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A STUDY OF THE IMPACT OF CHRONIC PAIN ON LIFESTYLE AND
RESOURCE USAGE IN THE COMMUNITY

SUMMARY

This exploratory and descriptive study of the impact of chronic pain in the
community is based in two general practices, one in London and the other
in the south of England. Purposive sampling criteria identifies three groups
(each group, n = 40), with patients selected at random from the general
practice databases. Group 1 patients have chronic pain, which can only be
identified through repeat analgesic prescriptions on general practice
databases. Group 2 patients had visited their GP over the previous six
months for other problems supposedly unrelated to pain, and Group 3 had
no visits to their GP over the previous six months and are therefore
supposedly fit and well. An additional cohort originally selected as patients
for Groups 2 and 3 was subsequently identified at interview as having

chronic pain (n = 16), but did not request repeat analgesic prescriptions.

To assess demographic profiles, lifestyle disability and resource utilisation,
all patients (n = 136) completed a demographic data sheet, the Sickness
Impact Profile and a Resources Questionnaire. Groups 1 and 4 also
completed the McGill Pain Questionnaire. Group 1 chronic pain patients
generally appear to report greater levels of lifestyle disability, and greater
utilisation of health and social care and financial resources over longer
periods of time than the other three groups. Although not reporting the
same levels as Group 1, Group 4 patients with previously unrecognised
chronic pain do generally appear to have greater levels of lifestyle
disability and greater utilisation of resources than Groups 2 and 3 and

warrant further investigation.

The findings of this study therefore indicate the need for more large-scale
studies in general practice to explore further the impact of chronic pain in
the community. The findings also inform the development of a proposed

model of primary/secondary care for chronic pain.



1. INTRODUCTION

The need to develop a study, which describes the impact of the chronic
pain experience on patients in the community, arose initially from
observations of the researcher when working as a clinical nurse specialist
in pain management. During this period, it became evident when trying to
arrange support and services for patients with chronic non-malignant pain
that this group of patients is not generally perceived as a priority for either
primary or secondary services. This apparent lack of support appears to
be underpinned by a lack of insight from both professionals and the lay .
public into the impact that chronic pain may actually have on the lifestyle of
the patient, their family and society as a whole, potentially over a period of

many years.

Such lack of support is in stark contrast to the support the researcher has
been able to offer patients with malignant disease when working in
community and palliative care nursing. Although the emotive issues
surrounding life-limiting malignant disease may contribute towards high
levels of publicity and support for such patients, there is also a wealth of
studies, which provide evidence of the devastating impact on all aspects of
life for patients, family and society. Reviewing the literature on chronic pain
in the community, however, whilst several studies demonstrate the drain
on professional, family and societal resources, there are relatively few
studies providing valid and reliable evidence of the support required for
patients with chronic pain. The need for a study which provides further
insight into the impact of chronic pain in the community has therefore been
identified, in order to provide more credible, valid and reliable evidence of
resources required for more appropriate and effective pathways of care.

Due to the apparent lack of chronic pain studies drawn from general

practice populations in the UK, this exploratory and descriptive study is

based within two general practices in England, one situated in London and

the other on the south coast in Sussex. In addition to routine demographic
1



data, the McGill Pain Questionnaire and Sickness Impact Profile are valid
and reliable measures, which have been utilised to assess pain and
lifestyle respectively, whilst the Resources Questionnaire has been
developed for the purpose of this study to assess resource utilisation.
Findings therefore provide further insight not only into health and social
care profiles of chronic pain patients in the community, but also the impact

that such profiles may have on lifestyle and resource usage.

In the initial design of the study, purposive sampling criteria identify
Groups 1 - 3 as patients with chronic pain, other problems unrelated to
pain and those who are supposedly fit and well respectively (all n = 40).
Group 4 has subsequently been identified as an important additional
cohort originally selected for Groups 2 and 3, but nevertheless found to
have chronic pain at interview (n = 16). The exploratory and descriptive
nature of the study, format of questionnaire responses and sample size all
contribute to the non-parametric level of data analysis described in the
methodology and findings. Similarities and differences between the four
groups and two practices are discussed throughout the findings, in order to
ascertain factors which may not only influence recommendations for future
pathways of health and social care for chronic pain patients, but also

highlight implications for resources required for such developments.

The findings from this study inform key recommendations for clinical
practice and future research, which particularly highlight the need to
develop more comprehensive and appropriate screening protocols, health
and social care pathways at the primary/secondary care interface, and
discipline specific and multi/inter-professional education programmes.
These recommendations are drawn together in a proposed model of
primary/secondary care for chronic pain. This model describes how the
management of chronic pain in general practice, joint primary/specialist
secondary care protocols, and multi-professional health and social care
working can be developed to provide a more positive and evidence-based
approach to the care of chronic pain patients in the community.
2



2. LITERATURE REVIEW

2.1. Introduction

Extensive and systematic review of the literature currently relating to
chronic pain has been undertaken by utilising a range of processes.
Search strategies include specialistmulti-professional C.D. Rom packages
such as Medline, Cinhal, Psychomed and Cochrane databases, with data
being accessed from 1990. Key words/phrases utilised either in isolation,
or in a number of combinations when accessing such systems include
‘chronic pain’, ‘primary health care’, ‘community care’, ‘multi-professional’,
‘nursing’,  ‘classification’,  ‘socio-economic’, ‘methods’, ‘statistics’,
‘epidemiology’, ‘standards’, ‘quality’, ‘organisation’, ‘administration’,
‘treatment, ‘management’, ‘utilisation’, ‘audit’, and ‘evaluation’. Internet
sites such as the Department of Health, World Health Organisation, and
The Pain Society also provided information on related health/social care

policies and specific pain agendas.

Review of the literature highlights increasing acknowledgement and
understanding of the subjective, individual and multi-dimensional concepts
of pain, and evidence of a range of treatments and multi-professional
strategies being developed for the treatment of chronic pain. There is,
however, a lack of literature specifically relating to the management of
chronic pain in the comrmunity, or care pathways across the primary/
secondary care interface. The following framework is therefore used to
justify the research, enable presentation of the evidence and relevant
research in a systematic way, to enhance the analysis, and also to ensure

the field is well researched and the relevant information presented.

2.2. Prevalence and characteristics of chronic pain
2.3. Impact of chronic pain on lifestyle

2.4. Cost implications of chronic pain to society
2.5. Chronic pain in primary care

2.6. Summary



2.2. Prevalence and characteristics of chronic pain

For the purpose of describing prevalence and characteristics of chronic
pain, attempts have been made to define pain in several different settings.
The best way to look at these definitions is therefore to see how they have
all arisen. Prevalence studies have been undertaken in pain clinic, general
practice and general population settings, each of which provides different
indications of pain prevalence. Methodological differences in study design,
including population source and pain definitions, have been recognised in
all settings as contributing towards ambiguity in pain prevalence rates.
Examples of papers, which discuss such factors include: Andersson et al
1993, Crombie 1993, Crombie et al 1994, Raspe and Kohlmann 1994,
Smith et al 1996, Birse and Lander 1998, Verhaak et al 1998, Bassols et al
1999. Verhaak et al (1998: 235) therefore suggest that:

* ..Given the subjective elements involved in the measurement of chronic
pain, an objective assessment of its ‘real’ prevalence seems a

contradiction’.

Pain clinic prevalence studies (for example: Bowsher et al 1987, Davies et
al 1992) inherently assess only a unique self-limiting group due to factors
such as catchment population, local referral systems and available clinical
expertise. With as few as one per cent of chronic pain problems being
referred to pain clinics (Smith et al 1996) and pronounced differences
between even closely situated pain clinics (Davies et al 1992), such
studies are not therefore able to provide generalised estimates of disease

and/or symptom frequency (Crombie1993).

Whilst there are few general practice-based pain prevalence studies (see

Table 2.1), such studies can relate the number of patients with pain to the

total number of patients registered at the practice in order to provide

frequency estimates. Compared to both general population and pain clinic

studies, these estimates should therefore provide a better indication of the

magnitude of pain as a public health problem (Crombie 1993). However,
4



lack of clarity in defining pain is again evident since early studies such as
Baker and Mersky (1967), which fails to discriminate between acute and

chronic pain when reporting prevalence of pain in patients who present to

general practitioners (GPs) (63.8%, n = 276).

Pain definition | Data collection | Size/prevalence | Study/country

Pain that led to GP interview n = 2886 Frolund and

GP visit (any other 22.0% total: Frolund (1986):

pain excluded) 61.0% acute vs. Denmark *
39.0% chronic

Low back pain: Postal survey: n = 2667 Walsh et al

any time in life/
1 yr previously

registers of 136
GPs, 8 areas

58.3%: lifetime
36.1%: previous yr

(1992): Britain

Pain: lasted > 1
day in last month
Pain: > 3 mths

Postal survey:
from registers of 2
general practices

n = 1340

56.0%: > 1 day
35.0%: > 3 mths;
13.0%:widespread

Croft et al (1993):
England

Pain most of the
time > 6 mths in
last yr

Consecutive
primary care
attendees

Total n = 25916
Sample n = 5438
22.0%

Gureje et al
(1998): 15 centres
in 14 countries

* = included in review by Verhaak et al (1998)
Table 2.1 Examples of general practice pain prevalence studies (compiled

from the literature, Latham 2002)

General population surveys should provide information on how much pain
there actually is (Crombie 1993), however, methodological differences
again contribute towards evidence of variation in prevalence (see Table
2.2). A review of population or primary health care pain prevalence studies
from 1984 to 1994 (n = 15) confirms such differences, and highlights that
no studies specifically report on ‘chronic benign pain’ in the general
population (Verhaak et al 1998). This review also suggests that whilst
definitions such as acute versus chronic pain yield variation in prevalence
data, neither sub-definitions nor type of methodology utilised appears to
affect reported prevalence. For example, no clear-cut differences are
evident between prevalence based on complex versus simple pain
definitions, duration of pain and patient self-assessment versus physician

assessment.




Pain definition

Data collection

Sizelprevalence

Study/country

Pain: last 2 wks/
often, but not last
2 wks

Telephone survey
+ interview if had
a pain complaint

n =827
16.0%: last 2 wks
3.0%: other often

Crook et al (1984):
Canada*

How many days
had 7 types of
pain over last yr

Telephone survey
of census
population sample

n = 1254
Individual % for 7
types of pain

Sternbach (1986):
USA*

Back pain most
days for > 2 wks

Data from national
health survey
(NHANES 1)

n = 10404

13.8%: cum.

lifetime prev.

10.3%: in last yr
6.8%: point prev.

Deyo and Tsui-Wu
(1987a, 1987b):
USA

Pain > 1 day/recur | Postal survey + n=1016 Von Korff et al
at 1 of 5 sites in non-responders Individual % for 5 | (1988): USA *
last 6 mths telephoned sites of pain

Had any pain: if Postal survey n =827 Brattberg et al

so, how long? +

66.0%: any pain

(1989): Sweden *

characteristics 40.0%: > 6 mths

Chronic pain: Survey in hospital | n =962 diabetics | Chan and
diabetic/general clinic and n = 328 gen. pop. | MacFarlane
populations community 25.2% vs. 15.5% | (1989): England
Musculo-skeletal Data from national | n = 3023 Magni et al

pain last year: > 1
mth most days

health survey
(NHANES 1)

14.4%: chronic
7.4%: ? chronic

(1990): USA *

Chronic pain: last
> 3 mths

Telephone survey

Households: 1037
Individuals: 2942
7.0%: = 3 mths

Rigge (1990),
Bowsher et al
(1991): Britain

Perceived
persistent or
recurrent pain

Random postal
survey: 15.0% of
population register

| n=1609

55.0%: > 3 mths
49.0%: > 6 mths
12.8%:?syndrome

Andersson et al
(1993): Sweden *

Musculo-skeletal
pain last year: > 1
wk

Letter/telephone
contact +
interview by Dr.

n=702
44 9%: > 1 wk
26.0%: point prev.

Ballina Garcia et
al (1994): Spain

Hége‘n’efal

Musculo-skeletal Postal survey n=11780

pain > 1 mth: 17.0%:widespread | (1997): Norway
local/widespread 37.0%:back/neck | -°

Pain last 12 mths: | 77.8%: interview n =537 Brattberg et al
77+ years others: tel/proxy 73.0% (1996): Sweden
Usually not free of | National Health n = 16989 Mitlar (1996):
pain/discomfort Survey (NPHS) 17.0% Canada

Any pain: last 6 Telephone survey | n =410 Birse and Lander
mths 44.0% (1998): Canada
Unduly prolonged | Postal survey n = 1304 Chrubasik et ai
pain: last 6 mths + 40.0% (1998). Germany




Any pain in the Telephone- n = 1964 Bassols et al

last 6 mths interview 78.6% (1999): Spain
Widespread pain: | Postal surVey n = 3004 Hunt et al (1999):
> 3 mths 4.7% England

* = included in review by Verhaak et al (1998)
Table 2.2 Examples of general population pain prevalence studies

(compiled from the literature, Latham 2002)

Prevalence of pain has, however, been found to vary with sub-definitions
across studies, which does reflect differences in sample aetiology and
definition criteria. The Clinical Standards Advisory Group (1994), for
example, estimate the overall magnitude of ‘backache’ in the UK (point
prev. = 15.0% - 30.0%, 1 month prev. = 30.0% - 40.0%, lifetime prev. =
60.0% - 80.0%). However, when the same criteria excludes back pain
lasting less than two weeks, Deyo and Tsui-Wu (1987a) report a lower
point prevalence (6.8 %, n = 10404). Croft et al (1993) also estimate a
higher prevalence of chronic widespread pain in England and Wales when
utilising the American College of Rheumatology (ACR) definition than Hunt
et al (1999) who use a more stringent definition than that of the ACR
(11.2% vs. 4.7%, n = 1340 and 3004 respectively).

Crook et al (1984) further breakdown persistent and intermittent pain
prevalence (11.0% vs. 5.0% respectively, n = 827), whilst Von Korff et al
(1990) report lower prevalence rates for severe/persistent pain than
recurrent pain overall (severe/persistent overall = 8.0%, > 6 days = <
3.0%: recurrent overall = 37.0%; n = 1016). Deyo and Tsui-Wu (1987a)
also report pain duration and pain severity for back pain of at least two
weeks duration (< 1 month = 33.2%, 1 - 5 mths = 33.0%, > 6 mths =
32.7%: mild = 21.2%, moderate = 43.4%, severe = 35.4%; n = 1516).

