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ABSTRACT

Cognitive-behavioural group therapy and self-help materials

are frequently used in therapy with chronic pain patients, but
have received little systematic investigation when used with

severely disturbed chronic pain patients.

The present study stands in contrast to others working with

more selected groups. Patients investigated here had severe

psychological problems, particularly depression in addition to
high levels of chronic pain and disability. Self-help
materials were provided before group therapy. Therapeutic
interventions were_gvaluaféd by McGill Pain, Oswestry
Disability and Pain Locus of Control Questionnaires, B.D.I.,
self-recording diary episodes and memory recall test. No
significant changes in pain or disability measures were found,
but there were significant cognitive changes as assessed by
raised control and memory for nonpain words. Assessments
which predicted change were also identified. The need to
match interventions to individuals, limitations of group
therapy with highly disturbed individuals and the importance

of multidisciplinary work for success are noted. The results

are discussed within a development of the transitional model

deébribed by Karoly and Jensen (1987).
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CHAPTER ONE: PSYCHOLOGICAL THERAPY WITH CHRONIC PAIN

INTRODUCTION

The nature of pain itself is confounded by uncertainty. It

was originally conceived of as an emotional rather than

sensory state, at least by Aristotle who distinguished pain
from the five senses, classifying it as a "passion-of the
soul" (Dallenbach, 1939). This thinking prevailed until the

19th Century, after which pain was explained by the existence
of specific nerve impulses transmitted along pain pathways to

the cortex which were then perceived as pain sensations.

These specific theories have resulted in sometimes successful
medical procedures which have been of great value in treating

acute pain, but less so in treating chronic pain, for example,

low back pain.

As Main (1983) points out, difficulties in medical diagnostic
explanations of chronic pain together with poor response to

medical treatment have resulted in greater interest in

psychological aspects of pain.

There is now substantial evidence from various sources
including neurological and experimental (for example, Melzack
& Wall, 1965) that pain has affective and cognitive
components as well as sensory. This is particularly so when
pain is“-chronic, that is, lasting more than six months. In

chronic pain social and interpersonal factors play an
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important part and rewards and punishment from significant

others can affect the pain response (for example, Fordyce,

1976) .

The notion that psychopathology leads to chronic pain and vice
versa has absorbed psychology and psychiatry for some time.
There are undoubtedly significant relationships between pain
and personality traits, such as self-esteem, anxiety,
depression, hysteria, hypochondriasis, neuroticism and locus

of control (Nigl, 1984). However, the pursuit of these
relationships has proved of much less value than other

assessment and therapeutic approaches in the treatment and

understanding of pain.

Generally, it can be said that it is now recognised by most

disciplines that pain involves not only physiological but

social and psychological factors. This is typified by Melzack
and Wall’s (1965) Gate Control Theory combining anatomical and

psychological variables. Attention, mood, expectation and
past experiences can vary the level where sensory stimulation
activates the pain experience to open the pain threshold, or
‘gate’. 1If ény theory can begin to reduce the uncertainty
inherent in the .puzzle of pain by taking account of

muléidiédiplinary knowledge, Melzack and Wall’s theory goes a

long way towards this.

‘Acute pain can nearly always be relieved by analgesia or

W e i s ‘aﬁlﬂ " ) ‘ ) F " ' s o .
anaesthesia. ~ Chronic pain, however, is different; it can



indeed be defiﬁed, in addition to duration, by the fact that
effective medical procedures are no longer salient to improve
the physical pathology (for example, rheumatoid arthritis or
advanced malignancies) or, indeed, by default because it 1is
not possible to identify the pathology in a treatable way (the

case with many people suffering low back pain).

Psychological methods of pain relief have achieved more rapid
widespread popularity than other medical specialties.  This 1is

a consequence of the significantly large numbers of patients

who fail to find pain relief from medicine (Main & Parker,

1989).
PSYCHOLOGICAL THERAPIES

Aristotle stated that pain could be overcome by "the
permeation of reason" (Turk, Meichenbaum & Genest, 1983). The
concept of psychological remedies is not fundamentally new.
Much later, Beecher (1946) researching pain experienced by

soldiers wounded in battle, noted that the personal meaning of
pain determined the amount of pain felt; for some soldiers
wounded in battle, injury meant a ‘ticket home’.  Cognitive
tperapists today wquldﬂrecpgnise the cognitive strategy of
réinterpretatiqn, one of a range of coping strategies which
aims to change the pat;gn;'s appraisal of the painful
sitﬁation. Behaviourally orientated workers.would, on the
otpég hanq,ﬂtake*acqount of the significance of this powerful

reward in relation to the soldiers’ pain behaviours.



This section of the review covers psychological approaches
used in the treatment of pain, labelled for convenience
behavioural (including relaxation and biofeedback) and
"cognitive (including hypnosis). These approaches may be and
often are combined as in cognitive-behavioural or hypnotic-
cognitive - and may also be applied in individual, family or

group settings. The various psychological treatments can-also

be combined with medical procedures and should not be

conceived of as alternative, but rather additional therapeutic

strategies.

Behavioural Therapies

Fordyce (1976) developed thinking and practice on the role of

conditioning and learning in pain behaviour, particularly in

chronic pain where there is prolonged and continuous

opportunity for it to come under the control of environmental
contingencies. The operant viewpoint asserts that paip is
mainly a problem of behaviour. Fordyce expounded an operant
rather than respondent model:-of pain positing: chronic:- pain in
particular to be subject to positive and negative' reinforcers
which could include attention from the family, doctor or
financial compensation.. According to.this model, pain
behaviours are reinforced, for example, by. lying down, which
can become an established pattern of behaviour. When the
patient is active and involved.in distracting activities, .

intensity of pain will reduce as attention to sensations are

reduced.



Research has given considerable support to the operant model
of treatment for chronic pain which involves primarily
changing the reward contingencies provided by family, friends
and significant others (Fordyce, 1976). Patterns of behaviour
have been shown in a large number of studies to be highly

responsive to environmental contingencies and verbal

reinforcement; tolerance to exercise in particular is shown to

“

change. The major pain management task is to encourage the

patient to end undesirable pain behaviours and substitute with

well or adaptive behaviours.

There are three procedures to this end: the first is to

ldentify and eliminate the reinforcement of undesirable pain

behaviours, the second is to reduce medication and the third

is to increase activities. Therapy typically involves daily
self-monitoring, structured occupational therapy, instructing

significant others in reinforcing more appropriate behaviours

and systematically decreasing medication.

One illustrative study was carried out by cCairns and Pasino
(1977) using verbal reinforcement for exercise behaviour..
Three patients were verbally reinforced on daily exercise
levels, "“three had publicly displayed graphic feedback and a
control group of three had no special treatment. The two
‘operant groups showed significant increase in exercise with

verbal reinforcement shown to be the most active intervention

‘component.
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While most of these studies have taken place in an

institutional setting, Fordyce (1976) also emphasised the
importance of the natural environment by involving family
members taught to apply operant procedures at home.

Behavioural work with pain after Fordyce became less inpatient
focused using a range of techniques individually tailored to
the patient’s needs. Relaxation, stress management, assertion
training and biofeedback became popular components of

behavioural pain management programmes in the seventies and

eighties.

Relaxation:

The treatment rationale simply is that muscles involved with
pain inevitably tense up thereby maintaining-and increasing
pain sensation as well as preventing normal activity.

