16032 .19282 
87 .25667 .05376 .34033 .21823 .19173 .157811 .01446 .10311 .28581 -.15329 -.31202 -.21183 

B3 -.01375 .OU80 .07229 .21583 .03980 .043611 -.00660 -.00211 .02426 .01009 -.03310 • 0!)511 9 

86 .251191 -.001114 .40484 .30824 .29438 .10816 .08187 .13130 .24269 -.11156 -.40668 -.27531 

e7 -.17059 -.07007 -.11049 .07091 -.05345 -.06166 -.06781 -.l17H -.21624 -.01271 .15478 .1I4514! 

e4 -.25389 • 10013 -.36862 -.082 .... -.14711 -.21329 .18351 -.32129 -.14104 .08208 .05102 .43"'99 

D3 .19064 -.011537 .23922 .08470 .16310 .~2741 .0462f: .14400 .58143 -.10991 -.11119 -.22b20 

H2 -.09793 .05271 -.111l911 -.07022 .02690 .02790 .22863 -.15406 .00830 -.01341 .06629 .07920 

1>2 -.18062 .01014 -.30015 -.11650 -.13957 -.~1467 -.0!:1lt1 -.09551 -.lt5387 .06240 .208U1 .21732 

H4 .JO 130 -.04320 .40393 .21576 .29040 .14217 .00799 .20005 .18960 -.11225 -.40u50 -.23226 

13 -.08802 .02324 -.14152 -.12552 -.18046 .06126 -.01341 -.OUlt11 -.08546 .28156 .23251 .12~92 

G10 -.16829 -.07245 -.15113 -.11544 -.12548 -.03330 - .1f:322 .04261 -.17819 .0"12615 '.21296 .20550 

11 .17510 -.22319 .40113 .14081 .30200 .08043 -.134311 .08516 .10618 -.06349 -.17861 -.02003 

Gl -.20559 .00817 -.29190 -.27113 -.23071 .01lll03 -.00990 -.110211 -.OO·'ltl .04632 .37362 .196511 

G8 .23712 .01187 .291l57 .26319 .36110 .19555 •. 10253 .22702 .19026 -.05656 -.1l3961 -.26466 

Cl .233112 .18248 .15954 -.05324 .13170 .20762 .093.0 • 101151 .40030 -.065'" -.08889 -.332119 

IS .16286 -.01285 • 298111 .30000 .21206 .071l63 -.OS8n .12923 .14!J25 -.14308 -.32064 -.0981:10 
£1 .10487 .1'1946 .20848 .01699 .15131 .17195 .1682~ .05133 .33229 -.14706 -.22121 -.20688 
III .15138 -.02/J59 .20421 .28516 .2641:14 .01277 -.01563 • 0949 It .10323 -.13870 -.28521 -.0863~ ,...., 
G6 -.16134 -.0"609 -.31800 -.30013 -.21792 -.00510 -.0~730 -.01616 -.16319 .15132 • 458<J5 .301'" 0 
A9 -.28417 .17591 -.43308 -.26227 -.131:169 -.09164 .20376 -.16552 -.09368 .05122 .040!J4 .25025 "" I1 -.14986 .15325 -.19740 -.06403 -.02140 .00904 .110344 -.079/Jl -."'592 .23931 -.15182 .16549 
I9 • 1/J59 3 .06421 .13594 .12113 -.00409 .02593 -.OU409 -.08661 .011660 -.09083 -.0",1" • Oj~"9 

11 G9 B1 81 11 B4 Af: H2 H5 14 12 E5 

11 1.00000 
G9 -.18138 1.00000 
Bl .01118 .05267 1.00000 
81 .04364 .37365 .31962 1.00000 
11 .19189 .15291 .. 03737 .08325 1.00000 
B/J .Oll80/J -.06381 -.10181 -.03'166 .08027 1.00000 
18 -.00415 .10557 .11035 .12928 -.00235 .13323 1.00000 

r. 82 .01612 -.02250 .27322 .15379 .03939 .09323 .06188 1.00000 
U 

US -.00623 .5H01 .01533 .50110 • 19161l .10136 .11608 .01233 1.00000 

~ III -.08/J09 .35118 -.08341 .21103 .12083 .00512 .20652 -.02033 .341111t 1.00000 

A I2 .19660 .10580 -.08451 .07ll43 .21156 .12401 .lS742 .05789 .14318 .13493 1.00000 

~ E5 -.01521 .2"921 .11624 .20192 .00360 .08883 .019,. • • '''!J81 .31'182 .11831 .14023 1.00000 

C8 -.02311 .31661 -.00363 .2111:144 -.01233 .06221 .1651l0 -.01099 .27810 .251l39 .13153 ,.24215 
p., 12 -.05855 -.23281 .09958 -.04168 -.36103 .031110 .01781 -.001153 -.31252 -.12410 -.11l234 ~.01b58 

« 88 -.07639 • 39026 • 0518& .42124 .11159 .02162 .07653 .0801l/J .5"1657 .33006 .20326 .2/J006 

16 .12168 -.00850 -.09290 -.011673 .27184 .06979 -.312/J7 .03910 -.02431 -.01720 .22830 .01528 

G1 -.13549 .3161\11 .010113 .26810 .15639 .1141" -.08569 • 09159 .27918 .'942!J .13931 .1~b29 

A4 -.07793 .15894 -.06192 .09773 .01958 .09151 .1323!J -.02348 .16695 .'6031 .116!:9 .08191 

G2 .15840 -.41J 129 -.00320 -.22583 -.01029 -.01617 .011132 .08861 -.38208 -.31173 -.029511 -.02905 

• 
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21 APR 87 PAIN ClPING QUESTIONNAIRE 
14:22:28 FA:TOB A.ALYSIS OF COPZ"G QOESTIONNAIRE VARIABLES 