Graded verbal descriptor scales have therefore been utilised in an effort to

further define and structure pain prevalence rates. Magni et al (1990) for

example, grade musculo-skeletal pain into mild, moderate and severe

(60.3%, 30.3% and 8.4% respectively; n = 416), while Chrubasik et al
7




(1998) grade persistent and episodic pain into mild, severe and intolerable
(11.0%, 25.0% and 3.5%; 2.0%, 10.0% and 1.0% respectively; n = 1304).
However, it is suggested that many of these terms may not mirror clinically
relevant pain due to diffuse and vague concepts that are not easy to
interpret (Brattberg et al 1990). A graded hierarchical scale of pain-related
intensity and disability has subsequently been developed and evaluated
on three groups of pain patients (back, headache and temporomandibular;
n = 1213, 779 and 397 respectively) (Von Korff et al 1992):

Grade |; low disability — low intensity
Grade I, low disability — high intensity
Grade Il}; high disability — moderately limiting

Grade IV;  high disability — severely limiting

Von Korff et al (1992) report significant and monotonically increasing
relationship at both baseline and one-year follow-up for employment, pain-
related functional limitations, depression, poor self-related health, frequent
use of opioids and pain-related doctor visits (p < 0.001 - p < 0.01). In
comparison, the number of days in pain over the previous six months
relates more weakly to the same variables, and there is no apparent
difference between recent and less recent onset of pain. Von Korff et al
(1993) also utilise this scale to suggest that the outcome for back pain in
primary care is best predicted by pain-related disability and days in pain
rather than duration since onset (n = 1128), a view subsequently
supported by Miedema et al (1998). Von Korff et al (1993: 855) therefore
suggest that:

‘...it may be more meaningful to distinguish characteristic levels of pain
intensity, pain-related disability, and pain persistence than to classify

patients as acute or chronic’.

Historical and cultural variables between countries over time may not allow
direct extrapolation of studies to other societies or groups (Locker 1989,
8



Andersson et al 1993, Bassols et al 1999). Such reservations are
supported by Gureje et al (1998) who report that whilst a 21.5 per cent
prevalence of persistent pain in primary care patients is found across 15
centres in 14 countries (n = 25916), rates vary considerably between

countries (for example: Ibadan, Nigeria 5.5% - Santiago, Chile 33.0%).

The Nuprin Pain Report (n = 1254) suggests that ethnicity may influence
the frequency pain is reported, for example whites are more likely to report
pain than blacks or Hispanics (Sternbach 1986). This is supported by
Deyo and Tsui-Wu (1987a) who report significant racial differences in the
life-time prevalence of low back pain (for example: white = 14.2%, black =
11.4%, other = 9.3%, p < 0.005). An apparent race-sex interaction is also
observed with white - men having the highest prevalence and black men the
lowest prevalence (15.0% and 7.7% respectively). Women of both races
are found to be similar, and closer to the white male rate (white women =
13.4% vs. black women = 14.5%).

Despite methodological differences, studies do consistently find that back,
joint, head and extremity pains are the most frequently reported problems
(for example: Crook et al 1984, Sternbach 1986, Brattberg et al 1989,
Bowsher et al 1991, Millar 1996, Birse and Lander 1998, Gureje et al
1998, Bassols et al 1999). Andersson et al (1993), however, highlight that
the estimated prevalence of individual problems is dependent on the
source, for example 90 per cent of their general population sample
complain of musculo-skeletal pain, whereas pain clinic studies report more
evidence of complex syndromes such as neuropathic pain. Caution is also
suggested when defining characteristics into such major groupings
(Crombie 1993), for example, The International Association for the Study
of Pain (IASP) (1986) recognise 34 syndromes within the major group of

head pain alone.

Crook et al (1984) supported by Bowsher et al (1991) find that patients

with pain generally report an associated diagnosis, with musculo-skeletal,
9



headache and abdominal problems being most frequent. Different
prevalence rates are also reported for diabetic patients compared to other
chronic pain patients (25.2% vs. 15.5% respectively) (Chan and
MacFarlane 1989), which reflects the importance of understanding
individual disease processes. Focusing specifically on pain prevalence in
disabled adults (Office of Population Censuses and Surveys (OPCS)
1988), Astin et al (1996) reports that severe pain is most closely

associated with musculo-skeletal and circulatory diagnoses.

Onset of pain, however, is reported as spontaneous or unknown for over a
third of patients (68.5%, n = 133), with pain after accidents being more
frequent for those with persistent pain (26.0%, n = 23) (Crook et al 1984).
Such findings are supported by Birse and Lander (1998) who also find
over half of patients report spontaneous onset of pain (59.0%, n = 195),
with pain due to accidents the most common antecedent (19.0%, n = 62).
Deyo and Tsui (1987a) report that the peak age of onset for low back pain
appears to be in the 20 - 29 year age group, with the number of new cases
then slowly declining (for example: 20 - 29 years = 28.1%, 40 - 49 years =
20.4%, > 60 years = 4.7%).

In a review of 105 epidemiological pain studies, Unruh (1996) highlights
that several methodological and statistical limitations of research must be

considered when evaluating gender and the pain experience, for example:

i) gender is rarely the primary focus of research, but is typically a
socio-economic variable;

i) outcomes may be presented as percentages, with a lack of
evidence of statistical significance of gender,

iii) uneven gender distribution within samples may obscure or

exaggerate gender outcomes.

Unruh (1996) also concludes that greater attention should be given to the
potentially damaging impact of gender-related prejudices, to ensure that

optimal pain management is provided on an individual basis.
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Although a range of prevalence rates across studies may reflect differing
methodologies, women do consistently appear to report a greater number
of pain symptoms more frequently than men. Examples of such studies
in'clude; Crook et al 1984, Frolund and Frolund 1986, Magni et al 1990,
Croft et al 1993, Millar 1996, Birse and Landers 1998, Chrubasik et al
1998, Gureje et al 1998, Bassols et al 1999. Other studies, however,
suggest there is no difference between the sexes (Brattberg et al 1989,
Andersson 1993). Although Koutantji et al (1998) report that women do
report a significantly greater number of symptoms than men, even when
menstrual pain is excluded (p < 0.05, n = 180), they find no significant

difference between the sexes for frequency of pain episodes overall.

There is evidence that higher female prevalence rates are related to
specific disorders, for example headache, abdominal, menstrual and facial
pain (Von Korff et al 1988, Koutantji et al 1998). This would support
reports that other disorders such as cardiovascular disease in the form of
chest pain may have a slightly higher male prevalence (Frolund and
Frolund 1986, Koutantji et al 1998, Bassols 1999). Andersson et al (1993)
and Bassols et al (1999) also find significantly higher levels of pain
intensity for women than men (p < 0.05 and p < 0.001 respectively). Such
differences are supported by Affleck et al (1999) who report that although
rheumatoid arthritis patients have higher pain levels overall than
osteoarthritis patients (n = 76 and 71 respectively), women have 72 per

cent more pain than men regardless of the form of arthritis.

Evidence of debate about change in pain prevalence with age has been
shown to be dependent on factors such as the site and type of pain
(Sternbach 1986, Von Korff et al 1988, James et al 1991). Whilst Birse and
Landers (1998) find similar prevalence for all age groups over 44 years,
other authors suggest an increase with age (for example: Magni et al
1990, Bowsher et al 1991, Millar 1996, Chrubasik et al 1998). Other
studies find that pain prevalence generally increases with age, but then
decreases in the elderly (Crook et al 1984, Deyo and Tsui-Wu 1987a), with
11



women on average reporting maximum prevalence rates five years before
men (Andersson 1993). Bassols et al (1999), however, suggest that whilst

prevalence decreases with age, pain intensity increases.

Acknowledging the difficulties of comparing studies, Brattberg et al (1989
and 1996) suggest that pain prevalence mcreases up to the 45 - 64 age
group, decreases in the younger elderly (65 74 years), and increases
again in those aged 75 years and over (for example 50.0% vs. 36.1% vs.
72.8% respectively). It is suggested that dlfferences occur even within the
over 77 year age group itself, for example, men over 85 years report more
severe pain than those aged 77 - 84 years and women report decreased

mild and severe pain with age (Brattburg et al 1996).

Compared to those with college education, self-reported low back pain is
found to be more prevalent for those with only elementary school
education (11.2% vs. 17.3% respectively) (Deyo and Tsui-Wu 1987a). The
lower educational group is also significantly more likely to visit their GP for
back pain (74.3% vs. 47.9%, p < .0001) and be hospitalised (40.8% vs.
27.1%, p = .001). Th+ ™\with a lower level of education and from lower
social class groups alé  ieport experiencing pain more frequently in a
broad range of areas (Bassols et al 1999). Van der Meer and Mackenbach
(1998) support such patterns when suggesting the course of health status
in chronic illness is significantly less favourable for those with a lower
educational level than those with higher vocational training or a university

degree (p < 0.05, total n = 1921, low back pain n = 921).

Whilst the Nuprin Pain Report finds no striking differences in pain
prevalence for different income groups, it does indicate slight differences
in specific types of pain (Sternbach 1986). Lower income groups for
example, report more joint pains and less muscle pains than higher
income groups. Hagen et al (1997), however, surprisingly suggest from
their general population survey of musculo-skeletal pain (n = 11780) that
the prevalence of low back pain may be greater among highly educated,
12



unmarried men. Conversely, Magni et al (1990) find in data extrapolated
from a United States National Health Survey that those with a lower
income are significantly more likely to report chronic musculo-skeletal pain
(p < 0.001, n =416).

Rekola et al (1993) report that occupation appears to influence pain
prevalence age trends for musculo-skeletal symptoms. Visits to Finnish
health physicians for example, is highest for men with low back pain in the
45 - 54 age group, and for women with neck pain in the 55 - 64 age group,
which reflects regional employment trends. The link between social class
and the type of work undertaken is highlighted when men in classes IV
and V are found to be more likely to consult their GP about low back pain
and time off work than social classes | and Il (Walsh et al 1992). Such
findings support Bowsher et al (1991) who report the overall prevalence of
chronic pain in classes IV and V to be more than double that of classes.|
and Il (15.0% vs. 7.0%, n = 328 and 177 respectively).

The evidence in this section therefore confirms the ambivalence
surrounding pain prevalence both overall and in relation to sub-definitions.
‘The influence that different population samples may have on interpretation
of data is also evident. It is suggested that such problems may be
minimised if studies focus on specific conditions, and in order to obtain
meaningful and interpretable results they should also be clear and
consistent with agreed definitions (Crombie 1993, Crombie et al 1994). A
paucity of studies based within general practice, which can provide
valuable important data to inform public health agendas, particularly

highlights the need for further study in this area.

Although certain common demographic and clinical characteristics of
patients with pain have been identified, caution is suggested when
extrapolating data to other societies and groups. The majority of studies
focus on unique sample groups such as those obtained from a specific

diagnostic group, or pain clinic patients. Further studies would therefore be
13



helpful within the general practice setting to further describe demographic
and clinical characteristics of patients with pain in the community and also
confirm whether such characteristics are similar or in any way different

from other groups of general practice patients.

2.3. Impact of chronic pain on lifestyle

2.3.1. Impact of chronic pain on health status and disability

Von Korff et al (1988) suggest that patients with pain are more likely to
characterise their health status as only fair or poor compared to those
without pain (17.0% - 24.0% vs. 9.0% respectively). Such differences are
supported by Birse and Landers (1998) who report that those without pain
generally report their perceived health status as better than their peer
group, whilst over a quarter of chronic pain patients report it to be worse
(worse = 1.0% vs. 26.9%, n = 193 and 182 respectively). Patients with
persistent pain from 14 countries with broad cultural differences are also
assessed by physicians as having more unfavourable health status than
those without pain (33.4% vs. 20.9% respectively) (Gureje et al 1998).
However, cross-cultural characteristics should be considered when

significant association is only found in five centres (p < 0.05).

Compared to the general population, chronic pain patients (n = 150) are
found to have a significant reduction in health related quality of life (p <
0.001), which equates to patients with major iliness such as depression or
cardiopulmonary disease (Becker et al 1997). Consistently higher levels
of depressive or anxiety disorders are also reported by all pain groups at
15 international centres (p < 0.05) (Gureje et al 1998). Von Korff et al
(1988) supported by Magni et al (1990) find the prevalence of major
depression is significantly higher for those with pain compared to those
without (5.9% - 10.7% vs. 2.0%, 18.3% vs. 8.8% respectively, p < 0.01).
However, Von Korff et al (1988) also report that higher levels of ‘non-pain’
somatic symptoms are associated with increased levels of depression,
anxiety, family stress and poorer self-rated health in pain patients.
14



Widespread musculo-skeletal pain is reported to result in significantly
lower levels of health-related quality of life than more localised regional
pain (p < 0.001, n = 2042 and 4366 respectively) (Hagen et al 1997).
Whilst supporting such findings, Hunt et al (1999) also suggest that
chronic pain sub-definitions may influence perception of health status. For
example, more stringent definitions of widespread chronic pain show
clearer associations with feelings such as fatigue, ‘non-pain’ somatic
symptoms and low levels of self-care than those that are less stringent.
There is also evidence that significantly more persistent pain patients
report poorer perceived general health compared to those with intermittent
pain (p < 0.01) (Crook et al 1984), and that subjective health is better for
those with pain duration of less than 12 months (Peters et al 2000).

Astin et al (1996) report that 1.7 million (30.0%) of disabled adults in
private households in Britain are estimated to have pain symptoms
severely affecting their daily activities. In America, Frymoyer and Cats-
Baril (1991) highlight that as early as 1977, health statistics estimated that
5.2 million were disabled from back pain alone, of which half were thought
to be permanently disabled. Although Workers Compensation statistics in
America suggest that disability for back pain alone is increasing at 14
times the population growth (Aronoff 1991), Frymoyer and Cats-Baril
(1991) suggest that it seems unlikely that prevalence per se has changed
over time. However, they assert that what may have changed is society’s
perception, most particularly of the resuitant disability, and health

professionals response to that change in perception.

Whilst few studies have tried to relate symptoms with disability (Peach
1989), Mudrick (1988) identifies pain as a significant predictor of disability
among mildly impaired disabled adults (p < 0.01, n = 2694) with data
extrapolated from an American National Survey of Disability and Work
(total n = 5519). She also suggests that even when functional limitations

are modest, the presence of chronic pain may produce disability.
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Conversely, severely impaired disabled adults not reporting pain are
significantly less likely to report that they are disabled (p <0.01, n = 1986).