However, it is also of use where muscle tension is not the

primary cause of pain. Relaxation may reduce muscle tension

throughout the body and if this is associated with reduction
of anxiety it can reduce the pain experienced since it has

been demonstrated that anxiety can increase ratings of pain
intensity (Hall & Stride, 1954). Moreover, there is a
cognitive effect as.relaxation acts as a distraction and -
relaxation can increase perceived control by the patient;
belief in control or mastery of pain have been shown in a
number of studies to have the effect of increasing pain

tolerance (for example, Thompson, 1981). - .
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Relaxation has been widely studied in tension headache and
generally shown to be effective (Tasto & Hinckle, 1973).
Gessel and Alderman (1971) have described successful
relaxation in myofacial pain dysfunction and Linton (1986) has

reviewed studies showing success with low back pain.

Biofeedback

Different types of feedback are used. These include

Electroencephalogram (E.E.G.) where the aim is to increase
alpha wave activity. The nature of the process is unclear and
explanations include operant conditioning, skills learning,
relaxation, discrimination learning and cognitive theory.
Again, control may well be the most important aspect. With

mixed chronic pain patients, Melzack and Perry (1975) showed

hypnosis plus alpha feedback to be better than either on its

ownl.

Skin temperature feedback has been widely used for migraine.

Increases in skin temperature occur with increase in
peripheral blood flow which in turn is believed to be
associated with decreased cranial sympathetic activity.

Increased muscular responsiveness may cause migraine and the

theory is that reducing cranial sympathetic activity should

reduce migraines, '‘but research results are ambiguous.

Temperature feedback has also been 'used in’'other disorders

such as arthritis (Denver,'Grove, Leblond & Latulippe, 1979).



Heat is regularly reported as helpful in many pain conditions
and is often used in physiotherapy. Again, it is likely that

the more localised the pain, the greater the probability that

biofeedback or heat will be effective.

Electromyographic biofeedback (E.M.G.) has been the most
widely used of these procedures because muscle activity is

involved in so much pain. For example, Carlsson and Gale
(1977) demonstrated that nine patients out of eleven with
temporomandibular joint pain improved to various degrees.
E.M.G. has been used mainly with tension headache but only one
study has shown it to be better than relaxation alone for this
problem (Budzynski, Stoyva, Adler & Mullaney, 1973). It is
considered most useful where a clear link exists between
tension and pain, for example, in myofacial pain-related to

jaw muscle tension, rather than for nonspecific. low back pain.

The more recent and substantial study by Flor and Birbaumer

(1993) provides support for this view. These researchers

allocated fifty-seven patients with.chronic back pain and

twenty-one with temporomandibular pain randomly to either
E.M.G. biofeedback, cognitive-behaviour therapy or medical.
therapy. The E.M.G. biofeedback group showed most improvement
which was maintained over.a two year period. However,
evidence is, lacking.to support.the assumption.that muscle

change activity relates to changes in pain perception. .

Like purely operant methods, biofeedback may take insufficient

account of broader affective and cognitive factors. This
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together with lack of evidence for relationships between the
physiological process and pain report casts doubt on the

usefulness of biofeedback as the sole treatment method.

Behavioural Therapies: Conclusions

Although behavioural principles will be used by most workers
to some extent, the literature suggests that behavioural
treatment programmes work best where there has been direct
encouragement for pain behaviour by others, and the known
disease does not account for the pain behaviour observed
(Tyrer, 1992). Many patients are locked into long term
lifestyles with significant others; the pain behaviour of
these patients provides them with very positive assets. These

behaviours are probably the most difficult to change by any

approach, and an operant programme may provide the best

chance.

Conversely, it seems clear from a study by Waddell, Bircher,
Finlayson and Main (1984) that staff’s treatment behaviour is
heavily influenced by patient’s behaviour. Studying 380 back
pain patients these authors showed that the amount of
treatment received was influenced more by their illness
behaviour than the physical disease itself thereby
demonstrating the significant role played by significant
others working in health care. These authors reiterate an
important theme later stressed in this review, namely that

better_ésseSEmeﬂt is required to heal people as well as their
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disease.

Karoly and Jensen (1987) have emphasised the complexity of
pain experience, and it is often stated that a purely
behavioural approach to pain deemphasises both this complexity

as well as the experience of the sufferer. Fordyce (1976)

himself acknowledged that his operant methods might change

only the amount of pain verbally reported and not the
experience, and it is possible that all that has changed in
these studies is verbal behaviour in response to withdrawal of
soclal reinforcers to verbal pain complaints. Psychological
coping styles and individual -differences may not be given due

credence in a purely behavioural programme and largely in

recognition of this, the cognitive-behavioural approach has
generally replaced the more limited model. The importance of

behavioural assessment, however, remains an important

conmponent of the total assessment.

Cognitive Therapies

The concern here 1s with the way people conceptualise their
pain, including beliefs about the cause, development of the

illness as well as treatment outcomes. These cognitions
relate to how the sufferer adapts to illness, how the person
interacts with medical services and most importantly, their
mood -state. Cognitions may be accurate and logical but even..
iilfcorrect',lit may be unhelpful to continually dwell on. ..

them. Broadly, the aim of cognitive therapy is to help the
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patient change such beliefs.

Most research on the efficacy of pain management programmes
has focused on the operant-conditioning approach of Fordyce
described above and the cognitive-behavioural approach

developed by Meichenbaum and Turk (1976). The latter approach
to pain grew hand in hand with the growth of cognitive-

behavioural theory generally as applied to the wide range of
psychological problems. Moreover, the cognitive-behavioural
approach was considered compatible with the Gate Control
Theory of Melzack and Wall (1965) taking into account the
sensory, affective and cognitive components of pain and

»

emphasising the need for multifaceted treatment.

The roots of cognitive therapy relating to pain also lie
partly in dissatisfactions with a restricted behavioural model
for pain as described, particularly difficulties of
generalising results out of the treatment unit. Another early
influence on cognitive therapy for pain came from observations
made from hypnotic analgesia in the 19th Century (Wardel,

1985) o N e

Self-control research, for example, Kanfer and Goldfoot (1966)
gave an early impetus to developments'in cognitive therapy for
pain. Stress inoculation developed by Meichenbaum and Turk
(1976) provides a wider context within which to work with pain
problems. Here pain patients are introduced to a cognitive:

approach emphasising record Kkeeping and. education, followed by
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training in cognitiQe strategies including self-talk
procedures (Meichenbaum, 1977).. The emphasis in this approach
is on coping rather than curing, with pain self-management the
goal. Sustained mental effort is implied in such programnmes.

Holzman, Turk and Kearns (1986) summarised the four major

objectives: -

a) Reconceptualise the patient’s view from hopelessness to

hopefulness

b) Encourage patients to monitor their thoughts, feelings

and behaviour in order to establish links between these

and the environment and symptoms

c) Ensure patients have resources in terms of behaviour to

deal with problems

d) Learn and put into practise more effective ways of

thinking, feeling and responding.

Since cognitive and cognitive-behavioural methods are often
combined, it may be useful to make clear the distinction.
Cognitive methods aim directly at changing thought processes -
cognitions determine experiences and emotions; faulty
cognitions can increase anxiety, depression and pain.
Cognitive methods of pain control may therefore provide
information, identify maladaptive responses and train in .
specific cognitive coping skills. On the other hand,

cognitive-behavioural: approaches are more comprehensive and

include cognitive strategies, but also traditional behavioural

strategies such as desensitisation, contingency. management,
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assertion training and relaxation. The distinction between
cognitive and cognitive-behavioural is largely arbitrary. The
term ’‘cognitive methods’ has been widely used to describe a
range of coping skills and provision of information. These

will now be reviewed, followed by a review of cognitive-

behavioural methods.

Cognitive Methods

Coping Skills

Idiosyncratic cognitive coping skills are employed by people
with pain in their daily lives,iunpromptedl Such "self-
taught" strategies have caused some problems in research,

because people in experiments have reverted to their use and

ignored those taught by the experimenter (Scott & Barber,

1977) and supposedly ‘no treatment’ control groups use their

own strategies.