------ - - - - - - - - fACTOR AlfAL1SIS --- -
F" E3 83 C3 G5 1'2 C6 87 B3 86 C7 CII 

82 .26860 -.011201 .10125 .05902 -.06196 -.08551 .17105 -.01537 -.011038 -.03233 -.00U3 .22698 

D2 .11135 .12412 .06941 -.20301 -.25948 -.21662 .18661 -.22616 .011168 -.299911 .21077 .16b61 

8Q -.10263 -.09149 -.29E32 .18535 .511110 .35889 -.19326 .56152 .05259 .63217 -.21805 -.26616 

13 .05158 .04876 .10827 -.05518 -.22941 -.00068 .119J!) -.21278 .01865 '"-.17132 .13383 .OS493 

Gl0 .02090 .00543 .03870 -.19506 -."73"6 -.1700" .13973 -.48589 -.0530" -.361171 .19460 ~ 13908 

Al -.20859 .02974 -.0"951 .04512 .33120 .32248 -.151Q9 .25373 .1832" .21661 .09073 -.0"1326 

G1 .19135 .09807 .22209 -.08530 -.36961 -.33685 .168011 -.271Q1 .06130 -.42179 .23747 .1345"/ 

G8 -.08310 -.08113 -.18805 .21393 .489'" .40519 -.06852 .362811 .09961 .432011 -.20176 -.14191 

Cl .22135 -.25042 -.12191 .29466 .21409 -.01371 -.O"9H .27n6 .03053 .18801 -.21981 -.2I$b36 

IS -.09690 -.01()70 -.13037 .111391 • "'69" .22537 -.09121 .32903 .18933 .43612 -.14"05 -.01540 

El .16151 -.27032 -.111197 .28251 .31735 .18"22 -.06649 .35632 -.06"'2 .21t167 -.21J76" -.OSOIl" 

III -.11435 .04590 -.03922 .166'" .26661 .10598 -.0"639 .25043 .10216 .27638 -.03112 .00"163 

G6 .11861 .061167 .13"55 -.11971 -.63994 -.29221 .19616 -.53620 -.09S23 -.54471 .21452 • 15J41J 

19 .36118 .13491 .16958 -.111130 -.2U30 -.260" .43136 -.23621 .05103 -.25526 .1611J9 .J2nS 

I1 .3381 " .13238 .06933 -.08020 -.0"318 .10612 .3433C, -.01358 -.03753 .008114 .13113 .1<Jb'/2 

19 -.03789 .04646 .05198 .1011211 .25628 -.04251 -.08269 .20388 .01&723 .08501 -.00814 -.01145 

D3 H2 D2 H. 13 Gl0 11 Gl G8 Cl 15 !1 

D3 1.00000 
H2 .02969 1.00000 
D2 -.611127 .02787 1.00000 
H4 " .243211 -.13425 -.23'30 1.00000 N 

13 -.07633 -.02280 .14537 -.216'8 1.00000 0 

Gl0 -.08890 .01661 .23806 -.31217 .21375 1.00000 "" 
11 • 183H -.09838 -.22211 .23112 -.14395 -.19945 1.00000 

G1 -.11163 .06594 .21176 -.1J4145 .11915 .19829 -.28063 1.00000 

G8 .30257 -.00931 -.23833 .56846 -.13691 -.25369 .2!:712 -.35'91 1.00000 

C1 .24092 .02013 -.15618 .2385' -.04094 -.0822' .02558 -.07297 .22776 1.00000 

IS .16423 -.02161 -.16583 .114225 -.15637 -.18061 .28028 -.271161 .3"'57 .17810 1.00000 

!1 .23009 .10691 -.26959 .21342 -.23323 -.23'95 .07571 -.111511 .23782 .32492 .20176 1.00000 

~ 111 .08722 .04151 -.1251' .24392 -.39436 -.23295 .21567 -.12805 .30418 .05328 .18&19 .121911 
(.) 

G6 -.16044 .05291 .24123 -.41201 .2720" .~2651 -.33101: .37331 -.116138 -.13530 -.H339 -.296U1 

>< A9 -.23021 .24"20 .23256 -.2"539 .10163 .15860 -.31276 . '''"' -.2"995 -.04091 -.10876 -.09220 

~ 17 -.09167 .15185 .099111 .02511 .09149 -.049"11 -.07216 -.0951J5 .06b51 -.0~164 -.02012 .031"15 

~ 
19 .02422 -.05589 -.011969 .10106 -.22992 -.19654 .11295 .089115 .00078 .O91~1 .17151 .113St 

~I t11 G6 A9 I1 I9 

111 1.00000 
G6 -.2"9311 1.00000 
A9 -.12241 .25398 1.00000 
17 -.00435 -.00320 .40515 1.00000 
19 .09504 -.20225 -.03200 -.18351 1.00000 



AppendixO.1 
CENTRE FOR PAIN RELIEF" 
MERSEY REGIONAL DEPARTMENT OF MEDICAL AND SURGICAL NEUROLOGY 

Tel: 051-525 3611 Walton Hospital 
Rice Lane 

Our Ref: Uverpool 

Your Ref; Mr E. Ghadiali. 

Dear 

We are conducting scientific research into the problem 
of chronic pain. Your name has been obtained from our records 
at Walton Hospital Pain Clinic. As part of this research we 
are trying to find out how people cope with various problems. 

This has involved a large scale survey into the methods 
of coping used by people who have pain. We would be grateful 
if you would kindly complete the enclosed questionnaires. We 
appreciate that some of the.questi~~s are quite personal and 
assure your answers will be treated in strictest confidence. 
Your answers will increase our understanding, and will help us 
in our effo~ts to develop better treatments for people suffer
ing from pain. 

L9 1AE 

Please enclose your completed questionnaires in the prepaid 
envelope and return them as quickly as possi~le. It is possible 
you have filled in some of these forms before, but please fill 
them in as it is part of continuous research. We apologise if 
for any reason you feel it was inappropriate for you to be sent 
these questionnaires. 

Thank you for your kind co-operation, with best wishes. 

.. 