Henriksson et al (1992), however, highlights that whilst a third of
fibromyalgia patients (67.0%, total n = 58) report that little or no pain free
time influences their daily life considerably, symptoms such as fatigue are
also equally or more disabling. Bassols et al (1999) nevertheless confirm
that personal and social activities are significantly or totally affected in 10.4
per cent of patients who suffer chronic pain. Activities most severely
affected include working, studying and household duties (39.8%), labour-
related tasks (36.2%) and sleep (34.1%). Significantly greater impact is
reported for patients with generalised pain of longer duration and greater
severity compared to those with less severe localised pain (p < 0.05, both
groups n = 57) (Andersson et al 1996). Peters et al (2000) also suggests
that more activity limitation appears to be associated with a longer duration

of pain for patients with an unclear diagnosis.

The influence that different pain characteristics may have on overall
limitation of activity is reported by Von Korff et al (1988) (range = facial
pain 14.0% - headache 48.0%, n = 1016). Chan and MacFarlane (1989)
find that compared to other diagnostic groups with pain, diabetic patients
(n = 243) experience more restriction in walking (24.0% vs. 18.0%), other
locomotor tasks (10.0% vs. 6.0%), domestic duties and employment
(11.0% vs. 6.0%) and sleep disturbance (66.0% vs. 47.0%). Pain status
does, however, also produce significant differences in the impact of
chronic disability for the same diagnostic group (for example orthopaedic
patients: p < 0.05, n = 109) (Lerner et al 1991).

Althdugh Von Korff et al (1988) highlight that different disease

characteristics may influence inability to work, much of the evidence

relating to the impact of chronic pain on work and employment status is

provided from back and musculo-skeletal pain studies. Miedema et al

(1998) report that more chronic back patients stopped work during a
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seven-year period compared to non-chronic patients (26.0% vs. 15.0%, n
= 124 and 317 respectively). Chronic musculo-skeletal pain also affects
work over a one year period (for example: 7.9% = 1 - 30 days off work,
8.5% > 30 days, 23.1% changed jobs; n = 416) (Magni et al 1990). Such
findings are supported by Bassols et al (1999) who report that pain overall
results in time off work for 10.2 per cent of those in employment (41.2% <
1 week, 33.8% > 1 week - 1 month, average 47 days; n = 1015), with the
unemployed reporting more limitations and bed rest.

Frymoyer et al (1983) report that the severity of pain also influences the
ability to work, with greater low back pain severity being associated with
increasing days off work over a one-year period (mean days: moderate
pain = 21.7 vs. severe pain = 34.7; n = 565 and 288 respectively). Such
findings are supported by Andersson et al (1996) who also find a
significant increase in work absenteeism for those with generalised pain
compared to those with localised or no pain (total days lost in last 3 mths =
2080, 1174 and 5; n = 57, 57 and 51 respectively, p < 0.05).

Whilst this data may not purely reflect the clinical ‘pain’ problem, difficulty
in ascertaining temporal relationships often results in ambivalent findings
relating to other potential contributory factors. Although Deyo and Tsui-Wu
(1987b) for example, report that greater age in low back pain patients is
significantly associated with days of activity limitation and household
activity (p < 0.0001), Brattberg et al (1989) find activity limitation is as great
for both the 45 - 64 and 65 - 84 year age groups. Scudds and Robertson
(1998), however, also report that those over 65 years with musculo-
skeletal pain are three times more likely to have difficulties than a ‘non-

pain’ group (n = 644 and 241 respectively).

Less ambivalence is evident in relation to education, occupation and

income, with low job satisfaction consistently being reported as a potential

contributory factor (for example: Frymoyer and Cats-Baril 1991, Van

Poppel et al 1998). Deyo and Tsui-Wu (1987b) report that even after
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controlling for factors such as severity, sciatica, occupation and age, fewer
disability days per year correlates significantly with male back pain
patients with a higher level of education (for example, mean days of limited
activity: college = 28.2 vs. elementary =118.6, p < 0.001). Similarly, the
percentage of back pain patients who cut ‘down on their activities,
decrease substantially in proportion to increasing family income (for
example, mean days of limited activity: < $5,000 = 115.4 vs. 2 $25,000 =
34.4), with income having a strong independent relationship with days of

absenteeism from work.

Patrick and Scrivens (1989) highlight that no one policy encompasses
service or benefit provision for disabled people in Britain, which results ina
bewilderingly complex system of community provision. This is supported
by Locker (1989) who reports in a study of rheumatoid arthritis patients (n
= 24) that social and economic provision is perceived by most to be
unacceptable, inefficient, inflexible and unresponsive to individual needs.
Aronoff (1991) also suggests in America, that although disability for back
pain alone is increasing at 14 times the population growth, social security
systems inherently discourage potentially disabled individuals from even
attempting rehabilitation. For example, whilst a claimant must prove that
they are unable to be gainfully employed because of impairment for at
least one year, to be eligible for rehabilitation they must demonstrate both
the potential for work and that rehabilitation would be beneficial.

Acquiring services and benefits is also shown to be an exhaustive
process, which may also result in the creation of stigma due to moral
judgements being made by those involved and resultant support required
(Locker 1989, Walker et al 1999). Charlton (1989a) suggests that social
stigma associated with chronic conditions is not necessarily addressed in
disability and handicap classification and that patients applying for
disability status would benefit if more weight was given to social and

psychological effects of impairment.
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Whilst many physicians and insurance companies believe that
compensation causes and perpetuates pain disability, this is not supported
empirically (Rohling et al 1995, Turk and Okifuji 1996, Gallagher 1999a).
Studies such as Greenhough and Fraser (1989), for example, support
compensation being a strong incentive to maintain disability status,
however, other studies (for example: Mendelson 1984 and Gallagher et al
1995) find no significant difference between chronic pain patients receiving
worker's compensation or not. Gallagher et al (1995) also report that
receipt of compensation actually appears to predict better outcome in

those at risk of poor outcome due to external locus of control.

Rohling et al (1995); in a meta-analysis of 157 studies (136 comparisons,
compensated vs. non-compensated, n = 3802 and 3849 respectively)
assert that compensation results in an increase in pain perception and a
reduction, but not loss of ability to benefit from medical and psychological
treatment. However, Rohling et al (1995) also highlight that from this
analysis it is impossible to examine the effects of a number of potentially
significant variables such as medication, chronicity, status of litigation or
claim review and the type and method of compensation received. The
need to consider factors other than compensation is confirmed by Turk
and Okifuji (1996). Whilst they report no significant difference in physical
findings for compensation and non-compensation chronic pain patients (n

= 95 and 63 respectively), they also find the compensation group have:

) significantly higher levels of pain, perception of pain interference
and perceived disability (p < 0.001), depression (p < 0.002) and
affective distress (p < 0.04);

i) significantly lower levels of general activities (p < 0.02).

Comparing those with traumatic and insidious onset in the two groups,

however, the trauma group reports significantly higher perception of pain

interference (p < 0.001), distracting response by significant others (p <

0.004), affective distress (p < 0.009) and levels of pain (p < 0.03). Turk
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and Okifuji (1996) suggest that maladaptive beliefs and increased
attention to bodily sensations associated with traumatic onset may account
for some differences between compensation and non-compensation
chronic pain patients. Gallagher et al (1995) also report that the likelihood
of receiving compensation is determined by the level of emotional distress
and suggest that when considering disability, the compensation system
needs to develop a protocol which considers both physical and
psychological morbidity and takes into account possible interactive effects.

This section therefore highlights that lower levels of perceived health
status are evident for those reporting pain compared to those who do not
have pain. Particular significance is found for variables in the pain history
such as more widespread pain and more persistent pain. Co-existence of
depressive and anxiety disorders would appear to be significantly higher
for those with pain, although such symptoms may also be associated with
higher levels of ‘non-pain’ $omatic symptoms in patients with pain. Such
findings therefore confirm the need for further studies to identify factors,
which may be potentially important in the perceived health status

assessment of pain patients.

Chronic pain is also demonstrated to have a major impact on both the
prevalence and severity of disability, with evidence that those severely
disabled with pain are more likely to report they are disabled than those
without pain. Diagnoses, age, site, level of severity and spread of pain,
education, occupation and economic status, all appear to be important
influencing factors in the relationship between chronic pain and disability.
Findings presented support the need for further research in general
practice populations and also the development of screening strategies
which will enable the needs assessment of disabled chronic pain patients

in the community to be more accurately targeted.

Service or benefit provision for disabled people is, however, described as
bewildering, complex and unresponsive to individual needs, with systems
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inherently discouraging positive rehabilitation. The lack of emphasis on
social and psychological assessment and recognition of potential stigma
are evident and further development of needs-assessment is therefore
identified. The positive and/or negative influences of compensation versus
non-compensation are, however, found to be ambivalent, highlighting the

need to research co-existing factors, which may affect compensation.

2.3.2. Impact of chronic pain on society and the family

Feuerstein et al (1985) report that whilst chronic low back pain patients
experience a greater degree of environmental stress than a healthy control
group (n = 33 and 35 respectively), mechanisms that exacerbate pain
differ within both family and work environments. Increased family conflict
for example, causes an increased physiological stress response, which is
associated with increased distress and increased pain. Patients in highly
independent and organised families, however, may seek attention through
pain behaviours, successful outcome being associated with lower distress
and increased pain. In the work environment increased pain is associated
with lower peer cohesion, physical comfort and job clarity, while lower

levels of pain and depression are related to increased work pressure.

Social phobia is reported in 11 per cent of disabled workers with musculo-
skeletal pain (n = 146), with onset always during childhood or adolescence
and preceding injury (Asmundson et al 1996). It is suggested therefore,
that chronic pain and social phobia may either occur co-morbidly with
minimal influence on each other, or chronic pain symptoms may be an
expression of social phobia, for which societal acceptance of related
disability is more likely and may even be rewarded through compensation.
Haber (1985) reports that whilst over half of women referred to their clinic
(53.0%, n = 150) showed a history of physical and/or sexual abuse, there
had been no previous psychological or social assessment. He suggests
that such factors may never be assessed because the very nature of the

underlying problem may portray denial of psychological distress.
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More effort to seek emotional support and distraction from pain is evident
for patients with relatively severe pain who are more distressed (Affleck et
al 1992) and those with persistent compared to intermittent pain (91.0%
vs. 64.0% n = 90 and 43 respectively) (Crook et al 1984). Whilst women
are more likely to seek social support measures for coping with chronic
pain (Unruh 1996), Affleck et al (1999) find that men appear to use more
direct coping mechanisms and appear less able to control emotional
consequences through social and psychological support. Bates and
Rankin-Hill (1994) report the relationship between ethno-cultural identity
and locus of control, but equally suggest that this is not an absolute

predictor of control style as intra-ethnic variations are also evident.

Although the economic and social costs of caring for patients with chronic
pain has been shown to be enormous, the cost borne by informal
caregivers and families is often not taken into account (Kurti and O’'Dowd
1995). Snelling (1990) highlights that evidence relating to the influence of
factors such as family structure on pain is conflicting, and suggests that
societal trends such as those towards smaller families places decreasing
prominence on such factors. Whilst there is a paucity of general population
studies, Crook et al (1984) suggest that nearly a third of patients with pain
(30.0%, total n = 133) have a parent with a disability or chronic iliness.

Koutantji et al (1998) find a significant difference in reported pain
symptoms for students with one or more familial pain models compared to
those without (p < 0.001, n = 138 and 42 respectively), and concludes that
more pain symptoms are reported by those with a greater number of
familial pain models. Significant relationship is also evident between
familial pain models and pain symptoms for both sexes (overall p < 0.001,
women p < 0.05, men p < 0.001 respectively), with women reporting
significantly more familial pain models than men, even after excluding
menstrual pain (p < 0.05). Koutantji et al (1998) suggests this may be
determined by factors such as socially determined learning mechanisms,
conformity to sex-role stereotypes, and rewards from social environments.
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Evidence about the impact of chronic pain on the family is therefore mainly
obtained from pain clinic studies, which intrinsically implies a unique
population (Crombie 1993). Rodgers et al (1996) highlight methodological
limitations in many such studies, for example heterogeneous samples and
no control groups, when they suggest no significant difference between
pain clinic physical trauma patients and general medical patients for the
presence of pain or disability in a relative (n = 39 and 29 respectively).
Block (1981), however, highlights the physiological impact of chronic pain
on family members, when spouses (n = 16) show greater increases in skin
conductance to painful rather than neutral facial displays, and greater

increases are found for those with higher marital satisfaction levels.

More specific features of the pain experience such as work-related issues
appear to have greater congruency between patients and family members
(n = 100 pairs) than highly subjective areas which the patient may find
difficult to communicate to others (Swanson and Maruta 1980). Whilst
Rowat and Knafl (1985) report that over a third of spouses may have
difficulty in describing their partners pain (38.0%, total n = 40), they find
that sensory qualities and interestingly ‘restrictive and dictating’ aspects of
pain are those that the spouse is most likely to describe. However, they
also highlight that other factors may affect accurate assessment, for
example, spouses with low stress levels report a markedly lower level of
pain intensity than the patient, whilst spouses with high stress levels report

more accurate patient pain intensity levels.

The importance of defining and assessing familial terms such as
‘significant other’ is highlighted by Flor et al (1989). Whilst a moderately
strong association is found between pain impact and solicitous responses
in male patients living with their wives, no such association is evident for
those not living with a marital partner (r= 0.44 and r = -0.08, n = 49 and 35
respectively, p < 0.001). Conversely, whilst fewer differences are found
between female patients living with their husbands and those not living
with a marital partner, the relationship between pain impact and solicitous
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responses is higher for the unmarried group (r = 0.15and r= 49, n = 68

and 35 respectively, p < 0.001).

Some form of health disturbance, which is directly attributed to the pain
situation is experienced by 83 per cent of pain patient spouses (emotional,
physical and social: 83.0%, 69.0% and 25.0% respectively) (Rowat and
Knafl 1985). Whilst spouses of pain patients with higher marital distress
report significantly more physical symptoms that significantly correlate with
depressed mood (p < 0.05), all spouses of pain patients have significantly
more pain symptoms than spouses of other patient groups. Flor et al
(1987a), for example, compare spouses of chronic pain and diabetic
patients, and find that the pain spouses report significantly more pain
symptoms with greater frequency than the diabetic spouses (< 1 pain
symptom per week: 86.0% and 45.0% respectively, both n = 20, p < 0.01).