Turk (1978) divides cognitive coping skills into the following
six categories. Imaginative inattention involves ignoring the
pain by using incompatible imagery, for example, enjoying a
walk in the forest.. Imaginative transformation involves a
reinterpretation either as one.which is different from the
pain or which minimises it as unimportant, for example,
relabelling pain as numbness or-tightness. 1In:imaginative

transformation of context, the:patient is asked to .imagine

that the pain experienced is occurring in a different context.
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Attention diversion can involve external diversions like
counting pavement stones or internal diversions such as

reciting poetry or carrying out mental arithmetic.

Somatisation is a cognitive technique where the patient is
taught, while acknowledging the pain sensations, to consider
them in a detached way, for example, as though she was writing

a report or a magazine article about the experience. Studies

involving such methods typically compare a group which has
been instructed in a strategy with a control group which has
had no such instruction. These are usually laboratory studies

where pain levels can be systematically altered.

Examining a large number of studiesJEmploying the above coping
skills, Turk (1978) has concluded that the data is largely
inconclusive, however, imagery strategies have been shown to

be more effective than others. However, Tann (1982) points to

methodological shortcomings in Turk’s study, for example,

treating different dependent measures as equivalent.

within a clinical framework, Rybstein-Blinchik (1979) studied
the effects of cognitive.strategies with people suffering
chronic pain. Cognitive strategies which involved
reinterpreting pain experiences were shown to be superior,
compared to attention diversion or somatisation. Tann (1982)
concludes that the results of such clinical pain studies are
"quite encouraging but still somewhat equivocal", emphasising

thehneed~fér*better*controlled studies in this area.
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McCall and Marlott (1984) have made a strong case for the
value of distraction to reduce distress, both in clinical and
experimentally induced pain. These authors have defined the
conditions under which distraction is thought to work best and
conclude that distraction requiring more attentional capacity
is more effective, and has stronger effects on low intensity

pain. Distraction is more effective than strategies

redefining sensation for mild pain, but the reverse is true
for intense pain. They provide research data supporting these
principles. For pain of increasing intensity it follows from
above that it would be most effective to start with
distraction when pain is mild, but: as pain increases and
distraction is not sufficiently powerful to compete,

redefinition would then become the more effective strategy.
Taking an example from childbirth, distraction would be useful

for early labour, moving to redefinition when stronger

contractions begin.

Information

Provision of information is important prior to painful medical
procedures which can be clearly and predictably described.

The aim is to alter positively the patient’s cognitive.
appraisal of events. Johnson and Leventhal (1974) showed, for
example, that providing information. before operations reduced
the length of postoperative hospitalisation'as well as
experienced: pain. The success.of the approach is, however, -

subject to individual differences; Auerbach, Kendall, Cuttler
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and Levitt (1976) showed that dental patients with high

internal locus of control reacted better to information than

low internal controllers.

Information obtained by assessing beliefs about pain can
relate to choice and compliance with therapy (Williams &
Thorn, 1989). An example of this 1s a study by Schwartz,
DeGood and Shutty (1985) who asked pain patients to watch an
informational video tape on pain therapy. . Those who later
rated this information as relevant to their own particular
pain benefited more from therapy. Those in disagreement with
the rationale had, after therapy, higher reported pain level,

lower activity level and expressed less satisfaction with the

treatment.

Hypnosis

Hypnosis can be interpreted within a cognitive framework with
social and affective factors involved. A number of laboratory

investigations by Spanos, Stam, D’Eon, Pawlak and
Radtke~-Bodorik (1980) suggest that hypnosis is the result. of
very active cognitive processes, similar to complicated
cognitive strategies; but when questioned later, participants
insist they had ‘done nothing’. Hypnotic subjects similarly
define their pain reduction strategies as effortless.
Hypnosis may therefore be a much more active process, more
like cognitive therapy, than is generally. believed.. Reported

self-perception of ’‘effortlessness’ may. simply be a response
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to the demand characteristics of the hypnotic situation. Turk
and Holzman (1986) believe the development of such thinking

will bring hypnosis directly into cognitive-behavioural

therapy framework.

Early reports have existed of the effectiveness of hypnosis or

hypnotherapy in pain relief, although the scientific validity
of hypnosis has remained in doubt. However, a number of older
but well controlled studies, such as McGlashan, Evans and Orne
(1969), concluded that hypnosis can be effective in reducing
experienced pain. Hypnosis has been used in many painful
conditions, but is often regarded as more effective for acute

than chronic pain (Turner & Romano, 1984). However, it has

been used with chronic pain caused by cancer, severe burns,

headaches and phantom limb pain (Hartland, 1971).

Cognitive-Behavioural Methods

The approaches deriving from these two areas are frequently
combined. Providing preparatory information plus coping
skills has been found particularly useful in reducing stress .
(Tann, 1982). Multifaceted cognitive-behavioural programmes
are frequently used. Gottlieb et al. (1977) studied seventy-
two chronic back pain inpatients within a programme which
included education, biofeedback, relaxation, assertion
training and group therapy. The impressive results showed

that 79% had unimpaired' functioning ‘levels and. 82% were

employed at discharge. ' Other ‘studies suggest the value of
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combining cognitive-behavioural interventions with traditional
medical treatment, for example, Turk (1978). One problem in
these multifaceted approaches 1is that it is not clear which
aspect of the therapy is effective, however, they do provide a
range of strategies from which patients select whatever works

best for them. This 1s the case with stress inoculation.

Stress Inoculation

This is a skills oriented cognitive-behavioural range of
strategies which has also been used in relation to anxiety and
anger management (Meichenbaum & Turk, 1976) where patients ére
given a variet§ of skills from which they choose. For pain

management, the first phase. in stress inoculation is the

provision of a theoretical framework, usually the Melzack-Wall

Gate Control Theory. This is followed by the rehearsal phase

where patients are taught a variety of cognitive and
behavioural techniques, for example, distraction and

relaxation. Patients choose from the range themselves,
thereby making allowance for their individual differences.
In the final phase, patients put these skills into action by
role playing, rehearsal or applying to real life pain.

-
-, L]
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Some laboratory studies evaluating stress inoculation have
been favourable, for example, Hackett and Horan (1980), but
there is a paucity of evaluation.studies in chronic pain
generally. Qespite*tb§s*fact,:cogpitive-behavioural methods

have become the most widely used with pain. One reason is the
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link of pain with depression where cognitive therapy is often

regarded as the treatment of choice.

Beliefs

Williams and Thorn (1989) developed the Pain Beliefs and

Perceptions Inventory designed to assess the beliefs chronic
pain patients hold. Factor analysis has revealed three
factors: time, that is the belief that pain will last
throughout life; mystery, that their pain is poorly understood
and self-blame, the belief that the pain is maintained or
caused by the patient. Using this scale, the authors

showed that those scoring high on the time factor had low

compliance with physical and behavioural therapy. Those high
on the mystery factor showed lowered self-esteem and higher

somatisation with poorer treatment compliance compared to

patients who felt they understood their pain. The conclusion

is that reported pain, therapy compliance and psychological
functioning are directly related to the beliefs that patients
hold. A fuffher study by Williams and Keefe (1991) using
their inventory, showed that patients high on the mystery
dimension were less likely to make use of cognitive coping -

- strategies and were more likely to:catastrophise.

The conclusion is that understanding coping strategies is
greatly facilitated by assessing patient’s beliefs.