, 
Yours sincerely, 

_:?, ')t9JL' 
J • ~. 'v 

N. Radcliffe, Psychologist 
R. Sutherland, Psychologist 
E. Ghadi~, Clinical Neuropsychologist 



PAIN COPING QUESTIONNAIRE 

Birthdate -------------------
Marital status: 

Married () 
Re-married ( ) 
Single () 
Sepdrated ( ) 
Divorced () 
Widowed ) 

Number of children -

At home -------------
Left home -------

How many brothers do you have? 

How many sisters do you have? 

imployment status 

( ) Employed full-time 

( Employed part-time 

( ) R~tired 

( ) Homemaker 

() Unemployed due to pain 

AppendixD.2 0 "(04-
IN CONFIDENCE 

() Unemployed other reasons describe 

Where do you suffer pain? 

Have you attended the Pain i~anagement Course? YES / NO 

How helpful did you find the Pain Management Course: 

Extremely 
Helpful 

Quite 
Helpful 

Not 
Helpful 

404 

-------

__ .. ..L 
Unheipful 



0.2 

How has the intensity of the pain changed throughout the time you have.had it? 

( ) Increased 
( " ) Decreased 
( ) Stayed the same 

Date pain began 

Circumstances of Onset (Please tick) 
( ) 

( ) 

( ) 

( ) 
( ) 

( ) 

( ) 

Accident at home 
Accident at work 
Road Accident 
Following illness 
Following surgery 
Pain Ijust began I 
Other injury (explain) 

Rate how often your pain occurs (please tick) 
( ) Continuously 
( ) Several times a day 
( ) Once a day 
( ) Several times a week 
( ) Several times a month 
( ) Once a month 
( ) Less frequent than once a month 
( ) Never 

On a scale from 10 1 to 1101, with 10 1 representing no pain and I~OI representing 
the worst imaginable pain (tr·tally disabling), what number would you give your 
Usual (average) pain these days? Circle the appropriate number: 

0 No pain 
1 Extremely mild pain 
2 Very mild patn: 
3 l"iild pain 
4 fairly mild pain 
5 fVtedium pain 
6 Fairly severe pain 
7 Severe pain 
8 Very severe pain 
9 Extremely severe pain 

10 Worst imaginable pain 405 

.... 



0.2 

DIRECTIONS: Please Indicate the extent to which you agree or disagree with each 
of the following statements. 

Put a circle around the appropriate word 

Please answer ALL the questions. 

1. (C3) I cannot distract myself from pain even if I keep biley. 

strongly disagree uncertain agree strongly 
disagree agree 

2. (812) My pain is usually associated with dOing certain things. 

strongly disagree uncertain agree strongly 
disagree agree 

3. (B10) I feel that I have no control over my pain whatsoever. 

stron~ly disagree uncertain agree strongly 
disagree agree 

4. (F1) My pain is always with me. 

strongly disagree uncertain . agree strongly 
disagree agree 

5. (F4) I am convinced that I have something seriously wrong with me 
which the doctors cannot diagnose. 

strongly disagree . uncertain agree strongly 
disagree agree 

6. (01) Painkilling tablets are the only way that I can control my pain. 

strongly disagree uncertain agree strongly 
disagree BQree 

7. (B5) It is possible that my pain can be made worse by what I am thinking 
or doing. 

strongly disagree uncertain agree strongly 
disagree agree 

8. (04) When I have pain I usually take painkillers and rest. 

strongly disagree uncertain agree strongly 
disagree agree 

9. (A10) I feel happy about my life in general. 

strongly disagree. uncertain agree strongly 
disagree agree 

10. (A3) I have lost my confidence. 

strongly disagree uncertain agree strongly 
" disagree agree 

1l. 
.. 

(EO It is best not to talk about my '1)A~n to other people. 

strongly disagree uncertain agree strongly 
disagree - agree 



/2 

12. (A17) I try to avoid other people when I have pain. 

Strongly 
disagree 

disagree uncertain agree strongly 
agree 

13. (B7) Relaxation does not have any effect on TI!'J pain. 

Stron~ly 

disagree 
disagree uncertain agree strongl 1t 

agree 

14. (F3) Mest of my family and friends know that I have a pain problem. 

Strongly 
disagree 

disagree uncertain agree strongly 
agree 

lS. FS) I am resigned to experience pain for the rest of my life. 

, Strongly 
disagree 

disagree uncertain agree strongly 
agree 

0.2 

16. (E3) It is not helpful when people are sympathetic because of my pain. 

Strongly disagree uncertain agree strongly 
disagree agree 

17. (A2) I feel my pain cuts me off from other people. 

Strongly disagree uncertain agree strongly 
disagree agree 

18. (A19) 1. sometjmes worry that I have a serious illness. 

Strongly 
disagree 

disagree uncertain agree strongly 
agree 

19. (C4) I often have to lie down and rest because of my pain. 

Strongly disagree uncertain agree strongly 
disagree agree 

20. CBS) When I experience pain I am usually able to do something in 
order to reduce it. 

~tr, ongly disagree uncertain agree strongly 
disagree agree 

21. (A4) My pain affects the way I get on with my family 
great deal. 

Strongly disagree uncertain agree stroI'.gly 
disagree agree 

22. (A1S) My pain makes me feel tense and frustrated. 

Strongly 
d:tsagre4:! 

disagree uncertain agree 

23. (A14) I do not let ~1 pain get me do~n. 

Strongly 
c.:.:.sagree 

disagree uncertain agree 

407 

strongly 
agree 

strongly 
agree 

and friends a 



- 3 - 0.2 
24. (E4) It is always better to let other people know when I am in pain. 

25. (A8) 

strongly 
disagree 

disagree uncertain agree 

My pain makes me feel miserable most of the time. 

strongly 
disagree 

disagree uncertain agree 

strongly 
agree 

strongly 
agree 

26. (A20) I have to rely on other people a great deal because of my pain. 