Shanfield et al (1979) and Taylor et al (1990) also report that pain patients
and their spouses experience a significant degree of psychiatric distress (p
< 0.05 - p <0.001, n = 44 and 61 couples respectively) on sub-scales of
the Symptom Checklist-90 (SCL-90), which is an indicator of psychological
adjustment (Tait 1999). However, with the exception of patient
somatisation, levels do not reach those of psychiatric outpatients, with
distress levels tending to decrease with age and increase among women
and the unemployed. Whilst Taylor et al (1990) suggest that spouse and
patient scores generally follow a similar pattern, chronic pain patients
score significantly higher than spouses on hostility and somatisation (p <
0.01) and psychotism (p < 0.05), whilst spouses score highest on

somatisation, depression and anxiety.

Particularly when patient distress levels are high, significant correlation is

evident between patients and their spouses (p < 0.001) (Shanfield et al

1979). Taylor et al (1990) also report that depression, interpersonal

sensitivity and paranoid ideation show a significant, positive correlation

between patient and spouse scores (p < 0.01, p < 0.01 and p < 0.05
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respectively). Such findings support Rowat and Knafl (1985) who find
significant correlation between high stress spouses and their partners in
relation to hopelessness (p < 0.001), with factors of uncertainty and
helplessness being identified as central to the distress experienced by 60

per cent of all spouses.

A significant degree of agreement between male pain patients and their
spouses is evident on the extent of low marital satisfaction (p < 0.01, n =
58 couples), with a greater percentage of spouses reporting lower levels
(Flor et al 1987a). Flor et al (1987b and 1989) also find significantly higher
correlation between spouse responses and pain impact levels for patients
of both sexes who report higher marital satisfaction (for example male
patient solicitousness: high vs. low satisfaction, r = 0.45 vs. r = -0.16, p <
0.001). Schwartz et al (1996) suggest that the spouse’s negative feelings
regarding the patients’ pain (n = 61 male patients and spouses) are
significantly related to spouse perception of patients employing pain

behaviours in response to situations of marital conflict.

Low stress and marital satisfaction levels in spouses appear to be
associated with avoidance, ignoring and punishing behaviours (Rowat and
Knafl 1985, Flor et al 1987a, Schwartz et al 1996). Whilst spouse marital
satisfaction levels appear not to be significantly correlated with spouse
reinforcement, Flor et al (1987b) suggest more positively reinforcing
spouses experience significantly more interference from the pain (p <
0.05), but better mood and control over their lives (p < 0.01 and p < 0.05
respectively). There is debate about the role of spouse reinforcement in
pain behaviours. Flor et al (1987b) for example, report spouse
reinforcement is positively associated with patient reports of pain or
reduction in activities, but passive or punishing responses are associated
with greater activity. Schwartz et al (1996), however, find negative and
hostile interactions are most strongly related to patient psychosocial
impairment (p < 0.001), functional impairment and pain intensity (p < 0.01).
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Swanson and Maruta (1980) suggest that greater congruency overall may
be associated with management problems and ultimately poor treatment
outcomes, perhaps indicating an undesirable mutuality rather than
excellent communication. Affleck et al (1999), however, suggest other
factors such as support-provider response to specific diseases may have a
positive or negative influence on potential treatment options when they
suggest that following emotional support, osteoarthritis patients report less
pain, but rheumatoid arthritis patients report more pain (n = 71 and 76
respectively). Less than 50 per cent of spouses, however, would appear to
attempt to influence their partner's pain through direct physical action,

despite being aware of influencing factors (Rowat and Knafl 1985).

This section highlights the potentially complex relationships, which may
occur between both society as a whole and the family more specifically,
and patients repoﬁing chronic pain. However, debate is still evident in
relation to the potential positive and negative influences of factors such as
the home and work environment, support and coping mechanisms, familial
pain models, health-related disturbance, levels of stress and marital
satisfaction. Such ambivalence highlights not only the need for further
research, but also the importance of comprehensive, individual

assessment of such factors when assessing a patient with chronic pain.

2.4. Cost implication of chronic pain to society
Whilst there is evidence of significant utilisation of health care and social

security resources by chronic pain patients, differences in systems
between countries may influence estimates of the overall cost of chronic
pain (Andersson et al 1993, Watson et al 1998, Hutubessy et al 1999).
Andersson et al (1993) for example, suggests that higher prevalence rates
from Scandinavia may reflect a state health and insurance system that
encourages the report of symptoms. Crook et al (1984), however, report
that persistent chronic pain patients (n = 90) do nevertheless report
frequent visits to a wide range of health care professionals, including a
total of 234 hospitalised days in the previous year.
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Becker et al (1997) find that compared to the general population, chronic
pain patients (n = 150) spend five times more days in hospital in a five
year period prior to pain clinic referral (p < 0.001). Greater health service
utilisation for disabled adults with pain than those without pain is also
reported (for example GPs: 91.7% vs. 75.3% respectively) (Astin et al
1996). Primary care studies such as Browne et al (1982) provide evidence
across diagnostic groups that a small number of patients are responsible
for utilising a significant proportion of services (10.0% - 25.0% consume <
60.0% of services, n = 9313). Such findings are supported by those of
Hitchcock et al (1994) who find that chronic pain patients attending a self-
help organisation (n = 204) on average sought treatment from 10 different

health care providers with an average of 10 visits over the previous year.

The large expenditure associated with complementary therapy in the
United States population is reported by Eisenberg et al (1993) with data
extrapolated from a 1990 general population survey. Whilst the findings
include all conditions, back pain, headaches and other chronic pain
problems comprise 89 per cent of the problems for which therapy was
utilised. They suggest that Americans made an estimated 425 million visits
to providers of complementary therapy, with associated expenditure
amounting to $13.7 billion, of which $10.3 billion was paid out of pocket. In
comparison, $12.8 billion was paid out pocket for all hospitalisations and

only 388 million visits were made to primary care physicians during 1990.

The Nuprin Pain Report estimates that during 1984 - 1985 more than four
billion days lost from work were directly attributable to pain, which is about
23 days per person (Sternbach 1986). For full-time employees alone, this
equates to 550 million days lost from work, about five days per person and
$55 billion then in lost productivity. Brena and Chapman (1983) suggest
that with the total number of American Social Security pain-related
beneficiaries increasing from two to five million from 1971 to 1980, the loss
of wages combined with social support systems could have cost taxpayers
from $15,000 to $24,000 per individual with pain in 1980.
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Much of the literature estimating the cost of pain is disease or syndrome
specific. Specific reviews of back pain, however, also suggest that a small
number of patients are responsible for utilising a significant proportion of
the services (for example: Aronoff (1991), 25.0% account for nearly 90.0%
of costs; Frymoyer and Cats-Baril (1991), 5.0% of disabled account for >
75.0% of costs). A one-year prospective study in primary care (n = 1059)
also reflects such trends when a minority of back pain patients are found
to be responsible for a large proportion of both back pain specific costs
and total health care costs (Engel et al 1996). For example, 21 per cent

with high back pain specific costs (= $600) accounted for:

(i) 66.0% of back pain costs/42.0% of total costs;
(ii) 55.0% of primary care visits/91.0% of specialist back pain visits;

(i)  100% of hospital admissions for back pain.
Significant independent predictors for high cost patients are also identified:

(1) increasing chronic pain grade (both costs p < 0.001);

(i) more persistent pain (back pain specific p < 0.001, total p < 0.05);
(iii)  disc disorder/sciatica (back pain specific p < 0.001, total p < 0.05);
(iv)  back pain disability compensation (back pain only p < 0.05),

(v) increasing depression (total costs only p < 0.05).

The potential cost of inappropriate referral is also highlighted (Liu and
Byrne 1995), with six per cent of back pain patients (total n = 170) referred
for specialist investigation and treatment not meeting the criteria for

referral, but accounting for 19 per cent of all costs.

Extrapolating low back pain data (men n = 1221) to the 50 million working
men in America as early as 1975 - 1978, Frymoyer et al (1983) suggests
that 217 million days per annum are lost from this group of the work force
-alone, which equated then to $11 billion per annum. Deyo et al (1991) also

specifically review the cost of back pain in America and confirm evidence
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of the high costs and increasing trends for both direct and indirect health
costs. Chronic backache and headache alone (n = 23 and 24 million
respectively) has also been estimated to account for approximately 700
lost working days per annum in America (Brena and Chapman 1983). In
the United Kingdom, Wells (1985) estimates that chronic low back pain
cost the National Health Service (NHS) £156 million in 1982, which was
equivalent to one per cent of the total NHS budget. Sickness benefit
payments also amounted to £193 million with 33 million days lost in

industrial out-put.

The high cost of developing chronic back pain is reported by Watson et al
(1998) during a three-year follow-up of social security back pain claimants
in Jersey (total n = 2291). Whilst the total cost of benefits for 1994 was
£1,287,204, only three per cent of patients absent from work for more than
six months account for 33 per cent of the benefit paid. Recurrence of back
pain episodes (n = 422 within one year) is also found to increase duration
of absence from work (1% absence mean = 20.73 days versus 2" absence
mean = 36.8 days). Such findings support Webster and Snook (1990), who
report that 25 per cent of high-cost workers compensation cases for back

pain account for 95 per cent of costs.

Direct health care costs, which include hospital, medical specialist, general
practice and paramedical care, have been estimated in the Netherlands for
back pain in 1991 as $367.6 million (van Tulder et al 1995) and neck pain
in 1996 as $159.6 million (Borghouts et al 1999). White et al (1999) find
that such costs also differ between sub-diagnostic groups who suffer pain,
for example, fibromyalgia patients report higher costs than other musculo-
skeletal patients with pain ($1028 Cdn vs. $751 Cdn, n = 100 and 76
respectively). Both pain groups, however, also report higher costs than two
non-pain control groups ($536 Cdn and $463 Cdn, n = 135 and 380).

Health care costs may nevertheless differ depending on the costing
method utilised (Frymoyer and Cats-Baril 1991, Hutubessy et al 1999).
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Utilising the human capital method, for example, which takes into account
long-term absenteeism and disability, van Tulder et al (1995) estimate the
indirect cost of back pain in the Netherlands in 1991 to be $4.6 billion.
Hutubessy et al (1999), however, estimate that the same indirect costs
utilising the friction cost method, which takes into account only relatively
short-term actual production costs, are three times lower at only $1.5
billion. Borghouts et al (1999) also support such differentials when the
proportion of indirect costs for neck pain in the Netherlands is found to
differ substantially for 1996 when utilising the human capital and friction

cost methods ($526.5 million vs. $96 million respectively).

This section confirms the magnitude of the cost of pain to both individuals
and society, although the majority of studies provide data from countries
such as America, Canada and the Netherlands, or focus on specific
diagnostic groups such as back pain. As Watson et al (1998) and
Hutubessy et al (1999) highlight however, differences in social security
and health care systems may suggest caution if extrapolating data
between countries and across diagnostic groups. Studies within the
general practice setting would therefore be helpful in identifying the cost of
pain in the community to both individuals and society and also ascertaining
whether such costs are similar or in any way different from other groups of

general practice patients.

2.5. Chronic pain in primary care

2.5.1. General practice

Smith et al (1996) highlight that there is little research on the impact of
chronic pain in the community, despite the fact that musculo-skeletal pain
ranks second only to respiratory disease in symptoms that present to GPs
(McCormick et al 1995). Back symptoms alone during 1977 - 1978
accounted for three per cent (> 32 million) of all visits to American
physicians (Cypress 1983) and were the highest symptomatic reason for
visits in women aged 35 - 64 years and men aged 25 - 64 years. Rekola et
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al (1993) also report that musculo-skeletal symptoms account for 27 per
cent of all visits to Finnish physicians (total sample n = 6526, on average
15 per 1000 inhabitants). The predominant role of the GP is confirmed in
other studies of pain prevalence (Crook et al 1984, Deyo and Tsui 1987a,
Chrubasik et al 1998) and general practice frequent attenders (Browne et
al 1982, Andersson et al 1995).

Regional differences are reported by Bowsher et al (1991), with southern .
England having lower chronic pain prevalence than other parts of Britain
(8.0% vs.4.0% respectively, n = 208). Such differences are also reported
in countries other than Britain, for example Deyo and Tsui-Wu (1987a) find
that the western states of America report a low back pain prevalence rate
nearly 38 per cent higher than that of those in the north-east. Walsh et al
(1992), however, suggest that prevalence rates for low back pain do not
differ significantly overall in eight areas of Great Britain, but highlight
marked regional variation in frequency of consultation rates. Patients from
Arbroath and Peterlee for example, are three to four times more likely to

consult their GP than patients from St. Austell or Dorking.

Multiple sites of pain and the amount of distress caused by symptoms
rather than frequency or duration of symptoms is thought to determine
whether a patient visits their GP (for example: Ingham and Miller 1979,
Peach 1989, Ballina Garcia et al 1994, Chrubasik et al 1998). In a seven-
year follow-up study, Miedema et al (1998) suggests that 28 per cent of
back pain patients (total n = 1823) presenting to GPs develop symptoms
that could be defined as a ‘chronic back disorder’. Although patient beliefs
may change as a result of consultation (Salmon et al 1996), several
distinct cultural factors may influence chronic pain perception, the ability to
cope with pain and also acceptance and outcome of treatment options in
such visits (Bates et al 1993 and 1997, Bates and Rankin-Hill 1994):

)} the language barrier;
i) cultural differences in standards for expressing pain,;
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iii) views on mind-body relationships within different cultures and
medical settings;

iv) cultural differences in the doctor-patient relationship;

V) the role of health care providers as patient advocates/counsellors;

Vi) differences in views on responsibility for pain.

Whilst De Bock et al (1994) suggest low association between a patient’s
perception of pain and that of the physician (n = 198), GPs may be
expected to treat such complex biopsychosocial problems in only a 15-
minute visit (Cypress 1983, Deyo and Phillips 1996). Deyo and Diehl
(1986), however, report that for patients attending a walk-in back pain
clinic (n = 140), an adequate explanation rather than the length of time a
consultation takes, is more likely to result in greater patient satisfaction,
medication compliance and positive self-rated outcomes. The therapeutic
effect of patient-provider interaction itself is also highlighted when patients
attending a chiropractor report significantly more satisfaction with the
amount of information they are given, perceived amount of concern and
confidence than patients attending family pr}'ysicians (p < 0.05 n =242
and 215 respectively) (Cherkin and MacCornack 1989).