Furthermore, development of chronic pain and associated
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depression may be related directly to cognitive factors, for
example, Rudy, Kerns and Turk, (1988). Cognitive factors can
influence the result of rehabilitation and purely medical

therapy, for example, Rosenstiel and Keefe (1983).

Group Therapy

Most of the leading pain clinics in the country use groups as
part or the main component of therapy. All the traditional
values and advantages of groups can be employed. ' There
develops an esprit de corps, a mutual sharing of feelings,
experiences and support often extending beyond group meetings.
dfoups are economical in terms of therapist time and are

particularly useful to raise awareness of psychological pain

games, allowing members to analyse their own behaviour.

Groups can be particularly useful in challenging pain games

(Stefnbach, 1974b) . Sternbach followed up 61 patients six

months after group therapy - a goal oriented behavioural

approach where pain games, for example, attention seeking,
were actively challenged. The groups reported reduced pain,
increased activity and reduced analgesic medication, although
one third of the group members were nonresponders and could
have been treatment failures. A considerable number of other
stﬁdies“bear‘but the value of group cégnitive-behavioural

theraﬁy;(for example, Herman & Baptiste, 1981).

F
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Pain groups have also been reported, by virtue of their
support and enabling functions, to help participants change
their lifestyles, for example, Turner (1979). Again, this 1s
done by group members identifying payoffs which are not
consciously perceived by the patient. This process is much

more effective than when it is carried out by staff. Activity

is another important area of lifestyle and patients may be

persuaded by the group that if inactivity and other strategies
have failed, increased activity will help. Basically, the

therapeutic strategy is to manipulate the social system so

that patients receive greater rewards for a normal lifestyle

and less rewards for pain behaviours.

Skills training is yet another important function of groups.

Such skills include relaxation, social skills and-
assertiveness; there is little point in providing advice if
patients lack the skills to put this into practise. Inability

of patients to elicit sufficient information from health care

providers about treatment and medication is common and this in
itself may encourage a sense of being out of control and low
esteem; communication skills may be taught in groups to

improve this particular skill.

Groups are very useful in combating depression, loneliness and
social withdrawal often encountered: in chronic pain patients.,
By giving support to other members a sense of self-efficacy

and restored confidence develops, reducing overreliance on

partners. Modelling coping behaviour and observational
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learning become possible (Meichenbaum, 1971).

Pain groups as part of multidisciplinary pain management
programmes are traditionally educational in nature;
bibliotherapy is a useful device often used to reduce

resistance and increase adherence (Turk, 1978). As an active

process, bibliotherapy encourages involvement and

participation and is therefore likely to reduce helplessness.
It is important, however, to prepare for the written material
so that it is discussed before and after distribution. It 1is
also important to emphasise that some of the material will be
relevant for some and not for others. Audio and videotapes

may form part of the material provided. Genest (1979) used a

bibliotherapy format with written and audiotape material and
minimal experimenter contact within a laboratory pain format.
The training was primarily stress inoculation. The treatment

group pain tolerance time increased 56% compared to a no

treatment control group of 2%.

The current study made use of relevant reading and audio
materials within a group format.. - Two published pain
management programme materials heavily influenced structure
and process of both groups, namely, The Psychological .
Management of Chronic Pain (Philips, 1988) and The Pain.

Management Programme Training Manual of the Gloucestershire

Royal N.H.S. Trust (n.d.) .

el
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Psychological Therapies: Overview

Turk and Holzman (1986) make the valid point that of the range
of therapies, some of which are described above - from medical
through psychological to alternative, some patients benefit
and some do not. Nowhere has it made less sense to separate
psychological factors from physical ones than in working with
pain, a fact demonstrated in the widely accepted view of the
need for multidimensional perspectives, for example, Melzack
and Wall’s (1965) Gate Control Theory. As observed in the
opening paragraph of ‘this thesis, remarkably little is known
about pain. From the medical point of view, the true cause of

low back pain is usually unknown (Nachemson,.1979). Green

(1980) makes a similar observation in relation to myofacial

pain.

Turk and Holzman (1986) identify the commonalities and
differences in various psychological treatments. Common

therapeutic features are reconceptualisation, encouragement of

optimism, individualisation of treatment, active patient
involvement, acquisition of skills, self-efficacy and self-
attribution of change. The main differences are in the role
of assessment with behavioural :and cognitive-behavioural
approaches placing great emphasis here.: Another difference is
the degree to which sufferers’ families are:involved and given
special importance, typified by Fordyce’s operant approach.
Specifying goals in therapy is prominent in cognitive and

cognitive-behavioural approaches, but less so in hypnosis or
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group therapy. Finally, attention given to the role of
depression varies greatly, a key issue as many pain patients

are depressed, for example the study Dby Kamlinger, Swanson and

Maruta (1983) identified 50%.

Perhaps, with Turk, we can conclude that the various
psychological therapies are best considered as tools in the

therapeutic armamentarium. As in all therapies, individual
differences 1in patients and therapists, as well as the so-
called nonspecific factors, need careful attention in pain
research. Metaconstructs may be superordinate to the various
therapeutic strategies outlined above. Each approach appears

to converge on the central issue of personal control, so

before leaving the discussion of therapies for pain, this

topic will now be reviewed.

Issues of Control and Attribution: Philosophical Underpinninc

g

It is well recorded that patients with chronic pain put

considerable faith in medicine to cure them, at the same time
as they are faced with the reality that medicine is not going
to accomplish that effect. It is proposed in this thesis that
this may result in unresolvable cognitive dissonance ‘which can

contribute to depression, or "at’'least a feeling of

helplessness. It 1s therefore important to -assess pain locus

of control and depression.’
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The concept and measurement of locus of control (to be
reviewed in the next section) has been further refined by some
authors and examined within other theoretical frameworks such
as learned helplessness (Seligman, 1975). Abramson, Seligman
and Teasdale (1978), for example, emphasised uncontrollability
as a Key concept in learned helplessness and indeed Bowers
(1968) showed that uncontrollability related to pain
perception. The distinction Abramson, Seligman and Teasdale
(1978) made between personal and universal helplessness is
particularly useful in the study of pain. In universal
helplessness, the belief is that no-one can help and in
personal helplessness the:belief is the inability to help
oneself, but that others can. The Pain lLocus of Control

subscales of Control and Responsibility can contribute in

making this distinction.

Levenson’s (1974) refinement of the control concept described
three orthogonal subscales of internal control, control by
powerful others and control by chance. Skevington (1979)

applied this scale to arthritic patients and her results
suggested the presence of universal helplessness in chronic
pain, closely linked to depression. She made the important
point that when pain patients report to their doctor for
treatment they are unlikely to present themselves as
successful copers and are much more likely to present
uncontrollability in order to elicit help. This may be true
even for patients with a strong belief in internal or indeed

chance control. The possibility of pain _patients "faking bad"
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generally and specifically in the present study is a real one

and will be addressed in the early part of the discussion

section.

It may be the belief of having some control which matters,

whether this is correct or not is less relevant. Averill
(1973) makes this point and distinguishes three types of
control. First, behavioural control where the person believes

he or she is capable of a response to influence the objective
characteristics of the threatening event, that is, pain.
Second, cognitive control involves the ability to process the
meaning of events in order to reduce stress and, third,
decisional control concerns the opportunity of choice among

several coufses of action. The identification of these three
types of control seems useful in designing the content of pain
management programmes, and provides a paradigm for the
strategies already discussed, as well as fhe level at which
they might be expected to operate. For  .example, while the
experience of behavioural control, such as relaxation, will
not necessarily reduce the experience of pain, it may reduce
interference of pain on tasks performed, .such as . in _

employment. The experience of behavioural control may also

reduce negative aftereffects.