27. (B2) 

strongly 
disagree 

disagree uncertain 

When I am in pain it helps if I try to relax. 

strongly 
disagree 

disagree uncertain 

agree 

agree 

strongly 
agree 

strongly 
agree 

28. (A9) I never go out because people do not want to know you when you 
have pain. 

strongly 
disagree 

disagree uncertain 

29. (B1) Relaxation helps me to cope with pain. 

strongly 
disagree 

disagree uncertain 

agree 

agree 

strongly 
agree 

strongly 
agree 

30. (E5) It is not helpful when people do too much for me because of 
my pain. 

strongly 
disagree 

disagree uncertain agree strongly 
agree 

31. (C2) It is always better to avoid anything that causes more pain. 

strongly 
disagree 

disagree uncertain 

32. (A7) My pain stops me from leading a normal life. 

strongly 
disagree 

disagree uncertain 

33. (A16) I find it very difficult to relax. 

strongly 
disagree 

disagree uncertain 

agree 

agree 

agree 

strongly 
agree 

strongly 
agree 

strongly 
agree 

34 . (84) ~Jhen I have pain I can control it to some extent by thinking 
certa i n thoughts. .' 

35 . .. 

strongly 
disagree 

disagree unCGrtain 

(A13) My pain makes me opt out of things • 

strongly 
disagree 

disagree 

agree 

agree 

strongly 
agree 

strongly 
agree 



36. (E2) 

37. (A6) 

- 4 -

I always try to hide the fact that I am in pain. 

strongly 
disagree 

disagree uncertain 

My pain stops me from going places. 

strongly 
disagree 

disagree uncertain 

agree 

agree 

0.2 

strongly 
agree 

strongly 
agree 

38. (B11) I think that regular physical exercise is important in helping me 
to control my pain. 

strongly 
disagree 

disagree uncertain 

39. (03) I always take painkillers when I have pain. 

strongly 
disagree 

disagree uncertain 

agree 

disagree 

40. (B9) Talking to other peoplE about how I feel can help my pain. 

strongly 
disagree 

disagree uncertain 

41. (~2) I can manage without the help of drugs. 

strongly 
disagree 

disagree uncertain 

agree 

agree 

42. (A1) My pain makes it difficult to socialise with people 

strongly 
disagree 

disagree uncertain agree 

43. (F2) It seems that whatever I do my pain is always there. 

strongly 
disagree 

disagree 

44. (A1l) I am coping well with my pain. 

strongly 
disagree 

disagree 

uncertain 

uncertain 

45. (A5) My pain makes me feel useless and not needed. 

strongly 
disagree 

disagree uncertain 

agree 

agree 

agree 

strongly 
agree 

strongly 
agree 

strongly 
agree 

strongly 
agree 

strongly 
agree 

strongly 
agree 

strongly 
agree 

strongly 
agree 

46. (el) When I have pain it is best"to stop what I am doing and rest. 

strongly 
disagree 

disagree uncertain 

47. (A18) All my problems are caused by pain. 

strongly 
disagrE..8....: 

disagree uncertain 
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agree 

agree 

strongly 
agree 

strongly 
agree 



- 5 -

48. (A12) I manage to do most things in life tha.t I want to. 

strongly 
disagree 

disagree uncertain agree 

0.2 

strongly 
agree 

49. (83) In my day-to-day life I aan influence my pain to some degree. 

strongly 
disagree 

disagree uncertain agree 

50. (86) I think that my pain can be affected by my state of mind. 

strongly 
disagree 

disagree uncertain agree 

410 

strongly 
agree 

strongly 
agree 
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APPaIDIX F 

Q:Rpari.sc:ns of 1st and 2nd wave subjects 
CD demog:r aphic and pain characteristics 

413 



~ Fi Breakdown of males and females for 1st and 2nd wave 
sarrp1es.-

1st WAVE 

103 59 

195 112 

-_._-_._-
198 in 

Chi-square = 1.77 p = 0.99 (NS) 

414 



TABLE Fii Breakdown of marital status for 1st and 2nd wave samples. 

1st WAVE 2m WAVE' 

200 112 

9 7 

35 19 

SEPARATID 15 6 

DIVOR:E> 3 3 

36 24 

-----
298 171 

Chi-square = 1.45 D.F.= 5 p = 0.92 (NS) 

415 



~ Fiii Breakdown of employment status for 1st and 2nd wave 
sample:--

1st WAVE 2nd WAVE 

EMPIDY.I!D FULl. TIME 41 20 

~PARl'TIME 29 13 

RE'1'.lOR&) 88 54 

45 28 

~ JXJE 'IO PAIN 66 40 

~ JXJE 'IO amER 28 15 
REAam 

297 170 

Chi-Square = 1.29; D.F = 5 p = 0.93 (NS) 

416 



".mBLE Fi v Table breakdown of circumstances of onset of pain for 1st 
arrl 2nd"Wave. 

1st WAVE 2nd WAVE 

ACCIDFNl' AT fD£ 22 8 

ACCIDJ!Nl' AT l«lRK 44 18 

17 14 

:ror.uHIm II.I.NESS 31 18 

~SUH:mRY 34 21 

PAIN -JlET BEJJAN- 101 67 

01HER m.JURY 45 19 

294 165 

Chi-square = 5.9 D.F = 6 p = 0.45 (NS) 

417 



mBLE Fv Frequency of pain for 1st and 2nd wave. 

1st WAVE 2nd WAVE 

210 118 

SEVERAL TIMI!S A DAY 53 32 

CR:E A DAY 5 4 

SEVERAL TIM&S A WEEK 14 6 

SEVERAL TIMI!S A M:N.IH 4 5 

(HE A K:NJH 6 2 

LESS FRlU.llWl' 1 1 

293 168 

Chi-square = 2.72 D.F = 6 p = 0.84 (NS) 

418 



"mBLE Fvi Breakdown of location of pain for 1st and 2nd wave 
sampleS:-

1st WAVE 200 WAVE 

56 37 

24 13 

7 5 

18 13 

SIDJI.llERS, (]lEST, AI3IX:MEN 2 3 

11 11 

K>RE THAN am ARFA 156 77 

AIL OVER 7 11 

281 170 

Chi-square = 2.06 D.F = 2 p = 0.35 

419 



'mBLE Fvii Breakdown of pattern of pain change over time for 1st 
am 2nd-wa\Te sam~les. 