Such findings may reflect the fact that family physicians and chiropractors
(n = 476 and 208 respectively) appear to differ greatly in their beliefs about
back pain and clinical responses to patients (Cherkin et al 1988). More
physicians than chiropractors for example, report feeling poorly trained
when first entering practice and being more uncomfortable with situations
involving a degree of uncertainty (42.0% vs. 15.0% and 45.0% vs. 36.0%
respectively, p < 0.05). Although fewer physicians feel precise diagnosis is
a prerequisite for treatment (31.0% vs. 91.0%, p < 0.05), they support
passive therapies rather than active interventions more than chiropractors
(58.0% vs. 14.0%, p < 0.05). Whilst more physicians believe that most
back pain resolves within a few weeks without professional help (88.0%
vs. 28.0%, p < 0.05), only 46 per cent report assuring patients of this fact.
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However, more chiropractors feel they can do a lot to prevent acute back

pain developing into a chronic situation (98.0% vs. 57.0%, p < 0.05).

Pain-related symptoms comprise 89 per cent of problems for which
complementary therapies are utilised, with relaxation techniques,
chiropractic and massage being the most common (Eisenberg et al 1993).
However, there is evidence of concern from patients that doctors may not
approve of alternative methods of care such as complementary therapies
(Eisenberg et al 1993) or osteopathy (Vogel 1996). Eisenberg et al (1993)
for example, find that whilst a third of the general population report using
at least one complementary therapy in the previous year (34.0%, total n =
1539), 89 per cent of those patients self-referred, with 72 per cent not
informing their doctor of the referral. This is despite 83 per cent of those

patients also seeking treatment for the same condition from their doctor.

Sternbach (1986) and Ballina Garcia (1994) confirm that a number of
patients with severe pain do not seek professional help due to lack of
confidence in the ability to alleviate pain (18.0% and 17.1%, n = 1254 and
702 respectively). Indeed, failure rates of 18 per cent for analgesics and
40 per cent for other prescribed treatments are reported in both diabetic
and other chronic pain patients (Chan and MacFarlane 1989). Bowsher et
al (1991) also find that of those patients reporting chronic pain and taking
analgesia in their UK survey, over two thirds still complain of pain (70.0%,
n = 208). Whilst Becker et al (1997) confirm the wide variety of analgesics
utilised prior to a specialist pain referral, Davies et al (1997) suggest that
inadequate utilisation of standard chronic pain therapies in primary care

may account for such poor outcomes.

Acknowledging the unique sample of chronic pain patients who attend a
self-help pain organisation, Hitchcock et al (1994) find that half (50.0%,
total n = 204) report inadequate pain relief, despite the use of analgesic
and co-adjuvant therapies. Stronger medication rather than a higher
dosage of the same medication is believed to be needed by 57 per cent of
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patients, with 41 per cent reporting that their physician has refused to
prescribe enough pain medication to relieve their pain. A wide range of
substances are also used to relieve pain, including greater use of sieeping
pills and tranquillizers that are not prescribed for pain compared those

specifically prescribed for pain (34.0% vs. 4.0% respectively).

Antonov and Isacson (1996) report from a Swedish National Living Survey
that over a third of respondents utilise analgesics at least once during the
previous two weeks (35.0%, n = 13295), with higher utilisation by women
than men (42.4% vs. 26.8% respectively). Whilst self-perceived poor
health status and pain explain much analgesic use, with lifestyle, sleep
problems and health care utilisation identified as other independent
factors, they also suggest that analgesics may be utilised to relieve
symptoms and health problems other than pain. Millar (1996) supports
such findings and reports that over half of patients with no pain have taken

analgesics in the previous month (59.0%, total sample n = 16989).

This section confirms that despite chronic pain being one of the major
sources of referral to GPs, there is little evidence of chronic pain research
in this setting and further research is required. Referral to GPs is likely to
occur with factors such as multiple pain sites and levels of distress
present, while non-referral is influenced by lack of belief in GPs, poor
analgesic efficacy and cultural influences. The potential of approaches

-such as chiropractic and complementary therapies are highlighted.

2.5.2. Community-based nursing practice

Poulton (1996) suggests that the nursing profession, are being
encouraged to broaden their scope of practice, which includes in some
circumstances being the first point of contact within the health care
system. Indeed, there is evidence of the benefits to patients of such
practice in pain management within the primary care setting since mid-
1970, when Greenfield et al (1975) describe a nurse-administered protocol
for triage and management of low back pain at a walk-in clinic. When
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evaluating two groups of patients randomly allocated to either a nurse
protocol group or a physician group (n = 222 and 197 respectively), no
significant difference was found in symptomatic relief or serious disease,
but greater patient satisfaction was expressed with the care received in the

nurse-protocol group.

Despite such shifts in health care delivery providing greater awareness of
pain as a major health problem and continuing to push into expanded
community-based nursing practice, Davis (1998) suggests that evidence of
limited emphasis on pain management is due in part to lack attention to
pain in nursing curricula. Watt-Watson (1987), for example, reported that
the majority of graduate and student nurses (58.0% and 73.0%, n = 106
and 101 respectively) expect changes in vital signs for chronic pain and do

not understand how to differentiate chronic from acute pain.

De Rond et al (2000) suggests that nurse education alone is not enough to
improve pain management behaviour, however, in a study of hospital’
nurses (n = 216), they find that programmes incorporating both
educational and clinical initiatives may have more beneficial impact on
practice. Clarke et al (1996) highlight that although many authors have -
documented a lack of knowledge and inappropriate beliefs and attitudes
about pain among nurses, there is little evidence of research relating

specifically to primary care.

Whilst Tornkvist et al (1998) support the co-ordinating role of primary care
services in relation to the management of pain, they also highlight the lack
of knowledge and expertise available to meet such needs. Alithough the
majority of district nurses in their study (85.0%, total n = 72) are in contact
with patients suffering from chronic conditions at least once a week, only
five have undertaken either a two-day pain course or an acupuncture
course in addition to having district nursing and pre-registration training.

Education in pain control was, however, seen as potentially improving care
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to a very high, large, or some degree by participants (59.0%, 29.0% and
11.0% respectively).

In the same study no written information, policies or procedures for pain
management are evident and specialist expertise and co-operation from
other team members is limited, despite nearly a third of nurses (61.0%)
being dissatisfied with overall current practice. Individual assessment of
chronic pain is found to be performed by only 30 per cent, with seven per
cent utilising the visual analogue scale as a tool to evaluate treatments
and only a minority of nurses recording a comprehensive nursing pain
history and treatment plan. Such findings support Watt-Watson (1987) who
reports that only three per cent of nurses (total n = 207) used any standard .

approach to pain assessment.

District nurses most satisfied with their own management of pain (54.0%)
are also found to be significantly more satisfied with team co-operation,
present routines (p < 0.001) and their own knowledge base and patient
follow-up (p < 0.01) (Tornkvist et al 1998). Clarke et al (1996), however,
reports inconsistency between perceived knowledge of péin management
and actual practice (registered nurses, n = 120). Walker (1994) also finds
that patients in pain at home (n = 190) may consider different factors to
community nurses (n = 37) when evaluating satisfaction with their care.
Acknowledging the limitations of only an elderly sample (> 65 years), she
finds that whilst most patients value the psychosocial components of their
care, the nurses appear to feel relatively helpless when medical

treatments fail, despite recognising the importance of good social support.

This section highlights the broadening scope of practice, which nurses in
all settings are being encouraged to undertake. Despite evidence of early
initiatives relating to pain management in community nursing, nurse
education and training required to develop such practice, does not appear
to meet the needs of community nurses, and/or is not available in relevant
pre- and post-registration curricula. Evidence of the need to review and
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develop training, which incorporates educational and clinical components,

is also found in this review.

2.5.3. Pain management at the primary/secondary care interface

Despite successful diagnosis and treatment of problems such as low back
pain recognised as remaining elusive (Borkan et al 1998) a paucity of
chronic pain studies based within primary care still exists. Cherkin (1996)
suggests that this has occurred due to pain specialists and surgeons
dominating clinical and research agendas, whilst having little appreciation
for the realities and concerns in the primary care setting. Strategies
developed by such specialists may not, however, be the most appropriate
for the problems which GPs encounter (Hart et al 1995). Waddell (1996)
supports these concerns and concludes that as specialist services are
generally inappropriate for the management of non-specific low back pain,

there should be a fundamental shift in resources to primary care.

Overall, family practice and pain clinic patients (n = 87 and 44
respectively) are found to have similar demographic variables and pain
profiles (Crook and Tunks 1985, Crook et al 1986 and 1989). The only
significant difference is that more pain clinic patients report being disabled
and unemployed (p < 0.01), with more likelihood of precipitating factors
such as work-related accidents. Those referred to a pain clinic, however,
report greater health care utilisation, impairment of work and leisure
activity, with worse levels of social, emotional, physical functioning and life
satisfaction, and greater difficulty in activities of daily living. Crook et al
(1986) suggest therefore, that it is not the persistence of symptoms, but
psychosocial distress that increases the probability of referral to specialist

pain clinics by GPs.

Although Turner (1996) reports the potential benefit of developing

interventions in primary care such as cognitive-behavioural therapies,

ambivalent findings are nevertheless evident in relation to the efficacy of

pain management initiatives in such settings. Von Korff et al (1994)
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suggest outcomes may be influenced by basic factors such as practice
style, for example, a style consistent with back pain self-care is associated
with higher satisfaction levels and patient education than a style frequently
prescribing medication and bed rest (n = 266 and 239 respectively).
Cherkin et al (1991a) also report differences are evident between GPs
perceptions of their ability to treat pain in primary care and the outcomes
reported by patients. After a medical education programme, for example, a
significant proportion of family physicians report feeling more able to
manage back pain (p < 0.01, n = 29), however, patient assessments find

no significant improvement in outcomes (n = 157) (Cherkin et al 1991b).

The benefits of utilising resources in primary care for early treatment of
pain is reported (Linton et al 1993), with eight times less risk of developing
chronic back pain suggested for those on a back pain programme than
those undergoing usual treatment (1 year follow-up, n = 134 and 106
respectively). Improvement occurs, however, only in those with no
previous back pain history and no history of chronic back pain. Roland et
al (1983) also report that low back pain for more than one week prior to
initial presentation is one of the most consistent predictors of high disability
and poor outcome (n = 230 episodes) and is related to recurrence over the
following year, although not the initial episode. Von Korff et al (1993),
however, suggest that the outcome for back pain in primary care (n =
1128) is best predicted by pain-related disability and days in pain rather

than duration since onset.

Berwick et al (1989) fail to find any positive effect on pain or functional
status for patients randomly allocated to a one-session low back school or
one-year compliance package compared to those receiving usual care in
primary care (n = 72 and 76 and 74 respectively). Only limited short-term
success is also evident for back pain patients receiving an educational
booklet with support from a specialist trained clinic nurse, compared to
either usual care or an educational booklet with no support (total n = 293)
(Cherkin et al 1996). Roland and Dixon (1989), however, report that
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significantly fewer patients receiving an educational booklet consulted with

their GPs in the next year than those not in receipt (35.6% vs. 42.2%, n =
483 and 453 respectively, p < 0.05).

Whilst patient satisfaction is found to be a significant positive outcome of
educational programmes, the subjective nature of liking the sessions and
support is not necessarily associated with measured improvements in pain
or function (Berwick et al 1989, Cherkin et al 1996). Indeed, increased
levels of health care visits after the initial intervention due to such a
positive outcome are found by Berwick et al (1989). McCarberg and Wolf
(1999) report that whilst those receiving cognitive behavioural pain
management treatment are significantly more satisfied with their treatment
than those only receiving a home-study manual (78.0% vs. 43.2%, n = 113
and 132 respectively, p < 0.001), both groups exhibit improvements in
pain-related lifestyle. Cherkin et al (1996) therefore suggests that positive
outcomes in patient satisfaction alone do not justify the costs of training,

salary and administration required for such educational programmes.

Significant short-term improvements are, however, reported for patients
undertaking a nurse-delivered psycho-educational chronic pain self-
management programme (n = 102) (LeFort et al 1998), which is modelled
on a well-established cost-effective Arthritis Self-Help course (Kruger et al
1998). Moore et al (2000) report differences in outcomes over time for the
administration of such programmes by, for example, lay volunteers and
professional leaders, with more substantial improvements found at three
month follow-up for those with professional leaders, but improvement at
six months for those led by volunteers. Any differences with no-treatment
control groups are not, however, evident at one year. LeFort et al (1998)
suggest that such programmes may nevertheless have the potential to be

reliably delivered in a variety of low-cost community settings.

McCarberg and Wolf (1999) suggest that the failure of programmes to
demonstrate overall long-term activity gains in primary care may not only
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reflect the natural history of the disease, but also lack of the physical
exercise component included in comprehensive pain rehabilitation
programmes. Saunders et al (2000) also report that patients most in need
of such programmes, are those most unlikely to participate. Of almost
6000 primary care back pain patients invited to participate in a self-
management intervention, they report an uptake of only eight per cent (n =
481), with volunteers tending to have moderate activity limitation and to be

white, older, retired and better educated.

Frolund and Frolund (1986) suggest that as few as 14 per cent of patients
who present with pain symptoms (total n = 641) are referred to other
services. Lack of communication between GPs and specialists about the
purpose of such referrals is also reported (back pain patients, n = 182),
with 74.7 per cent receiving specialist treatment following outpatient
referral, but treatment being the main reason for referral in only 28.6 per
cent of cases (Coulter et al 1991). Of those patients referred primarily for
advice or reassurance, 68.5 per cent receive some form of treatment.
Coulter et al (1991) also find that of 33.5 per cent of back pain patients are
still consuiting with their GP five years after specialist referral (total n =
179), with the highest proportion initially presenting to their GP a year or
more prior to that referral. Such findings support Bowsher et al (1987),
who highlight that duration of pain prior to specialist pain clinic referral is

potentially detrimental to successful outcomes.

Even with initial supervision provided by a pain specialist, Becker et al
(2000) find that GPs do not appear able to effectively manage patients
with severe chronic pain in the primary care setting. Whilst patients
undertaking out-patient multi-disciplinary pain treatment (n = 63) report
significant reduction in pain intensity and psychological well-being (p <
0.001), quality of sleep and physical functioning (p < 0.05) in a six month
follow-up period, no such improvement is reflected in a comparative group
treated by a trained GP. However, only about only one per cent of chronic
pain is thought to reach specialist pain units in the UK (Smith et al 1996).
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Primary care is nevertheless recognised as a major referral source to
specialist pain units, with Bowsher et al (1987) reporting that 46.5 per cent

of referrals are from GPs as early as the mid-1970s (total n = 1056).