Thompson (1981) points to limitations of Averill’s typology
further refining the list to behavioural, cognitive, -
information and retrospective control. This author concludes

that providing information while having some-beneficial effect
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on sensation does not necessarily produce perceptions of
controllability and in some circumstances can increase fear.
Behavioural control while reducing anxiety and increasing
tolerance for pain does not appear to reduce the painfulness
of the stimulus. Cognitive control strategies are generally
beneficial; simply having available a cognitive strateqy

reduces anticipatory anxiety, pain impact and postevent

consequences.

Minimax Hypothesis

Miller (1979) proposed this hypothesis: having control in a
situation indicates that one will be able to minimise maximum
future danger. The concept was developed to explain the

effects of behavioural control, but can be applied equally to

cognitive control and to the effect of information (Thompson,
1981) . The hypothesis also predicts that in some situations,

some people will prefer no control. The important implication

ils that reaction to pain depends not only on a sense of
personal control, but also on the perceived interests of those

in charge of events. If the doctor is seen to minimise pain,

for example, stress will be reduced.

Attribution and Control

It could be concluded that the unifying theme throughout the

above 1s attribution. Beecher’s (1946) observation, quoted

earlier in this review, that injured soldiers were oblivious
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to their wounds, the effects of which signalled removal from
the battlefield, is a potent example. The attribution
assigned determines reaction and coping. The various
strategies of psychological pain management can be seen as
changing the attribution of the pain event from one that is
unendurable to one that is not. If this argument is followed

through, then an important part of therapy can be seen as

helping patients assign appropriate explanations for their

pain events.

This is an attribution different from the habitual for many in
the current study who believed that medicine still could cure
them. Taking personal control thus implies changing

cognitions: the various psychological therapies may be

considered methods to this end. Turk and Holzman (1986)
believe that the most important research question in pain is
not to ask which method worked best, but rather to enquire
which patients, with which set of characteristics
(demographic, psychological, somatic) are most likely to
benefit from which set of treatment modalities? While the
sample size gthhe present preliminary study was too small to
adequately address this issue,. the results may have some
bearing, at least, on the general issue of pain and its

cognitive aspects in particular.

%
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CHAPTER TWO: PSYCHOLOGICAL ASSESSMENT OF PAIN

Among the reasons for evaluating or assessing pain are
description, understanding antecedents and consequences of
pain as well as treatment planning and evaluation. Treatment

evaluation is the core purpose of assessment in the present

thesis.

Pain is the single most frequently presented complaint,
whether the patient suffering it attends a general

practitioner or hospital doctor. Despite all available
treatments, many patients’ pain levels remain the same (Karoly

& Jensen, 1987). For this reason, these authors emphasise the
importance of accurate assessment. People with low personal
and social resources are prominent amongst chronic pain
sufferers. With this particular group the chances of success
using psychological approaches is not high, therefore
therapists need to ’‘stack the deck’ in the direction of
success. Karoly and Jensen (1987) state this issue even more
strongly: treatment failures are therapist failures to
adequately assess the sufferer’s ideas and emotions, not only

over time but also across different sett{ngS*as well as in
different dimensions. Clearly this points to the need for
comprehensive, detailed multidisciplinary‘'and multidimensional

assessment within the available time’and ‘energy constraints of

therapy and, or research.

.T F i' a
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An adequate pain assessment must measure cognitive,
behavioural, affective and sensory components and requires in
addition adequate knowledge of the patient’s background;
information about resources and beliefs derived from careful
interview are needed, supplemented by a sequential measure
such.as a pain diary. Xaroly and Jensen (1987) describe this
as a broadening of understanding of the pain from physical,

behavioural and affective to the cognitive representational

(inwards) and the social vocational (outwards).

They caution against an over simplistic view in interpreting
assessment results. Within the context of what they describe
as the ‘transitional perspective’ pain patients may be in

movement from one to another coping style. An example is the
patient moving from dependence on the health care system to a
self-help mode with greater autonomy (the aim of the therapy
component of this research). If therapy is effective,
patients will place themselves in new situations and pain
assessments may well be asynchronous; experienced pain may
fluctuate and this may depend on the patient’s coping stage.

Another dimension militating against simplistic interpretation
of test results is what these authors call the ’‘naturalistic
perspective’. This refers to the setting where pain occurs
and is highly relevant, for example, . it may well occur in the
patient’s natural environment and then only under specific
conditions, but not in the clinical room unless the particular
responses or memories are triggered. . Thus, pain record

discrepancies may only be a reflection of conditions under
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which testing takes place.

These contexts must be carefully considered in the
interpretation of assessment results; they also point to the
advantages of using as wide a range of assessments as
practical. The assessment of clinical pain is germane to this
thesis and will therefore be reviewed. in some detail. Such

assessment can be categorised as follows:-

a. Assessing Multilevel Issues
b. Assessing Pain Behaviour
o Assessing Subjective Components

d. Assessing Pain-Related Cognitions -

e. Assessing Psychological Status.

f. Assessing Pain Memories.

Assessing Multilevel Issues

Pain Interview

The pain interview is useful in supplementing multilevel

information. Additionally, it serves a function as a
reliability check on some items,offquantitative assessments.
It is particularly important for rapport building and is a
two-way process with information provided to the patient. The
interview forms the beginning of therapy and a therapeutic

alliance develops where patients’ concerns can be expressed

and answered. A semistructured format enables a consistency
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where all patients are asked the same gquestions but in a form
which may be more interactive and meaningful to the patient

and the therapeutic alliance than formal psychometric

assessment.

The broad principles guiding the construction of a useful
interview format (including the present one) have been

outlined by Karoly and Jensen (1987) as follows.

Firstly, it is useful to focus on the patient’s pain

experience as a starting point and to invite consideration of
life before and after onset of pain. Secondiy, it is useful
to encourage the'patient to anticipate life in the future,
highly relevant in the therapeutic process of goal setting.
Thirdly, treatments already experienced are relevant to
consider, both medical and psychological to assess the level
of the patient’s hopes still invested in these procedurés.

Fourthly, the importénce of pain in family and relationship

contexts needs to be assessed; the famiiy's response to the
patient’s pain behaviour has already been described as highly
felevant (Fordyce, 1976). finally, knowledge of factors
making the pain worse or better, such as stress or self-help
is also highly relevant for planning therapy. Beliefs about
pain and the effect of pain on self-perception are also
important to enquire about with reference to Karoly and

Jensen’s (1987) transitional perspective (the stage of

coping) .
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Interview: Present Study

The purpose here was not only to obtain information, but
provide it, and thereby motivate. The questions asked
(Appendix C) were relevant for therapy and research derived

from a number of sources including Cinciripini and Floreen
(1983). Another purpose of the interview was to build

rapport. Additionally, it provided further opportunity to
check the exclusion criteria, current mental health status and
obtain information not otherwise provided in formal

assessments. It was intended to be administered not as a

researcher administered questionnaire, but to assist the

4

structure of an open ended discussion and enable systematic

information gathering in such areas as family, social

activities and opinions about treatment.

Brevity was an important consideration and the semistructured

interview used in this study was also influenced by

Cinciripini and Floreen (1983) who devised the 20 minute

interview’ shown overleaf. Patients have three minutes to

respond and prompted if they pause for more than 20 seconds.

',;‘i__ Eo
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Cinciripini and Floreen’s Interview:-

1. Tell me about your pain. Describe it in detail - what

makes it better or worse? What brings it on? When it

started - things like that.

2. Describe the things you like to do, like leisure

activity, hobbies, social gatherings and sports, and how

often you do then.

3. Tell me about’ your family (wife or husband). How do they
respond to your pain, what do they do, and how do they

Know you are hurting? How has the pain affected'your

relationship?