1st WAVE 2nd WAVE 

142 94 

52 24 

90 48 

284 166 

Chi-square = 2.06 D.F = 2 p = 0.35 

420 



T.ABlE Fviii Breakdown of attendance on Pain Management Course (PMC) 
for 1st and 2nd wave. 

1st WAVE 2nd WAVE 

66 83 

229 88 

295 171 

Chi-square = 34.07 p < 0.001 

421 



APPmDIX G 

Q"IIp3risalS of 2rxl wave sample. 

Attendance (Xl PMC Vs ncn-a.ttendance an PMC 

Descriptial of sanple for test-retest scores • 

• 

422 



'TABLE Gi Mean scores on severity of pain rating scale for 
attenda'iiCe and non-attendance on Pt-C. Visual analO:;Jue scale l-lOcm. 

RIA lK: 

w. OF 
CASES 

81 

87 

6.23 

6.55 

S.D 

1.56 

1.64 

423 

D.F 
2-TAIL 
ProB. 

166 0.202 (NS) 



TABLE Gii Frequencies of· males and females for attendance and non
attendance on PMC. 

N/A PK: 

32 27 

51 61 

73 88 

Chi-square = 0.84 D.F = 1 P = 0.27 (NS) 
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TABLE Giii Frequencies of marital status for attendance and non
attenda:riC'e on PMc. 

N/A IK: 

51 61 

3 4 

11 8 

SEPARAT.Im 2 4 

DIVORCED 3 

13 11 

-
83 88 

Chi-square=52 D.F=5 F'<).39 
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TABLE Gi v Frequencies of employment status for attendance and non
attendance on PMC. 

RIA I:M! 

JM?IDYID fULI.r1l'IME 9 11 

JM?IDYID PARr-TIME 3 10 

REtIRED 27 27 

12 16 

l.lNf.H.'IDYID IXJE '10 PAIN 24 16 

l.lNf.H.'IDYID FOR. 0lBER RFJ.\SH) 8 7 

83 87 

Chi-square = 6.11 D.F = 5 p = 0.29 (NS) 
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'll\BLE Gv Frequencies of location of pain for attendance and non
attendance on PMC. 

N/A He 

23 14 

4 9 

4 1 

BFAD 3 10 

SID.JIDERS, CliEST, ABIX:'Mm!l 2 1 

5 6 

M>RE 'l'Hl\N am AREA 38 39 

AIL OVER 4 7 

83 87 

Chi-square = 10.84 D.F = 7 p = 0.14 (NS) 
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TABJ:.E Gvi Pattern of pain for attendance and non-attendance on PMC. 

RIA :9C 

50 44 

8 16 

22 26 

80 86 

Chi-square = 3.17 D.F = 2 p = 0.21 
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mBLE Q!!! Onset of pain for attendance and non-attendance om PMC. 

N/ARC 

K.t:I1 mr AT IDm 4 4 

K.:I: II mr AT t«>RK 12 6 

R'.W) N:J.: J 11FNJ.' 8 6 

~II.I1m)S 5 13 

~SO'1Gi:RY 9 12 

PAIN -JUST ~ 31 36 

amER lNJtlRY 9 10 

81 87 

Chi-square = 7.46 D.F = 5 p = 0.27 (NS) 
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TABl.E Gviii Frequency of pain report for attendance and non
attendance on FMC. 

RIA 1M:! 

a:NrINUOUSLY 62 56 

SEVERAL TIMES A DAY 14 18 

ONCE A DAY 1 3 

SE.VERAL TIMES A WEEK 1 5 

SE.VERAL TIMES A M)N'IH 3 2 

ONCE A MJNIH 2 

LESS FREQUENT 1 

'IDI'AL 81 87 

ari.-square = 7.46 D.F = 5 p = 0.27 (NS) 
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~~---....-----------------r--------------.----

A p pe n d i x H.1 K, 

I ... · ....•. ..", '>." 

PA[N QUEST[ONNAIRE 1 USUAL PA[N 

Name: ...................................................... 

fhe aim of thi:. qUQ$llvnn~ire is to find out more about your usual or 
average patn. It aSKs two major Questions. Where is it and how does it 
change over time. 

1. Where is your usual (average) pain 

Please mark on the drawings below the areas where your usual pain 
1s, put a dot in tne centre and a circle·around the area. Put E if 
external, or r if internal, near the areas which you mark. Put EI, 1F 
your pain Is both external and internal. Also if you have one or more 
areas which can trigger your pain when press~is applied to them, mark 
ea<:h with an X. 
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2. How does your pain change with time? 

d. Put a tick by the one group of words below which best cescribes the 
usual pattern of your pdin. 

( ) Cont i nOllS. StP~\f"" Ce:nstant 
( ) Rhythmic., P<.:riCGlc. intermittent 
( ) Brief, ~;o!ner1:.ar/, T;-;lls1(;?nt 

b. Put a ti ck by the \,;orc YlhL .. il best describes the frequency of your 
usual pain 

( ) Seldom ( ) r'lontrty ) Weekly ) Oai ly 
( ) Several times a day 

c. Put a tick by the word which best describes the duration of your 
usual pain 

) Seconds or Minutes ( ) Hours ( ) Days 
) Constant~waxes and wanes ) Constant-unchanging 

d. 'How does your pain change during the day? Put a tick by the best 
description of your usual pain of those listed below 

( ) worst on rising, gets better during the day 
( ) Least on rising. gets worse during the day 
( ) Worst at night when trying to sleep 
( ) None of the above 

e. On a scale from a to 100. with 0 representing no pain and 100 
representi ng pa i n so severe you wou 1 d ,not be ab 1 e to to I erate it 
more than a minute or two, what number would you give your usual 
(average) pain these days? 

number = 
f. The following five words describe pain of increasing intensity 

2 3 4 5 

Mild Discomforting Distressing Horrible Excruiating 

Put a number in the brackets to indicate which of the above words 
best describes:-

{i} 
(ii) 
(i i i) 
(iv) 
(v) 

Your pain at its worst 
Your patn at its least 
The worst toothache you've ever had 
The worst headache you've ever had 
The worst stomach-ache you've ever had 
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EIl,IN. QUESTIONNAIRE 2 PAIN RIGHT NOW 

Name: ............................................. 