The majority of models currently developed for primary care, focus on the
management of back pain. Von Korff (1999), for example, describes an
individualised ‘Stepped Care Model’ of managing back pain in the
community, which provides indicators of care for all back pain patients
(Step 1) through to those with severe impairment (Step 3), with referral to
more comprehensive programmes as the severity of impairment increases.
Becker et al (2000) supports such a model when suggesting that a minimal
intervention model within primary care for less severe chronic pain patients
may potentially be more effective than attempting to manage patients with

severe chronic pain in the primary care setting.

Benefits have been reported in care models such as the American ‘pain
medicine and primary care community rehabilitation model’, which are
based in the community and focus on combining specialist pain services
with identified networks of community heaith care professionals (Gallagher
et al 1999a and 1999b). Such models utilise outcomes-based algorithms
for clinical conditions and situations and acknowledge the need for
monitored and timely access to primary and specialist services through
cohesive information systems. Reviewing a similar earlier model, Caudill et
al (1991) report that compared with the year prior to being included in the
treatment model, they found savings in costs for patients during both the
year of treatment and in the year after treatment ended (15.0% and >

30.0% respectively).

This section demonstrates the lack of cohesive strategy for the

management of chronic pain between the primary care and specialist pain

management interface. The majority of clinical and research agendas still

appear to be driven by secondary care clinicians, who may have little

experience of the problems encountered in primary care, from where the
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majority of chronic pain patients are seen. No clear criteria are evident for
referral of chronic pain patients by GPs to specialist services, with
evidence that factors such as psychosocial distress rather than clinical
pain profiles may potentially be catalysts for such referrals. The potential
benefits of a primary/secondary model of care for chronic pain patients are
however evident, although such a model requires further development

within the UK healthcare system.

Evidence to date supports the fact that more positive outcomes may be
obtained from earlier interventions for chronic pain in primary care, with
less positive outcomes found for more chronic and complex problems.
This would support the development of more cohesive pathways of care at
the primary/secondary care interface of pain management. Ambivalence in
relation to the efficacy of educational and cognitive-behavioural
programmes in primary care also highlights the need for further research
and evaluation of, for example, joint referral and outreach clinic initiatives

‘within such a model of care.

2.6. Summary
This literature review therefore confirms the ambivalence surrounding pain

prevalence both overall and in relation to sub-definitions. The influence
that different population samples may have on interpretation of data is
highlighted, with evidence of a paucity of prevalence studies based within
general practice. Certain common demographic and clinical charécteristics
of patients with pain have been identified, although it is suggested that
caution should be taken in extrapolating data to other societies and
groups. The majority of studies, however, focus on unique sample groups

such as those obtained from a specific diagnostic group, or a pain clinic.

Lower levels of perceived health status are evident for those reporting pain

compared to those who do not have pain, with particular significance found

for variables in the pain history such as more widespread pain and more

persistent pain. Co-existence of depressive and anxiety disorders would
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appear to be significantly higher for those with pain, although such
symptoms may also be associated with higher levels of ‘non-pain’ somatic
symptoms in patients with pain. Chronic pain is confirmed as having a
major impact on both the prevalence and severity of disability, with those
severely disabled with pain more likely to report that they are disabled than
those without pain. Diagnoses, age, site, level of severity and spread of
pain, education, occupation and economic status, all appear important

influencing factors in the relationship between chronic pain and disability.

Service or benefit provision for disabled people is found to be bewildering,
complex and unresponsive to individual needs, with systems inherently
discouraging positive rehabilitation. The lack of emphasis on social and
psychological assessment and recognition of potential stigma are also
supported, although the potentially complex relationships, which may
occur between patients reporting chronic pain, the family and society as a
whole are evident. However, debate remains in relation to the potential
positive and negative influences of factors such as the home and work
environment, support and coping mechanisms, familial pain models,

health-related disturbance, and levels of stress and marital satisfaction.

Although the positive and/or negative influences of factors such as
compensation versus non-compensation are found to be ambivalent, the
magnitude of the cost of pain to both individuals and society is confirmed.
However, the majority of studies present data from countries such as
America, Canada, and the Netherlands, or focus on specific diagnostic
groups such as back pain. Differences in social security and health care
systems are therefore highlighted, with caution suggested if extrapolating

data between countries and across diagnostic groups.

Despite chronic pain being one of the major sources of referral to GPs,

there is little evidence of chronic pain research in this setting. Referral to

GPs is likely to occur with factors such as multiple pain sites and levels of

distress present, while non-referral is influenced by lack of belief in GPs,
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poor analgesic efficacy and cultural influences. The potential of
approaches such as chiropractic and complementary therapies are
highlighted. The broadening scope of practice, which nurses in all settings
are being encouraged to undertake is highlighted. However, despite
evidence of early initiatives relating to pain management in community
nursing, nurse education and training required to develop such practice,
does not appear to meet the needs of community nurses, and/or is not

available in relevant pre- and post-registration curricula.

Lack of a cohesive strategy at the primary/specialist pain management
interface is confirmed, with the majority of clinical and research agendas
still being driven by secondary care clinicians, who may have little
experience of the problems encountered in primary care. No clear criteria
are evident for referral of chronic pain patients by GPs to specialist
services, with evidence that factors such as psychosocial distress rather
than clinical pain profiles may be catalysts for referral. However, the
potential benefits of a primary/secondary model of care for chronic pain
patients are highlighted. Evidence to date suggests that more positive
outcomes may be obtained from earlier interventions for chronic pain in
primary care, with less positive outcomes found for more chronic and
complex problems. Evidence is also ambivalent in relation to the efficacy

of educational and cognitive-behavioural programmes in primary care.

The paucity of pain prevalence studies based within general practice
particularly highlights the need for further study in this area, with clear,
consistent and agreed definitions optimising the potential for meaningful
and interpretable results. The need for further studies to identify factors,
which may be potentially important in the perceived health status
assessment of pain patients in the community, is supported. Such studies
would be helpful in confirming demographic and clinical characteristics of
patients with pain in the community and also observing whether such
characteristics are similar or in any way different from other groups of
patients, thus providing valuable data to inform public health agendas.
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On-going debate relating to components of the complex relationships,
which may occur between society, the family and patients reporting
chronic pain, highlights not only the need for further research, but also the
importance of defining components required to enable comprehensive,
individual assessment of such factors when assessing such patients. The
need for further research in general practice and also development of
screening strategies is supported, as this will enable the total needs
assessment of disabled chronic pain patients to be more accurately
targeted for health/social care and financial benefits. Such studies would
also contribute towards identifying the cost of pain in the community to
both individuals and society and ascertain whether such costs are similar

or in any way different to other groups of patients.

Lack of a cohesive strategy for the management of ;ihronic pain between
" the primary care/specialist pain management interface, indicates the need
for a clearer pathway of care to be developed between the
primary/secondary care interface. Such a model of care for chronic pain
patients also requires further development within the UK healthcare
system with particular emphasis on the need for further research and
evaluation of primary/secondary care initiatives such as joint
referral/outreach clinics. There is currently little evidence of such clinical
initiatives in the general practice setting and further research is required.
Evidence of the need to review and develop community practitioner
training, which incorporates educational and clinical components, is also

found in this review.

This literature review therefore confirms justification for a study based
within general practice, which further researches the characteristics and
lifestyle of chronic pain patients in the community, and which will
contribute towards the development of more informed pathways of care for

this group of patients.
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3. METHODOLOGY

3.1. General introduction to the methodology chapter

Justification for a descriptive, exploratory study of chronic pain patients
lifestyle disability and resource usage in UK general practice has been
highlighted by obseérvations in clinical practice, and confirmed by the
literature review. The nature of the enquiry takes into account professional
and lay-peoples views, which includes primarily presenting clear and
acceptable rationale for the study in order to achieve consent from both
the general practices and also from the local ethical committees. The need
for quantitative rather than qualitative measures of health outcome, pain
and resources has also been identified in order to address key issues
requiring exploration and provide more objective findings on the inherently

subjective nature of the chronic pain experience.

This chapter also includes decisions on purposive sampling criteria for a
chronic pain group in general practice, and other groups of patients in
general practice from whom comparisons can be drawn. Decisions relating
to the method employed for the process of data collection, the
circumstances in which data is collected, and planned process of analysis,
which includes variable coding, data processing, and descriptive and
statistical analysis employed are also described. The pilot study influences
several sections of this chapter, and is therefore referred to as appropriate
throughout the text. The following sections therefore present the

methodological framework for this study.

3.2. Selection of the Sickness Impact Profile

. 3.3. Selection of the McGill Pain Questionnaire

3.4. The Resources Questionnaire
3.5. The Demographic Front Sheet
3.6. Access and sampling
3.7. Process of data collection
3.8. Planned process of analysis
3.9. Summary
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3.2. Selection of the Sickness Impact Profile

3.2.1. Introduction

Until the 1970s health care was mainly structure, and/or process based,
despite the obviously flawed assumption that structure and process relate
highly to outcome. Increasing government and public interest in relation to
the cost and quality of healith care then highlighted that existing outcome
measures were, however, inappropriate and/or insensitive (Brook and
Appel 1973). The need for widely applicable, valid and reliable
measurements of health care outcd\me, rather than structure or process

based assessments was therefore reéognised (Gilson et al 1975).

When considering how the actual concept of health is defined, The World
Health Organisation (WHO) 1946 Constitution defined the principle as:

‘. a state of complete physical, mental and social well-being and not
merely the absence of disease or infirmity.” (WHO 1958: 459)

Whilst providing no conceptual or operational definitions, this principle
began to move away from negative concepts of health such as absence of
disease or disability. The emphasis has continued to shift further towards
individuals increasing control over their own health and lifestyle (for
example:. WHO 1985, Ottawa Charter fc\r‘a Health Promotion 1986,
Department of Health 1992, 1996, 1998). Bow‘l{\ng (1997: 5) suggests:

‘There is now broad agreement that the concept of positive health is more

than the mere absence of disease or disability a&'rd implies ‘completeness’

and ‘full functioning’ or ‘efficiency’ of mind and body and social adjustment.
Beyond this there is no one accepteed.\ definition.’

To measure health outcome in the range of patient groups in this study
(see 3.5, pages 84 - 85), a broad measure of health outcome is required.
This measure should also have the abilty to complement other
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assessment tools being utilised in the study, such as the McGill Pain
Questionnaire (MPQ) (Melzack 1975), which provides more specific
profiles on the patients pain. The following framework therefore justifies
from a practitioner perspective why the Sickness Impact Profile (SIP) most

appropriately meets such criteria and is utilised in this study.

3.2.2. Rationale for selection over other health outcome measures
3.2.3. Evidence of validity
3.2.4. Evidence of reliability

3.2.5. Final revision and utilisation in pain studies

3.2.2. Rationale for selection over other health outcome measures
M;;ﬁ'\v health outcome measures have been designed to measure specific
outcomes such as functional ability, psychological well being, social
environment and life-satisfaction. Bowling (1997) and McDowell and
Newell (1996) provide comprehensive reviews of such measures. Broader
health outcome measurement may be underpinned by professional and/or
lay concepts of well being. Measures such as the McMaster Health Index
Questionnaire (Chambers et al 1976) and the Short-Form-36 Health
Survey (SF-36) (Brazier et al 1992), for example, are derived from
professional concepts of well being. Wide discrepancies are, however,
reported between health professional and patient assessments of outcome
(Slevin et al 1988), and Bowling (1997: 10) suggests that:

‘.. few indicators attempt to measure patients’ perceptions of
improvement/satisfaction with level of performance; yet it is this element
which is largely responsible for predicting whether individuals seek care,

accept treatment and consider themselves to be well and ‘recovered’.’

The SIP (Bergner et al 1981) and the Nottingham Health Profile (Hunt et al
1980 and 1985) not only provide a broad health outcome measurement,
but are also underpinned by concepts of well being derived from lay

people. Whilst both profiles have been criticised for results being skewed
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towards the healthy end of the scale and not being sensitive to positive
well-being (Brazier et al 1992, Hall et al 1987), this is not unique to these
two profiles (Bowling 1997). The SIP was one of the first health outcome
measures to be developed and within this context there is evidence of
thorough reliability and validity testing in order to try and pre-empt potential
criticism (Carter et al 1976). Anderson et al (1993) highlight that both the
scale and scoring systems of the Nottingham Health Profile have been

criticised for inconsistencies and anomalies, for example:

i) each section does not represent just one dimension and co-
variation between items in different categories raises difficulties in
interpreting a cross-category profile (Kind and Carr-Hill 1987),

i) items provide only a limited measure of function, with some areas of
disability not being addressed at all (Bowling 1997);

iii) the weighting system of items is not sensitive to people whose
disabilities affect role performance and items in several sections do

not have a wide range of scores (Jenkinson 1991).

The Nottingham Health Profile also comprises eight pain specific items,
with the MPQ having been utilised during validity testing to provide
concurrent evidence for differences pre/post surgery in arthritis patients
(overall r = 0.74, pain specific r = 0.78, n = 98) (McDowell et al 1978).
Concern may therefore be raised over potential duplication of data
obtained from the two questionnaires. The Nottingham Health Profile
therefore provides a relatively limited dimension profile with concerns in
relation to reliability, validity and potential overlap with the MPQ. Whilst the
length of the SIP has been raised as a potential problem (Bowling 1997,
McDowell and Newell 1996), it nevertheless appears to provide a broader

dimension profile with sounder evidence of reliability and validity.

The SIP has been adapted for the UK as the Functional Limitations Profile,
with high levels of agreement found between the two profiles in terms of

values assigned to individual items and the items rated ‘most
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dysfunctional’ (Charlton et al 1983, Patrick et al 1985, Charlton 1989a and
1989b). More consistent disagreement is evident as the severity of
dysfunction becomes less severe, which supports the concept that ‘health’
is more difficult to define than ‘iliness’. Fitzpatrick et al (1989) and Williams
and Bury (1989) support these findings in rheumatoid arthritis and chronic
obstructive pulmonary disease patients (n = 105 and 92 respectively).
Bowling (1997) therefore suggests that the SIP should still be used in
preference to the Functional Limitations Profile because of more thorough

evidence of validity and reliability.

The evidence in this section therefore supports selection of the SIP as
best fulfilling the criteria required, with McDowell and Newell (1996: 436)

confirming that:

‘...The quality of the SIP is tacitly acknowledged in that it frequently serves
as the gold standard against which other scales are evaluated.... The SIP
illustrates the philosophy of the generic instrument: it seeks to be
applicable in any country, to all age groups, and to any medical condition.
It appears to achieve this objective.’

3.2.3. Evidence of validity
Bergner et al (1976a: 396) state that development of the SIP arose from

the question:

‘..What can be done to change existing measures of health or to devise
new measures of health which would be acceptable, appropriate, able to

measure change in the short run, and universally applicable?’