4. Tell me about your personality. What are your strengths,

what things do you like about yourself, and what are your

resources?

Scoring the Interview

Responses were, for most questions, scored by summation and
are presented in the Sample Characteristics section. However,
many other responses were unscorable in this fashion and some
were unreliable, particularly patients’. memory of unsuccessful
treatments and names of drugs. : Other.information proved::

useful in planning ‘content of group therapy.

=
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Assessing Pain Behaviour

Pain behaviour includes responses such as sobbing and wincing,
pain relief actions like rubbing and negative behaviours like
inactivity and staying in bed. Pain behaviour can be assessed

by means of direct and self-observation and mechanical

recording devices.

Pain behaviour is more likely to be directly assessed in a
ward setting but can also be recorded in the home or work’
situation. Medication requests provide an example of easily

recorded behaviour; so does ‘up time’ or ’down time’ in

relation to bed rest. ‘Complaining behaviour can be recorded

in relation to environmental factors linked to pain. Time

sampling is another method of recording. The patient may be

involved in the collection of data by means of monitoring

personal pain between therapy sessions, for example,
Budzynsky, Stoyva, Adler and Mullaney (1973). Here, pain
diary cards are given to the patient. These have columns to
record time of day and a scale of pain intensity; patients
rate -pain intensity during each waking hour.  The pain diary
is useful because it is the only.way to sample the entire
behaviour repertoire and is easily administered since the
patient does the work. The more often the diary is completed,
the more useful will be-the.results in providing an adequate
sample.” Compliance is'the'biggest problem and it is likely
that the -more complex.the diary, the!less chance that it will

be filled accurately; retrospective diary keeping should be
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discouraged as pain memory is notoriously inaccurate (Morley &
Pearce, 1993). However, one valuable aspect of this type of
self-observation is that it gives responsibility for progress
evaluation directly to the patient. Diurnal variation can be
readily detected in this way and is useful, for example, to
assess early morning stiffness in rheumatic disorders.
Assessment of time pattern of pain forms part of the Glasgow
Illness Model (Waddle, Bircher, Finlayson & Main, 1984).
Scoring is a problem and diaries often use visual analogue
scales; problems associated with these are described in the

next section. Repeated measures can be analysed using time
series design, but this should not detract from the
straightforward clinical use of pain diaries. 1In the present

study, diaries were used to assess subjective aspects of pain.

The Oswestry Disability Questionnaire

A number of assessments have been devised to record pain
behaviour. Amongst these is the Oswestry Disability
Questionnaire for Low Back Pain (Fairbank, Couper, Davies &
O’Brien, 1980). This was developed in a physiotherapy setting
and compares the patient’s performance with that of a fit:
person in a number of activities such as lifting, walking and
sexual relatlionships.: It is self-administered:and the study
above reports:validity and test retest reliability of 0.99;
other :data presented in the study%confirﬁs the value of the>

test as a measure of behavioural change... RRCM
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Scoring the Oswestry

For each section the total possible score is 5; if the first
statement is marked the section score equals 0, if the last
statement is marked it equals 5. If all ten sections are

completed the score is calculated as follows:

Example: 16 (total scored) X 100 32%

50 (total possible score)

Assessing Subjective Components

It is particularly important to consider multidimensional
aspects here; pain intensity and quality may vary - a jabbing
intense pain is different qualitatively from a dull aching
pain. Qualitative and quantitative aspects of pain need

consideration as do affective and evaluative dimensions

relating to distress caused by pain; the meaning attributed to

pain is of particular importance.

In measuring subjective experience, rating scales are most .
commonly used. These can be numerical or verbal. . A visual

analogue scale is usually a ten centimetre line and patients
are asked to rate their pain intensity from one:to ten. . The
line may be verbally anchored at both ends or numbers can:be
inserted underneath the line. Presentation in the form of a

thermometer:. can be useful for people.with difficulty with the

concept of scales, particularly.older people and young
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children.

Verbal rating scales are also used to assess the'affective
components of pain. These consist of lists of adjectives
describing increasing degrees of discomfort and suffering.
This type of rating forms part of the widely used McGill Pain

Questionnaire (Melzack, 1975).

Studies have compared visual analogue scales with verbal
rating scales (for example, Ohnhaus & Adler, 1975). There may
be an unjustified assumption by respondents that spacing of
category items are homogenous on verbal rating scales (Heft &

Parker, 1984), suggesting that the visual analogue scale 1is

preferable to the verbal rating scale in some circumstances.

The visual analogue scale correlates with other measures of

pain intensity and subjective components and is sensitive to

treatment effects (Karoly & Jensen, 1987).

McGill Pain QOuestionnaire

It has been shown to be useful to use separate measures of the
sensory and affective components of pain (Price, Harkins &
Baker 1987). This distinction has been made largely from the
results of research employing the McGill Pain Questionnaire
(M.P.Q.) and its ability to make such a distinction is one of
its main strengths. The popularity of the instrument rests
mainly on the fact that it provides quantitative information

on sensory, affective and evaluative (the overall severity. of
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the pain experienced) components.

High correlations have been found between the M.P.Q.
Evaluative Scale and the Skin Conductance Test (Dowling,
1982). Psychiatric difficulties as assessed by the Brief
symptom Inventory (Derogatis, Lipman & Covi, 1973) were
predicted by the Affective subscale of the M.P.Q.; good
evidence exists for the construct validity of this scale
(Kremer & Atkinson, 1981). Acute injury is characterised by
choice of sensory (as opposed to affective or evaluative)

adjectives and similar descriptors are chosen by patients

suffering similar injuries (Melzack, 1975).

r 4

In summary, the M.P.Q. is a useful measure of the gqualitative

aspects of palin and has been very widely used in many studies,

but care needs to be exercised when it is used as a

quantitative measure. 1Its ability to distinguish between
sensory and affective dimensions is its most useful feature,

and pain rating indexes may be separately calculated for

these.

Another means of assessing the subjective component of pain is
the pain drawing; the patient is asked to locate pain on an
outline drawing of the back and front of the body. ' Complex °
scoring systems ‘have been devised which have not proved of
particular value, nor has its use as a measure of
psychopathology.” One study has shown that the' presence of

multiple pain sites, assessable by the pain drawing, should
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not necessarily be seen as an indicator of disturbance
(Ginsburg, Merskey & Lau, 1988). As a measure of pain
location, the pain drawing is useful in assessing whether pain
moves around the body or decreases or increases in area. This
is particularly useful to assess the effect of treatment. The

Pain Drawing forms Part 1 of the M.P.Q., used in this study.

Scoring the M.P.JQ.

Weighted rank scores are calculated for each category in Part
2 - Sensory, Affective, Evaluative and Miscellaneous and then
totalled. The Pain Drawing lacks any established scoring
system and a scoring method was devised by the author dividing
both front and back views into 90 equal rectangular sections

(13mm X 6 mm) using a transparent template (Appendix D). Each

rectangle marked was added. Due to the curves of the drawing,

some rectangles were necessarily partially ‘unfilled’ but

scored where marked.

Daily Diaries: Present Study

At the end of the first assessment, patients were provided
with two weeks of diary pages and asked to complete them
daily, starting on the following Monday. It was explained the
purpose was to help clarify factors relating to pain and
quality of life to inform both patient and therapist.

Patients were asked to rate, daily, pain, tension and

depression on a five-point scale range from none to severe,
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and medication taken on a three-point scale range from less

than to more than usual.