The .aim of this Questionnaire is to find out more about your pain at 
this precise moment in time. It asks two major questions, what does 
your pain feel like and how strong is it right now? 

1. What does your pain feel like"? 

a. Put a tid, by the group of word s be 1 ow wh i eh bes t descr i be s the 
pattern of your pain at this [!'loment 

( ) Continuous, Steady, Constant 
( ) Rhythmic, Periodic, Intermittent 
( ) Brief. Momentary. Transient 

b. Some of the words below may describe your pain at the present 
moment. Put atick by those words that best describe it. leave 
out any category that is not suitable. -use only a Single word 
in each appropriate category - the one that applies fiest. 

1 2 3 4 
Flickering Jumping Pricking Sharp 
Quivering Flashing Boring Cutting 
PulSing Shooting Ori 11 ing Lacerating 
Throbbing Stabbing 
Beating Lanci11ati"ng 
Pounding 

5 6 7 8 
Pinching Tugging Hot Tingling 
Pressing Pulling 8urning Itchy 
Gnawing Wrenching Scalding Smarting 
Cramping Searing Stinging 
Crushing 

9 10 11 12 
Dull Tender Tiring Sickening 
Sore Taut Exhdusting Suffocating 
Hurting Rasping 
AChing Splitting 
Heavy 

13 14 15 15 
Fearful Punishing Hretched Annoying 
Frightful Grueling Blinding Troublesome 
Terrifying Cruel 433 Mi s·erab 1 e 

Vicious Intense 
Killing Unbearable 

17 18 19 20 
Spreading Tight Cool Nagging 
Radiating Numb Cold Nauseating 
Penetrating Drawing Freezing Agonizing 
Piercing Squeezing Dreadful 

Tearing Torturing 

H.1 



H.1 

2. How strong is your pain? 

Put a cross on the line below at the point which indicates the 
degre!. of paii1 you are experiencing at this rrroment in time 

o NO PAIN 

20 VERY MILD PAIN 

40 FAIRLY MILO PAIN 

60 FAIRLY SEVERE PAIN 

80 VERY SEVERE PAIN 

100 WORST IMAGINABLE PAIN -
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LEEDS SCALE ANSHER SHEET. A P pen d i x H. 2 

NAHE: _______________________________ _ DATE: _________ _ 

Please indicate hON you are feeling nON,or hON you have been 
feeling in the last day or tNO, by UNDERLINING the correct 
response to each of the folloNing items: . 

t). I Nake early and then sleep badly for the rest of the night. 
a) Yes, definitely. 
b)"Yes, sometimes. 
c) No,not much. 
d) No,not at all. 

2). I get very frightened or panic feelings for no reason at all. 
a) Yes, definitely. 
b) Yes, sometimes. 
c) No,not much. 
d) No,not at all. 

3). I feel miserable and sad. 
a) Yes, definitely. 
b) Yes, sometimes. 
cJ No,not much. 
d) No,not at all. 

4). I feel anxious Nhen I go out of the house on my ONn. 
a) Yes, definitely. 
bJ Yes, sometimes. 
cJ N(),not much. 
d) No,not at all. 

5). 1 have lost interest in things. 
a) Yes, definitely. 
0) Yes, sometimes. 
cJ No,not much. 
dJ No,not at all. 

6J. I get palpitations, or a sensation of Hbutterflies H in my 
stomach or chest. 

a) Yes, definitely." 
b) Yes, sometimes. 
c) Na,not much. 
dJ No,not at all. 

7J. I still enjoy the things I used to. 
aJ Yes, definitely. 
b) Yes, sometimes. 
c) N(),not much. 
d) No,not at all. 
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8). 1 feel scared or frightened. 
iii.> Yes".definitely. 
bJ Yes, sometimes. 
c) Ho,not much. -
d) Ho,not at all. 

9).·1 feel life is not worth living. 
a) Yes, definitely. 
b) Yes, sometimes. 
c) Ho,n()t much. 
d) Ho,not at all. 

10). I feel tense or Hwound UpH. 
a) Yes, definitely. 
b) Yes, sometimes. 
c) HO,TI()t much. 
d) Ho,not at all. 

11). I find it easy to do the things 1 used to. 
a) Yes, definitely. 
b) Yes, sometimes. 
c) Ho,not much. 
d) Ha,not at all. 

12). I get dizzy attacks or feel unsteady. 
a) Yes, definitely. 
b) Yes, sometimes. 
c) Ho,T/ot much. 
d) Ho,not at all. 

13). 1 have a good appetite. 
a) Yes, definitely. 
b) Yes, sometimes. 
c) Ho,not much. 
d) Ho,not at all. 

14). 1 am restless and can't keep still. 
a) Yes, definitely. 
b) Yes, sometimes. 
c) Ho,not much. 
d) Ho,not at all. 

15). I am more irritable than usual. 
a) Yes, definitely. 
b) Yes, sometimes. 
c J Ho ,Tlot much. 
d) Ho,not at all. 

H.2 

PLEASE CHECK THAT YOU HAVE AHSUERED ALL THE ITEMS: THAHK YOU. 
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~IHLC .. SCALES. FOR~1 A. 
H.3 

INSTRUCTIONS, Please indicate the extent to which you agree or disagree 
with the following statements by UNDERLINING the appropriate 
word(s). 