Impacts of sickness may be influenced by individual experiences such as

unique sickness perceptions and processes of care (Gilson et al 1975). A

measure of sickness as perceived by the individual therefore provides an

overall impact of iliness at a given time, is appropriate for heterogeneous

population groups and will be appreciated by providers and consumers.
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Over 2,250 specific statements describing sickness-related behavioural
changes were elicited from patients, apparently healthy individuals, health
professionals, carers and existing functional assessment instruments
(Gilson et al 1975). The following criteria subsequently identified 312

unique items and 14 categories of items:

‘Each statement must (a) describe the behavior, and (b) specify the nature
of the dysfunction. Dysfunction was defined as including modification or
impairment in degree or manner of carrying on an activity, cessation of an
activity, or initiation of a new activity that interferes with or substitutes for a

usual activity.” Bergner et al (1976a: 400)

To interrelate and compare individual items and provide a basis for
scoring, judges from nursing, medicine and hospital administration (n = 25)
rated each item on an 11-point minimal to severe dysfunction scale. The
scale value for the two most extreme items within each category were then
judged on a single 15-point scale and an average scale value calculated
(Carter et al 1976). The 15-point scale value of the remaining items for
each category was then calculated within these commonly scaled end
points. Correlation of each judge’s ratings with the mean of the 25 judges
ratings was generally moderate to high (r = 0.58 - 0.85). Twenty-nine items
were excluded because they were scaled with 95 per cent confidence

intervals greater than 2.0 scale points (Gilson et al 1975).

A broad range of group practice patients (n = 246) completed profiles to
validate the construct of dysfunction and determine the extent to which
scores relate to a more global assessment of dysfunction (Gilson et al
1975). Four groups of judges (total n = 100) not previously involved in item
scaling but from the same sub-groups each rated 50 profiles (25 ratings on
200 profiles). Patient profile responses were rated on an 11-point
dysfunction scale for each category and a 15-point dysfunction scale for
the complete profile. Correlation of each judge’s ratings with mean ratings
of subject profiles was high for each group of judges. The agreement
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among judges on each profile scaled was consistently high for each of the
four groups (r=0.75 - 0.97).

Replication of scaling procedures (Carter et al 1976) in a random sample
of group practice patients (n = 108) found that 97 participants assigned
consistently higher values than those obtained in the earlier study (Gilson
et al 1975). However, the relationship between items did not change, with
the two scaling value sets showing highly significant similarity (r = 092, p
< 0.00001). A combination of the ratings from the two studies is therefore
used to provide final item scale values. Four methods of calculating
category and overall scores all related sufficiently well to profile judging to
give evidence of item scale values and the construct of dysfunction
Bergner et al (1976a), with two methods retained for further evaluation:

Q) % of total possible dysfunction, which provides a relative frequency
weighted by the magnitude of the scale and no. of items checked,;
(i) profile score, which indicates the number of items checked within

one of four scale-point groupings.

From the group practice sample (total n = 246), Gilson et al (1975) report
expected scoring profiles in different medical groups, use of 98 per cent of
items at least once, a mean of 30 items checked per subject, and a
positive relationship between self-assessment of sickness and profile
scores. Bergner et al (1976b) find overall disability scores to be
significantly different across four purposively selected sub-groups (p <
0.001, total n = 278) (see Table 3.1), with category scores aiso

discriminating among sub-groups.

Sub-group | No. of patients | Mean % score
Speech pathology group 48 23
Rehabilitation medicine group 75 22
Outpatient group - chronic problems 80 1
Group practice patients 75 4

Table 3.1. SIP overall disability scores for sub-groups of patients
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SIP overall scores and self-assessment scales of sickness and
dysfunction correlate moderately across the sample (r = 0.54 and 0.52
respectively) with ambulation, mobility/confinement, body movement, and
leisure/pastime categories relating most highly to both assessments.
Moderate correlation (r = 0.49) is also found with physicians assessment
of dysfunction in the chronic problems sub-group, however, the
relationship decreases with experience (for example: 1%t yr. residents r =
0.76, experienced staff r = 0.33). Whilst Bergner et al (1976b) suggest this
isvdue to less appointment time, Martin et al (1976) observe that
experienced physicians place more weight on comparing patient self-
reports of activity to others with the same diagnosis, which potentially

leaves less perception to individual impacts of pain.

Differences are however evident across sub-groups, for example, SIP
overall scores have low correlation with speech pathology patients
compared to group practice patients for both sickness and dysfunction
self-assessments (r = 0.21 vs. 0.74 and r = - 0.01 vs. 0.45 respectively).
Low correlation is also found in the speech pathology sub-group for two
speech pathologists ratings on a speech and communication problem
scale (r = 027 and 0.32 respectively) and speech pathologists
assessments of sickness and self-assessments (r = 0.08 and 0.06
respectively). Such differences may be attributed to the SIP reflecting a
broad range of dysfunction across categories, whereas speech pathology

patients may focus on speech and communication.

Assessment of the rehabilitation sub-group by therapists (n = 8) in a
general hospital and a Veterans hospital finds differing correlation between
the SIP overall score and Activities of Daily Living Index (Katz et al 1963)
for the two sites (r = 0.34 and 0.59 respectively). Bergner et al (1976b),
however, suggests that the Veterans hospital may provide more valid and
reliable data due to more stringent assessment protocols. A moderately
high, significant combined correlation is found for the Activities of Daily
Living areas of functioning and the most closely related categories of the
53



SIP (ambulation and locomotion, mobility/confinement, body movement
and personal hygiene categories, r = 0.64, p < 0.01). However, the
otherwise low correlation reflected in the nutrition category (r = 0.16) may
determine health status of those who are not severely ill, because such
factors are not likely to be measured by the Activities of Daily Living Index

(Bergner et al 1976b).

SIP overall scores and a two week sickness/work index devised from a
National Health Interview Survey (Bergner et al 1976b) correlate
significantly in the two outpatient sub-groups (r = 0.52 and 0.58, p <
0.001). However, they correlate poorly in the two inpatient sub-groups (r =
0.17 and 0.30), which supports the concept that the National Health
Interview Survey is devised for large population groups in which the
distribution of sickness is positively skewed. The same SIP categories
correlate most highly for both the National Health Interview Survey and the
Activities of Daily Living Index. A random sample of group practice patients
and a concurrent sample of ‘perceived sick’ due to visit their physician (n =

696 and 199 respectively) were selected to test the assumption that:

‘..strength of the relationship between the SIP and other measures of
health status was a function of the similarity of the construct being
measured and the similarity of the method of measurement.’
Bergner et al (1981: 794)

Findings of the study are found to support this assumption:

i) SIP scores relate most highly to dysfunction and sickness self-
assessment (r = 0.69 and 0.63 respectively);

i) the National Health Interview Survey index of activity limitation is
less related (r = 0.55) because it refers to 14 days rather than one
day and it measures restricted activity days in a general sense;

iii) clinician ratings of dysfunction and sickness are less related in each
of the categories and overall (r = 0.50 and 0.40 respectively) which

reflect sources other than the subject.
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The importance of each SIP category to the total instrument, and evidence
of minimal redundancy is also reported (Bergner et al 1981). The
reproducibility of the same category and overall scores, for example, is
higher than any such correlation among different category scores, with
higher correlation of category scores to overall score (mean r = 0.66 and
0.60 respectively). Scores are also more highly reproducible than other
measures of sickness and dysfunction and more highly related to the
criteria reflecting the construct of sickness and the methodology employed
in the SIP.

Bergner et al (1981) provide evidence of clinical validity in total hip
replacement, hyperthyroidism and rheumatoid arthritis patients (each
group n = 15). Correlation between the SIP overall score and all clinical
measures range from moderate for adjusted T4, to high for analysis of hip
function after at least three assessments (r = 0.41 and -0.81 respectively).
The analysis of hip function also correlates more highly with the physical
than the psychosocial dimension (r = -0.84 and 0.61 respectively), as does
an Activity Index in arthritic patients (r = 0.66 and 0.56 respectively). Whilst
neither dimension score correlates highly with adjusted T4 (r = 0.21 and
0.35 respectively), individual categories such as sleep/rest have the best

relationship (r = unspecified).

A consistent pattern of dysfunction is also found across all patients in both
hip replacement and hyperthyroid groups (Bergner et al 1981). The hip
replacement grdup is characterised by substantial physical dysfunction,
minimal psychosocial dysfunction and consistently greater dysfunction
scores during hospitalisation for surgery, whilst the hyperthyroid group is
characterised by moderate psychosocial and substantial independent
category dysfunction and significant differences between the first and last
administration scores. The idiosyncratic nature of rheumatoid arthritis,
however, is reflected in distinct profiles which do not change over time and

appear to be unaffected by changes in treatment.
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3.2.4. Evidence of reliability

Bergner et al (1981) report significantly high test-retest reliability for both
interviewer and interviewer-delivered administration (r = 0.97 and 0.87
respectively, p < 0.01), with a high internal consistency (r = 0.94). No test-
retest reliability could be obtained for postal administration, and internal
consistency for this method is found to be lower than for interviewer
administration. Self-assessments of dysfunction and sickness and the
National Health Interview Survey generally correlate higher with
interviewer-delivered administration than interviewer administration (r =
0.74 vs. 0.64, 0.67 vs. 0.55, 0.60 vs. 0.57 respectively). Self-administration
may therefore be more valid, but is dependent on ensuring that SIP

instructions are understood (Bergner et al 1981).

Group practice patients who completed the questionnaire twice provide
preliminary evidence of SIP overall score test-retest reliability (r = 0.80 -
0.88, n = 31) (Gilson et al 1975). Outpatients with chronic problems,
rehabilitation medicine and speech pathology patients (n = 61, 36 and 22
respectively) subsequently completed various combinations of patient or
interviewer administration and 235 or 146 item versions of the
questionnaire (Pollard et al 1976). High test-retest reliability is found on
two administrations within 24 hours for the total sample (r = 0.88, p <
0.001) with consistently high reliability over the variables of three sub-
groups, four different combinations of administration type and format and
six interviewers. Test-retest reliability for individual categories is slightly
lower than the overall score correlation (r = 0.62 - 0.92, p < 0.01), which
may be due to individual categories comprising fewer items focusing on

one facet of dysfunction rather than total assessment (Pollard et al 1976).

Pollard et al (1976) describe calculation of an agreement per cent

coefficient which assesses reliability of checking items on repeated

administrations by dividing the number of agreements by the number of

agreements plus disagreements. To avoid a falsely high measure of

reliability if only small numbers of items are checked, items not checked at
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all are excluded. The overall agreement per cent coefficient utilising this
method is 0.50, with reliability for individual categories similar and
comparable across categories (mean = 0.47). The overall agreement per
cent coefficient for a less conservative reliability coefficient which includes
all items is 0.62 (Meltzer and Hochstim 1970). Both sets of coefficients are
found to be moderate and consistent across levels of sub-groups, different
combinations of administration type and format and interviewers (Pollard

et al 1976).

Generally there appears to be similar reliability for subject variables of age,
sex, education and self-assessment of sickness and dysfunction. In
relation to variation in agreement per cent coefficient among subjects,
Pollard et al (1976) reports the largest correlation between the number of
items checked and the overall score. Whilst age, sex, and self-assessment
of dysfunction are found to be statistically significant, correlation is

however, found to be ‘rather low’ (r = unspecified).

A review of reliability data from three studies between 1973 to 1976
confirms high reliability for overall scores and moderate reliability for item
agreement (Bergner et al 1981). For example, in the 1976 study of group
practice patients and ‘perceived sick’ patients, a small test-retest sample
(n = 53) have high reliability for overall scores and moderate reliability for

item agreement (r = 0.92 and r = 0.50 respectively).

3.2.5. Final revision and utilisation in pain studies

Since identification of the original 312 items and 14 categories (Gilson et al
1975), SIP refinement reduced the interim version to 189 items and 14
categories (Bergner et al 1981). Due to high inter-category correlation, the
two categories of movement of the body and personal hygiene have
subsequently been combined into one body care/movement category, with
item analysis also providing conclusive support for combining social
interaction and family interaction categories as one social interaction
category. Iltem duplication, infrequent use or requirement for major revision
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has resulted in further items being combined and exclusion of another 53
items (Bergner et al 1981). The final version of the SIP therefore
comprises 136 items, each with an item number and scale value, for
example, 070-083 indicates that item 70 has a scale value of 8.3 (see

Appendix A for the final version of the SIP utilised in this study).

Table 3.2 provides an overview of the final SIP categories and dimensions
with codes and maximum scale values. Individual items are not scored

separately, but grouped to form category, dimension and overall scores.

Dimension Category Code Max scale value
Physical SDI-03564 356.4
Body care & movement BCM-2003 200.3
Mobility M-0719 719
Ambulation A-0842 84.2
Psychosocial SDII-03657 365.7
Emotional behaviour EB-0705 70.5
Social interaction S1-1450 145.0
Alertness behaviour AB-0777 777
Communication C-0725 72.5
Independent
Sleep and rest SR-0499 499
Home management MH-0668 66.8
Work W-0515 515
Recreation & pastimes RP-0422 422
Eating E-0705 70.5
Overall SIP-10030 1003.0

Table 3.2. SIP dimensions, categories, codes and maximum scale values

Twelve areas of activity are defined as categories and have a code with a
maximum possible scale value. Specific dimensions include the physical
dimension, which comprises three categories and the psychosocial
dimension, which comprises four categories. Five categories are

calculated independently and not included within a specific dimension.
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Calculation is made by adding the scale values of each item checked, with
the total then being divided by the maximum scale value for that category,
dimension or overall profile. The final score is obtained by multiplying the

resultant figure by 100.

The SIP has consistently proved to be a useful health outcome measure.
Utilisation in early clinical studies includes malignant disease (Sugarbaker
et al 1982, Johnson et al 1983), chronic obstructive pulmonary disease
(McSweeny et al 1982), rheumatoid arthritis (Deyo et al 1982) and cardiac
disease (Ott et al 1983, Bergner et al 1984). Whilst length of the SIP has
previously been highlighted as a potential problem (McDowell and Newell
1996, Bowling 1997), relatively few patients complain this affects
acceptability (Deyo et al 1983). Deyo et al (1982: 882) conclude:

‘.. the comparability of results with other studies, and the demonstration of
findings that were not intuitively obvious or likely to be derived from other
sources all provide reassurance that the SIP is practical, applicable to
clinical populations and comprehensive... the SIP may help to increase
physician awareness of patient distress and disability , to better describe
the evolution of functional changes, and to measure responses to therapy

in a more comprehensive manner’.