Two of the most frequently reported problems in diary keeping
are failure to complete and retrospective completion (Karoly &

Jensen, 1987); Jamison, Sbrocco and Parris (1989) have

emphasised the notorious inaccuracy of pain memory. By

keeping the format simple it was hoped to encourage completion
and by indicating a return date it was hoped to reduce

retrospective completion. Patients were strongly discouraged
from retrospective completion. They were further informed
that after two weeks they would be sent a stamped addressed
envelope to réturn’diary sheets. At this time they would
receive copies of the book ’In Pain’ and the self-help tape
'Coping with Pain’ and the plan for further diaries was
explained. The book and tape provided cuing and reinforcement
for return of the diaries. It was emphasised that diaries at
this stage should be completed and returned before using the

book and tape. Ratings on the four dimensions were summated

and means computed on returned diaries.
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Assessing Psychological Status

There is an assumption, implicit in the use of such tests that
people have an enduring style of reacting to or perceiving
pain and that predictable emotional styles are associated with
chronic pain. The intent of  such assessments would be to gain
knowledge of psychological characteristics which could both’
help to diagnose and predict the outcome-of therapy.
Assessment of psychological status would be of value in the
research context. Depression has been seen as the most

important aspect of psychological status in pain assessment.

The Beck Depression_Inventory

The Beck Depression Inventory (B.D.I.) is widely used to

assess depression levels in psychiatric and nonpsychiatric

populations. It consists of 21 items rated on a four-point
scale. Although there is uncertainty about its value for

screening for depression in normal people, the B.D.I. has been

widely used with medical patients;- it has been shown to
differentiate reliably amongst psychiatric, medical and
'normal’ people (Cavanaugh, Clark & Gibbons, 1983). It has
also frequently been used with chronic pain.patients where it.
demonstrates a high incidence of depression (for example, Turk
& Rudy, -1990). Although the B.D.I. relies on a few physical
symptoms, it has fewer such items than other frequently. used
scales such as the Hamilton.: Results are.therefore less.,

likely.to be  ’‘contaminated’:by pain...'.
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The scale is short, easily administered and scored and has
been shown to possess high construct and concurrent validity.
A short form of 13 items has been devised, but has been shown
to produce high misclassification due to a larger number of
false positives (for example, Katon, 1987). For-these -

reasons, the B.D.I. full form was selected for use 1in this
study. Moreover the research literature of its use with pain

patients makes it valuable for comparison purposes. Total

score is easily summated. .

Assessing Pain-Related Cognitions

Kafoly (1985) has emphasised the importance of adding
cognitive, organisation and interpersonal aspects to pain
assessment to avoid a reductionist approach to understanding
pain, again underlining the importance of multilevel pain
assessment. Uses of cognitive assessment can help answer the
question of why some chronic pain patients cope better than
others with sensory and affective aspects of their pain and
therefore relates to patients’ problem solving ability.
Cognitive assessment can also help answer questions of how
memories of pain and pain-related experience affect the
present and future experience of pain, as well as the efficacy
of therapeutic strategies and.matching of pain patients to
psychological, surgical or pharmacological interventions. The
present study included assessment of cognitive factors in two

ways: first by examining pain locus of control and second, by

assessing memory for pain-related words.
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Locus of Control

The concept of locus of control was developed from social
learning theory (Rotter, 1954) and has been influential in
psychology theory and practice. People with internal control
expect rewards to come from within themselves' and those with
external control expect rewards to come from outside forces
beyond their control. The Health Locus of Control
Questionnaire (Wallston, Wallston, Kaplan & Naides, 1976) was

developed to examine specifically how much patients felt their
health was or was not under their control. This questionnaire
developed into the more detailed multidimensional Health Locus
of Control Questionnaire (Wallston, Wallston & DeVellis,

1978) ; the eighteen items divide into the three scales of

Internality, Powerful Others and Chance.

The issue of perceived control is an important one in pain

(Chapmanﬁ& Turner, 1986). Crisson and Keefe (1988) adapted

the Health Locus of Control Questionnaire for pain patients
simply by substituting the word pain- for health.- They found
patients who believed therapy outcome to be the result of
chance experienced more distress ‘and suffered more depression,
‘anxiety and obsessions. Those with ‘internal locus of control
compared to external had less physical ‘and psychological -

symptomatology and had better’ treatment outcomes.

P
P-"' }-!F‘lﬁr
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Pain Locus of Control Ouestionnaire

Main et al. (submitted) have developed a specific Pain Locus
of Control Questionnaire (P.L.C.). Items related to pain
were devised rather than substituted as in the previous

version. This questionnaire was used in the present study.
It contains 20 items on a four-point Likert scale yielding two

scales - the Pain Control scale indicating beliefs about
controllability of pain and the Pain Responsibility scale
demonstrating how far respondents feel responsible for
managing their pain. High scores indicate internal control on
the Control scale and low scores indicate internal control on
the Responsibility scale. The scales are sensitive to

measuring change (Main & Parker, 1989) and can predict future
consulting behaviour in low back pain patients (Main & Wood,

1990), on whom the scales were validated.

Main and Parker (1989) observe that this questionnaire can
help not only to predict treatment outcome but also to record

development of chronicity. Since experienced pain workers
like Pearce and Erskine (1989) have stated categorically that
there is little in the way of good psychometric predictors of
successful outcome, further evaluation of this tool such as in
the present research seems valuable. For such reasons, the

Pain Locus of Control Questionnaire was included in the

present study.

?..:le-"--ni.1
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Scoring the P.L.C. (See Appendix E for completed sample)

Of this questionnaire’s twenty items, questions 3, 6, 7, 13

and 15 carry no score at all.

Questions 1, 5, 9, 17 and 19 "Pain Responsibility" are scored

as follows:-

Each very true score

No points,

Each true score

One point.

Each untrue score

Two points.

Each very untrue score

Three points. -

The scale ranges from 0-15. The higher the score, the more

the person believes that others are responsible for the pain

they feel and the less they feel responsible.

Questions 2, 4, 8, 10, 11, 12, 14, 16, 18 and 20 "Pain

Control" are scored as follows:-

i a

Each very true score

Three points.

Each true score

TwOo points.

Each untrue score

One point. ! T T ey

Il

Each very untrue 'score No points.

The scale ranges from':0-30.: The 'lower the Pain Control
scores,: the more the person believes that others:can control

the pain-and the less. they believe that they:themselves can' .
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control it. Responsibility and Control items are separately

summed.

Assessing Pain Memories

Pain memory was the second cognitive aspect assessed in this

study. Knowledge of memory for pain is important for several
reasons. First, there is heavy reliance by staff on patients
pain memory for assessment and diagnosis. Second, in
assessment methods already described memory factors are
implied, for example, in the visual analogue scale. Thirdly,
pain memory relates to the way people process their -

experiences, perceive their pain and how they react to acute

pain and its establishment into chronic pain. o

Memorvy Biases

There are a number of biases known to exist in recall of
i

painful memories. For example, Jones (1957) notes that-

estimates of present pain experiences are influenced by

estimates of past pain.

r iy

It has been shown that chronic pain and depression. are.linked:
one -quarter to half of chronic pain patients are depressed
(Fishbain, 1986). Since depression affects memory, this
represents another source of bias. Eich, Rachman and Lopatka

(1990) reasoned. from this that since pain increased

depression,’ it would restrict'pleasant.memories at the expense
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of unpleasant ones. These authors demonstrated the effect on
subjects experiencing menstrual pain. Thus pain distorts

autobiographical memory and could contribute to the aetiology

or maintenance of depression in pain patients.