1. If I get sick, it is my o~lIn behaviour whicb determiTles how soon I get 
well agaiTI. 

strongly disagree slightly slightly agree str(mgly 
disagree disagree . agree agree 

2. No matter what I do, if I am goin g t(.) get sick, I will get sick. 

strongly disagree slightly slightly agree stron gl y 
disagree disagree agree agree 

J. H a v i n g I" e gu 1 a I" contact ~lIi th my doct()r is the best way for me to avoid 
illness. 

strongly disagree slightly slightly agree strongly 
disagree disagree agree agree 

4. Host things that affect my health happen to me by accident. 

stron gl y disagree slightly slightly agree strongly 
disagl"(le disagree agree agree 

s. Uhenever I don't feel well, I should consult a medically trained 
profess i (mal. 

stron gl y disagree slightly slightly agree strongly 
disagree disagree agree agree 

6. I am in control of my health. 

stron gl y disagree slightly slightly agree str(mgly 
disagree disagree agree agree 

7. My family has a lot to do with my becoming sick or staying healthy. 

stron gl Y disagree 
disagree 

s. Uhen I get sick I am 

strongly disagree 
disagree 

9. Luck plays a big part 
illness. 

stron gl y disagree 
disagree 

lO. Health professionals 

*trongly 
disagree 

di.sagree 

slightly slightly 
disagree agree 

t() blame. 

slightly slightly 
disagree agree 

in determining how SOOTI 

slightly slightly 
disagree agree 

control my health. 

slightly slightly 
disagree 
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agree 

agree 

agree 

I will recover 

agree 

agree 

strongly 
agree 

strongly 
agree 

from aTI 

strongly 
agree 

str(m gl Y 
agree 



11. Hy good health is largely a matter of good fortune. 

stroTl gl Y 
disagree 

disagree sl i ghtly 
disagree 

slightly 
agree 

H.3 
agree 

t2. The main thing which affects my health is what 1 myself do. 

stron gl Y 
disagree 

disagree slightly. 
disagree 

slightly 
agree 

13. If I take care of myself I can avoid illness. 

stron gl Y 
disagree 

disagree slightly 
disagree 

slightly 
agree 

agree 

agree 

-- . 
strongly 
agree 

strongly 
agree 

strongly 
agree 

t4. Uhen 1 recover from an illness, its usually because other people have 
been taking good care of me. 

str(mgly 
disagree 

disagree slightly 
di sagree 

slightly 
agree 

15. No matter what 1 do, I'm likely to get sick. 

stron gl Y 
disagree 

di sagree slightly 
disagree 

slightly 
agree 

J6. If it's meant to be 1 will stay healthy. 

stron gl Y 
disagree 

disagree slightly 
disagree 

slightly 
agree 

17. If I take the right actions 1 can stay healthy. 

strongly 
disagree 

disagree slightly 
disagree 

slightly 
agree 

agree 

agree 

agree 

agree 

strongly 
agree 

strongly 
agree 

stroTI gl y 
agree 

strongly 
agree 

JS. Regarding my health, I can only do what my doctor tells me to do. 

strongly 
disagree 

disagree slightly 
disagree 

slightly 
agree 

agree 

PLEASE CHECK YOU HAVE ANSUERED ALL THE QUESTIONS. THANK YOU. 
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ACTIVITY QUESTIONNAIRE. H.4 

For each of the following items please rate each activity from 1 --> 5 to 
best describe what you are able to do now. 

Please circle the appropriate number. 

1 • can do as normal 
:2 • can do with a little difficulty 
J • can do with some difficulty 
4 • can do with much difficulty 
5 • cannot do at all 

t) Stand unaided for long periods. 

2) Sit for long periods. 

J) Lie down for long periods. 

4) Ualk a long distance. 

5) Drive a long journey. 

6) Bend to pick something up 
from the floor. 

7) Lift an object from the floor. 

S) Household activities, 
a) cooking 

b) vacuuming 

c) making beds 

d) ironing 

e) cleaning windows 

f) decorating 

g) cleaning the car 

% 9) Employment activity. 

10) Sexual activity. 

II) Indoor leisure activities 
(state which) 

12) Outdoor activities 
(state which) 

t3) Visiting friends in their home. 

t4) Going to pub/cinema/theatre. 

IS) Swimming. 

16) Other sports 
(;state whi ch) 
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r 
ACTIVITY QUESTIONNAIRE (2). 

During the last week how many times aid you;-

1) Stand unaided for long periods. 

2) Sit for long periods. 

~J li@ ~8Wfi t8f l8fij ~ifi8~§s 

4) Walk a long distanc •• 

5) Drive a long journey. 

6) Bend to pick something up from the floor. 

7) Lift an object from the floor. 

8) Do household activities, 
a) cook a meal 

b) vacuum the floor 

c) make the bed 

d) iron 

. 
During the last month, how many times did you,-

e) clean the windows 

f) decorate 

g) clean the car 

9) Go to work (if employed). 

10) Have sex with your partner. 

H.4 

11) Do the indoor leisure activity you stated overleaf. 

12) Do the outdoor leisure activity you stated above. 

13) Visit friends in their home. 

14) Go to the pub/cinema/theatre. 

15) Go swimming. 