Morley and Pierce (1993) have reviewed the literature on

memory and pain and conclude that acute pain is more

accurately remembered than chronic pain, and pain recall is
biased by state and trait effects as well as psychosocial
factors. However, these authors believe that the most
important question is whether memory for sensory, affective or
event specific aspects is accurate under given circumstances

like mood, context, recency of pain or recall cues, rather

than whether memory for pain is or is not accurate. They

therefore make a distinction between pain event memory and
pain experience memory. Memory for pain events may be as low
as 3% (Eich et al., 1990). Memory for pain experience on the

other hand is higher, for example, memory of where and how the

pain occurred. Williams, Watts, Macleod and Mathews (1988)
developed this same point: memory  cues can be facilitated or
inhibited to different extents by different emotions. If the
original context of .the memory .is reinstated the material in

question should be more available once again for reference. -

Thus, Karoly’s (1987) emphasis on context'isafurtheri*w

exemplified. .

o

One problem in assessing autobiographical memory is lack of

control over the recalled events, or over the amount of
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processing of the events since they occurred. Williams et al.
(1988) make a similar point in relation to recall of
unpleasant events in general, suggesting experimental

analogues such as the use of pleasant and unpleasant words to

provide a way of assessing memory bias.

A similar method using pain-related and nonpain-related words
has been used by researchers. For example, Edwards (1992)
found that pain-related material is recalled preferentially by
people with chronic pain, an effect sensitive to their mood
and encoding strategies. She compared depressed and
nondepressed chronic pain patients with depressed psychiatric
patients and normal controls. She devised a recall test using

words from the M.P.Q. (Part 2) comprising sensory, affective

and neutral adjectives, with the sensory and affective
adjectives matched for frequency and number of syllables with
the neutral adjectives. Three filler words were used at the

beginning and end of the lists to minimise primacy and recency

effects. The recall test was followed by a 'recognition test

where the recall test words were randomised equally with
different adjectives matched for frequency and word type.
Edwards’ study showed recall biases relatéd’to“péin and
depression not found in control groups. The recogﬁition test
analysis suggested that ’true memory’ ‘could account for the
differences observed in chronic pain and depressed patients

rather than any hypothesised response bias.



50

In summary, there is an emerging picture that some pain
patients find it difficult to remember their pain, perhaps as

a result of the defence mechanism of denial, while others
appear able to remember their pain with great vividness. A
high proportion of pain patients are depressed and many
depressed people have marked memory biases, for example,
Williams et al. (1988). However, even some pain patients who
are not depressed have memory biases for pain and recall the
negative parts of the experience at the expense of the
positive (Edwards, 1992). So, in addition to the difficulty
of coping with their pain, they have the problem of
maladaptive memories which could further undermine their.

coping strategies and sense of self-control.

Some pain patients cope well while others are totally absorbed
by the pain. Knowing how different patients define themselves

as ’‘people with pain’ seems relevant to this study: memory

may play an important role in self-definition. There was
interest in this study to see if patients with similar pain

levels might vary in the benefits obtained from a
psychological pain management programme according to their
memory bias for past pain experiences. This study was
particularly interested in the ways patients recalled'pain
words relative to nonpain-related words (memory bias) before

and after therapy.
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Memory Assessment in the Present Study

This test was adapted from Edwards (1992) using words from the

second part of the M.P.Q. Here, the Sensory and Affective
adjectives were matched for frequency and number of syllables
with neutral gardening words. The gardening words, like the
pain-related adjectives, belong to their own common semantic
categories which therefore controls for the fact that the pain
words are also semantically associated with each other. Like
Edwards, three filler words were used at the beginning and
end, as a control for primacy and recency effects, giving a
total of 18 words in three lists. Patients were primed and
told they would bée asked to try to recall the words. Each

list was read out clearly. Two minutes were allowed for free

recall.

The procedures were similar to those used by Edwards (1992)

except that the words were read out by the researchers on each

occasion rather than using a personal taperecorder.

Scoring the Memory Test

To score, numbers of words for each individual test were

summated for pain-related, nonpain-related and intrusions

(words not appearing on the list).
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agssessment of Pain: Overview

-________*_.._‘—-———-_—-—'-—

The research reported in this thesis made use of multiple
indices - affective, cognitive, behavioural and sensory, to
provide as complete an assessment as possible. However, as
Karoly (1985) points out, no single aspect of the pain
experience should be considered primary. 1In interpreting

assessment results the relationship between these aspects may
be more relevant than the individual test results. Pain -
diaries can be particularly useful in this integrative task
with the contextual information they provide. KXaroly (1987)
emphasises that the context in which pain occurs is the
primary unit. He further advises against limiting assessment

to short term past or present, emphasising that peoples’

adaptive attitudes to their pain may be future oriented. This
echoes the fundamental construct of George Kelly’s Personal

construct Theory (Bannister & Fransella, 1971) "a person’s

psychological processes are psychologically channelised by the
ways in which he anticipates events". Anticipation of events

is channelled at least to some extent by memories of former
events so memory for pain-related material will form an
important part of the assessment of outcome in this

preliminary study.

The present study was organised on a research basis (having
aims of clear clinical benefits), with inevitable restraints.

Brevity of assessment was one, considered important not only

for practical reasons, but to avoid patient demoralisation
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(see Appendix F, patient feedback). Edwards’ (1992) study was
similar in some ways to the present, but had the advantage of
keying into a larger ongoing pain research programme. This
enabled a wider range of formal assessments to be carried out
additionally measuring dimensions such as anxiety,

multidimensional pain aspects including range of social
activities and support. The present study, on the other hand,
assessed these domains less formally by means of the
semistructured interview and diary recordings enabling day-to-

day reports of the pain context not included in Edwards’

(1992) study. Memory assessment for pain and nonpain words

formed an outcome cognitive measure in both cases.

I K b 4 f‘.i
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CHAPTER THREE: PRESENT STUDY RATIONALE AND METHODOLOGY

The present study aimed to investigate the effect of brief

cognitive behavioural group therapy with a severely chronic

population of pain patients.

With cost and limited availability of psychologists in mind,

there was a particular interest in assessing the effect of
brief intervention with this group of most severely disabled
chronic pain patients. As reported, self-help materials have
been shown to increase pain tolerance in a laboratory
situation by 56% (Genest, 1979). Such materials are
frequently provided at low cost and effort from staff as a

supplement to pain therapy, but how useful are these used

alone in a clinical situation with severely chronic pain
patients? Many successful interventions reported have been
inpatient day-long intensive programmes running over several

months by a large group of staff. Could eight two-hour. weekly

outpatient group sessions have a measurable effect?

This study addressed these questiops using methods and
materials shown experimentally to be effective: developing a
positive attitude and self-control were central aims in
changing patients’ view of pain, using a range of cognitive-
behavioural methods in a supportive group which promoted
changing maladaptive ways of coping with pain. Success has
been shown in the use of this kind of approach, but many such

studies have been carried out in intensive inpatient settings
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in America. Like the similar study by Skinner et al. (1990)

there was interest in the effects of a brief therapy group

within this culture.

HYPOTHESES

Compared with baseline scores:

1. Pain Behaviour

There will be positive changes at posttherapy as measured

by the Oswestry Disability Questionnaire.

2. Subjective Pain

a) McGill Pain Questionnaire Scores will decrease, that

is Sensory, Affective, Total and Drawing Scores.
b) Diary self-rating measures of Pain, Tension, Depression

and Medication will reduce.

3. Psvchological Status

Beck Depression Scores will decrease.
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4. Pain-Related Cognitions

a) Pain Locus of Control-Control Subscale scores will
increase, that is, patients will feel more in control of

their pain.

b) Pain Locus of Control-Responsibility Subscale scores will

decrease, that is, patients will take more responsibility

for their pain management.

All pretherapy scores will improve as a result of self-

help.
6. Pain Memory

Memory test results will change so that patients will

show less retrieval bias for pain<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>