16) Take part in some other sport. 
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APPENDIX J 

Method for calculating standard scores i2!: Pain COping Scales 

Raw scores of a given scale(Xl ) are converted to standard score (X2 ) 

based on a mean of 100 and standard deviation of 15 by means of the 

following equation:-

Where, 

Xl = raw score of pain coping scale 

Ms = mean scale score from standardisation sample 

SDs = standard deviation of scale score fran standardisation 
sample 

X2 = pain coping scale score 

See table 5.10 for means and standard deviations of Pain COping Scale 

scores fran standardisation sample. 
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19.000 

10 

"13 .... 
OIl 
• 
~ 
VJ 

'=' .... 
CD 
C't 
'1 .... 
g' 
C't ...... o \ 
::I 

0 
III 

'=' 
0; 

.... CD a n 
0 
'1 n, CD c:: III 

~ 
C't 

i ~ 
III 

~ 
C't .... 
< .... 
C't 
~ 

.g 
CD 
III 
C't .... 
0 

i .... 
~ 



~ 
~ 
(» 

ACTIV2A 
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1 
2 
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1 
2 
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1 
2 
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1 
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r>11DPOINT 

-1 
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21 
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69 
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97 
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132 
139 

56.846 
14.000 
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0000000000000000****0*******00****00************** 
*********************0*0***0** 
000000000000*0000000 
0000000000 

0000000***0***00000****0*0**** 
000**0*000000000000000****00*000******** 
00*0*0**00 
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******0*00*0****************** 
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APPENDIX M Correlation matrix of variables from 

validation study 
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, •• 001 

.150' 
I 01, 
, •• 313 

-.09f1 
( 05, 
p •• 521 
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, •• 001 
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p •• 

',0125 
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, •• 590 
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I '51 
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.1151 
I 01, 
, •• 217 
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I lS, .. -". 
-. '''' I OS, 
... Z9O 

·."11 I II, 
... 000 

""" , os, 
... 007 

'.1015 
, 03) 
p •• ." 

·.In, 
I oJ, 
p •• 276 

-.IS61 
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.. "" I OS, 
, •• 001 

.2601 ( 37, 
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... 353 
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I os, 
... 4n 
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-.0215 
I lS, ...... 
-.O", 

I ." po .527 

·.031' 
I lS, 
... no 

.1154 

I ." ,. _"0 
·.0125 , ." , •• 590 
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p •• 
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I .. , 
p •• 317 
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p •• 000 

.016' ., '.2"5 
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.2"2 
I ,." 

, ~o.:::: 
I '" p •• 50S 

f 

.IOS2 
I lS, .... n 
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I 05, 
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f •• 21' 
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.2567 
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-.0196 
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I OS) 
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p- .!I'7 
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,- .,tat 
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,~ .0'0 
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.2>12 
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,\~£ DU~AT:n!~ LEED~DA LEED~U, t'H!'C:r A !!"LePA MHLCCA AC'I'fVlA ACTIV2 A PPIA "well 

AGE 1.000J .4194 .0602 .00'15 .1~01l .1700 , • 11tH - .174 tI .0369 -.1 tl4 U -.1310 

( 117, II 7) ( 47) ( 47) 451 ( 45) ( II~) ( 117) ( 39' ( 4 'II ( II '/1 

P= • f = .003 p= .592 1'= .652 p= .393 1'= .2t>1I p= .437 p= .240 p= .8211 P= .213 p= • j.,tI 

DURA'T'IOt! .419!1 1.0000 .0603 .111111 .221l7 -.02MI .3536 -.1450 -.14119 -.2311; -. nOl 
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p= .OO? p= • p= .t67 F= .411 4 p= .131 p= .861 p= .017 p= .331 p= .379 p= .117 p= .421 
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QI ..... 
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QI 

~ 
( 47) ( 117) ( II 7) ( 47) ( liS) ( 45) ( II~) ( 1171 ( 391 ( 117) ( III) 
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~ IiWCA -.1316 -.121.12 -.:)920 -.2529 .1692 -.25tJ5 -.1635 .0180 .31112 .17t1l 1.0000 
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Tel. 051-525 3611 

Our Ref. 

Your Ref. 

Dear 

AppendixN.1 
SOUrrl SEFTON HEALTH AUTHORITY 

When telephoning or calling please ask for: WALTON HOSPITAL 

RICE LANE 
LIVERPOOL 

L91AE 

November, 1985 

I am currently conducting research into the problem of chronic pain. 
I am trying to find out how people who suffer from pain cope with the various 
problems. As part of this research, I 'N(Jllld be very g:rateful if you wO~lld 
kindly fill'in the enclosed questionnaires and return them to me as soon as 
possible. 

I have obtained your name from ':hilton Pa 5.n Clinic and 'The Pain Relief Foundation. 
Your answers 'Hill be treated canfidentially. Please return the questionnaires 
udng the enclosed pre-paid envelc'pes. ::t is posaib19 that T have contacted you 
·before. J:-1.ease fill in ,;he qu.estionnaires even if you' have completed' sil':Tilar 
forms beforp.. 

Thank you on,-;e ~;I",in for your kind ~ooperation. 'tie hope that the resulte of this 
survey will in~raase our understanding of the problem of pain and lead to better 
treatments fer this difficult problem. 

If yeu wOiJld like further information pl~ase contact me'on extension 479/641. 

Yours sincerelYt 

\''? 
E. J. GHADIALI 
PRINCIPAL NEUROPSYCHOlOGIST TO PAIN CLI~IC 
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APPEH>1X P 

Hyp:>thesis l: 

The General Coping Measure is a measure of the affective comr::onent 

of pain experience and will therefore be hiqhly related to other 

psyChological measures of affect and emotionality. It will be 

related to the Leeds Scale for the Self Assessment of Anxiety and 

Depression. 

Hyp:>thesis 2: 

The Active Coping Strategies scale is a measure of the coqni tive 

rather than affective component of pain experience and will 

therefore be related to other psyChological measures of cognitive 

aspects of pain experience. It will be related to the scales on 

the Multi-Dimensional Health Weus of Control Scales. 

HYJX)thesis 3 : 

The Avoidance scale is a measure of beliefs .in the use of passive _ 

pain copinq strateqies. Scores on this scale will be related to 

self-report ratinqs of activity frequency and difficulty. 

HYJX)thesis 4: 

The Pain Copinq Scales measure psyCholoqi.cal adjustment to Chronic 

pain and belief in the use of positive and neqative pain coping 

strateqies. The scales will be unrelated to measures of the 

sensory component of pain experience. 
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