For the purpose of this section, further discussion will focus on chronic
pain studies. Reviews such as McDowell and Newell (1996) and Bowling

(1997) provide details of studies relating to other clinical groups.

Adaptation of the SIP for chronic pain studies includes reducing the
number of items (Deyo 1986), using specific sub-scales in isolation
(Ciccone et al 1996) and altering wording to specify the context of pain
(Follick et al 1985, Williams et al 1996). Generally such revisions do not
appear to make significant improvements to the original version,
particularly if used for the purpose for which it is primarily intended and
confidence is to be maintained in relation to reliability and validity. The 24-
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item Roland Scale, for example, is found to have good reliability, validity
and sensitivity when compared with the SIP in relation to physical function,
but does not appear to measure psychosocial function well (Deyo 1986,

Jensen et al 1992a).

SIP profiles are found to differ between diagnostic groups, with
consistently higher scores, for example, found for chronic low back pain
patients (Follick et al 1985) than rheumatoid arthritis patients (Deyo et al
1982) (overall mean = 23.8 vs.15.6, n = 107 and 79 respectively). Greater
disruption is also evident for psychosocial functioning in chronic low back
pain patients (mean score = 24.7 vs. 11.3 respectively), with impact on
individual category scores consistent with the areas of impairment most
commonly observed in chronic low back pain, for example recreation,
social interaction, home management and general mobility. Such findings
are supported by Watt-Watson and Graydon (1989) in a small general pain

clinic sample (n = 34).

Wahlgren et al (1997) report that first-onset low back pain does not appear
to worsen overall during the first year, but SIP profiles highlight the unique
individual experience (n = 76), with only a fifth of patients resolved of all
symptoms after one year. Klapow et al (1993) identify outcomes for
orthopaedic and pain clinic patients (n = 96 and 180 respectively) that may
distinguish those at greater risk of developing chronic pain syndrome.
Consistently higher SIP scores are reported for those with chronic pain
syndrome attributes of greater pain, impairment and depression than those
who have a more positive adaptation. Smith et al (1986) also report that
cognitive distortion and over-generalisation, is closely related to disability
in chronic low back pain (n = 138). There is evidence that the SIP has
been utilised effectively in a number of studies as a measure of disability

for chronic pain patients (see Table 3.3).

Of particular relevance to this study, Kremer and Hampton Atkinson (1981)
and Kremer et al (1982) utilise the SIP as a disability measure in construct
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validity studies of the MPQ for chronic benign and cancer pain patients.
The two questionnaires subsequently provide complimentary data in a

number of chronic pain studies (see Tables 3.3 and 3.4).

Chronic pain experience Pain study

Sleep disturbance in pain patients Pilowsky et al (1985) *

Changes in usual activities and relationships Watt-Watson & Graydon (1989)

Impairment, disability and handicap Harper et al (1992)
symptoms: low back pain classification

Chronic pain coping measures: individual vs. | Jensen et al (1992b)
composite scores

Stress, coping and social support in Klapow et al (1993) *
discrimination of chronic pain groups

Relationship of pain-specific beliefs to Jensen et al (1994)
chronic pain adjustment

The prediction of disability: chronic pain ~ [ Romano et al (1995) *

patient-spouse interactions

Non-organic symptom reporting in chronic Ciccone et al (1996)
non-malignant pain patients

Relationship between marital conflict/stress Schwartz et al (1996)
and patient pain behaviours

One-yr. follow-up of first onset low back paih Wabhlgren et al (1997)

Acceptance of pain as a predictor of McCracken (1998)
adjustment in chronic pain patients
Patient beliefs and pain behaviour: patient, Jensen et al (1999)

spouse and observer reports

* studies which utilise both the SIP and MPQ
Table 3.3. Examples of chronic pain studies, which utilise the SIP as a

measure of disability (compiled from the literature, Latham 2002).

The need for reliable and valid outcome measures to evaluate
effectiveness of chronic pain treatment strategies and multi-disciplinary
pain clinics are highlighted (Aronoff et al 1983). Evidence that the SIP is
significantly sensitive to changes pre-/post-treatment and over time for
pain management strategies utilised by pain clinics and pain management

programmes is found in a number of studies (see Table 3.4).
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Chronic pain treatment strategies

Pain study

Chronic low back pain (CLBP) group
relaxation training vs. cognitive-behavioural
therapy (2 yr. follow-up)

Turner (1982)

Impact of an 8-week chronic pain treatment
programme on disability

Follick et al (1985)

Outpatient group treatment of chronic pain:
effects of spouse involvement

Moore and Chaney (1985)

Operant vs. cognitive-behavioural group
therapy for CLBP (1 yr. follow-up)

Turner and Clancy (1986, 1988*)
Nicholas et al (1991)

Usual care vs. back school vs. back school +
compliance package (18 mth. follow-up)

Berwick et al (1989) *

Randomised control trial evaluating in- and
outpatient PMP (18 mth. follow-up)

Peters and Large (1990) *
Peters et al (1992) *

Behavioural therapy for CLBP: component
analysis

Turner et al (1990) *

Cognitive-behavioural therapy vs. non-
psychological treatment for CLBP

Nicholas et al (1992)

Efficacy of cognitive therapy for CLBP

Turner and Jensen (1993)

Inpatient vs. outpatient cognitive-behavioural
pain mgt. programme (1 yr. follow-up)

Williams et al (1996)

The clinical significance of behavioural
treatment for CLBP

Slater et al (1997) *

* studies which utilise both the SIP and MPQ

Table 3.4. Examples of chronic pain studies, which utilise the SIP for pre-/

post treatment changes (compiled from the literature, Latham 2002).

SIP reliability and validity as a health outcome measurement for chronic
pain is now recognised to the extent that it has also been utilised in
reliability and validity studies for other assessment tools relating to the
pain experience and pain management interventions. Examples of such
assessment tools include the Low Back Pain Taxonomy (Harper et al
1992), the Sickness Impact Profile Roland Scale (Jensen et al 1992a), the
Chronic Problem lliness Inventory (Romano et al 1992) and the Treatment

Helpfulness Questionnaire (Chapman et al 1996).

The evidence presented in this section confirms the rationale for selection
of the SIP as the most appropriate health outcome measure for this study.
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Previous chronic pain studies support the benefits of combining data
obtained from the SIP and MPQ, which are found to provide
complementary profiles on such complex concepts. SIP reliability and
validity is also confirmed, with evidence of effective utilisation of the SIP
both generally in the field of chronic disability and more specifically in the

field of chronic pain.

3.3. Selection of the McGill Pain Questionnaire

3.3.1. Introduction

The selection of a pain measurement tool, which would not only assess
the chronic pain experience but also complement the broad health
outcome measures of the SIP, was identified as being required for this
study. However, when considering selection of such a measure,
Skevington (1995: 25) highlights that:

‘ _the search for a method that is truly “objective” has taken up
considerable research time and energy. While objectivity is frequently
claimed, this often means that subjective biases inherent in the method,
and the full range of psychometric properties, have not yet been
thoroughly researched.’

Due to evidence of extensive debate surrounding multi-dimensional pain
assessment tools, it is not within the scope of this text to comprehénsively
discuss all perspectives. The following framework therefore supports

selection of the MPQ from a practitioner perspective.

3.3.2. Evidence of validity
3.3.3. Evidence of reliability
3.3.4. Utilisation in chronic pain studies

To support this approach, reference to more in-depth debate of other
perspectives such as statistical and factor-analytic methodologies

employed and psychological perspectives is made within the text.
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3.3.2. Evidence of validity

Early pain assessment tools such as Keele (1948) reflected theoretical
concepts of that time - that pain was essentially a specific one-dimensional
cutaneous sensation (Livingston 1943). During the 1960’s, however, pain
became recognised as an individual experience comprising a number of
complex modalities (Melzack and Wall 1965). Within this context, Melzack
and Torgerson (1971) compiled a list of 102 pain descriptor words derived
from both the clinical literature and an earlier 44-word descriptor list

(Dallenbach 1939).

Each word was categorised as sensory, affective or evaluative and placed
within a descriptive sub-class, for which agreement or disagreement was
obtained (n = 20). A comparable sample (n = 11) assigned a category to
words with less than a 65 per cent agreement, which resulted in 16 sub-
classes. In a preliminary study (n = unspecified), certain key descriptors
identified as absent were subsequently added as miscellaneous category
sub-classes (Melzack 1975). The final format of the MPQ therefore
comprises four categories, 20 sub-classes and 78 words (see Appendix B
for the final version of the MPQ utilised in this study).

Although Melzack (1975) reports utilisation of all sub-classes (n = 248),
Reading et al (1982) suggest that whilst subjects (n = 90) sort descriptors
into semantically similar groups, only 16 sub-classes are identified.
Fernandez and Towery (1996) also report that students (n = 70), only
retain 32 out of 55 sensory descriptors, but those retained resemble the
original sub-classes, not the new sensory words derived from the

miscellaneous category.

Students ratings (n = 70) of affective and evaluative words found relatively
low disagreement and approximately equal scale value for distribution of
seven evaluative words from the 16 sub-classes (Melzack and Torgerson
1971). These words were used as anchors for the scale to which a
comparable sample (n = 70) assigned sensory words, with scale values
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and subject agreement being calculated for each word. Patient and
student mean scale values were then used to calculate approximately
equal distribution for five evaluative words, due to difficulties in
discriminating scale levels five to seven (n = unspecified). These five
words now comprise the present pain intensity scale (MelzaCk and

Torgerson 1971).

Two diverse samples of doctors and lower social class patients (both
groups n = 20) scaled the list of words with high agreement. Scale values
were also assigned to three of the additional sub-classes, however sub-
class 19 was not assigned scale values as the descriptors were not
included in the original Melzack and Torgerson (1971) list.
Correspondence with Professor Melzack requesting clarification of
unspecified sample sizes and values for sub-classes 17 -20 was unable to
provide any further information on these issues (see Appendix C). Table

3.5 shows patients mean scale values for the final 20 sub-classes.

Whilst Agnew and Merskey (1976) suggest there is no correlation between
the intensity ranks of Melzack and Torgerson (1971) and patients with
‘severe’ chronic pain (n = 128), Gracely et al (1978) confirm the validity of
such descriptor group scales. In two ratio scale experiments (n = 16 and
40 respectively) utilising cross-modality matching procedures to rate 15
sensory and 15 affective verbal pain descriptors, both types of descriptors
correlate highly between the two experiments (r = 0.99). Two equal groups
in the first experiment also correlate highly between groups (r=0.97 and
0.98), over sessions (r = 0.99 and 0.98), between an individual's repeat
data sets (r = 0.96 and 0.89) and between an individual’s data and a mean

scale from a similar group (r = 0.96 and 0.89).

A number of studies (for example: Reading et al 1982, Charter and

Nehemkis 1983) suggest that although rank scores indicate an underlying

intensity, they may not reflect the true intensity value for each descriptor

within a sub-class. Melzack et al (1985) therefore developed the weighted
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rank value by summing doctor and patient mean intensity scale values for

each descriptor (Melzack and Torgerson 1971) and dividing the resuitant

figure by a sum of the rank values for the sub-class.

Sensory Affective Evaluative Miscellaneous
1. Flickering 1.89 | 11. Tiring 2.42 | 16. Annoying 1.89 | 17. Spreading  3.30
Quivering 2.50 Exhausting 2.63 Troublesome 2.42 Radiating 3.38
Pulsing 2.56 Lo Miserable 2.85 Penetrating 3.72
Throbbing 2.68 7 intense 3.75 Piercing 3.78
Beating 2.79 Unbearable 4.42
Pounding 2.85 : w e
2. Jumping 260 12. Sickening, 2.75 | 18. Numb 210
Flashing 2.75 Suffocating 3.45 | . Tight 2.25
Shooting  3.42 Squeezing 2.35
Drawing 2.53
Tearing 3.68
3. Pricking 1.94 13. Fearful 3.30 19. Cool N/A
Boring 2.05 Frightful 3.63 Cold N/A
Drilling 2.75 Terrifying  3.95 Freezing N/A
Stabbing  3.45 e o
Lancinating 3.50
4. Sharp 2.95 14. Punishing  3.50 20. Nagging 2.25
Cutting 3.20 Gruelling 3.73 Nauseating 2.74
Lacerating 3.64 Cruel 3.95 Agonizing 3.20
Vicious 4.26 Dreadful 4.1
Killing 4.50 Torturing ~ 4.53
5. Pinching 1.95 15. Wretched 3.16
Pressing 2.42 Blinding 3.45
Gnawing 2.53 .
Cramping 2.75
Crushing 3.58
6. Tugging 2.16
Pulling 2.35
Wrenching 3.47
7. Hot 247
Burning 2.95
Scalding 3.50
Searing 3.88
8. Tingling 1.60
Itchy 1.70
Smarting 2.00
Stinging 225
9. Dull . 1.60
Sore 1.90
Hurting 2.45
Aching 2.50
Heavy 2.95
10. Tender 1.35
Taut 2.36
Rasping 2.61
Spilitting 3.10 ,

Table 3.5 Descriptor categories and sub-classes with patients mean scale
values (Melzack and Torgerson 1971, Melzack 1975)
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Melzack et al (1985: 104) provide this example for sub-class 1:

(1.65+205+243+262+273+298)/(1+2+3+4+5+6)= 0.69

Descriptor weighted-rank values are calculated by multiplying the
descriptor rank score by the weighted-rank value for that sub-class (for
example; sub-class 1, ‘pulsing’ rank score 3 = 2.07 weighted-rank score).

The McGill Pain Questionnaire allows collection of five types of data:

(i) pain rating index based on mean scale values (PRI (S));

(i) pain rating index based on rank values (PRI (R));

(iii)  pain rating index based on weighted-rank values (PRI (WRYV));
(iv)  number of words chosen (NWC);

(v) present pain intensity (PP1).

High correlation is reported between PRI (S) and PRI (R) total and
category scores in a range of pain patients (r = 0.95 and r = 0.91 - 0.94
respectively, n = 248) (Melzack 1975). This is reflected in all sub-classes
with the exception of sub-class 19 (r = 0.80 - 0.97, r = 0.23 respectively).
Generally somewhat higher correlation is evident for specific pain
syndromes (for example PRI (R) and PRI (S) total scores: mean r = 0.96
vs. post-herpetic neuralgia r = 0.99, total n = 100). In chronic low back pain
and musculo-skeletal pain (n = 81 and 64 respectively), PRI (S) is reported
to be statistically more equivalent to PRI (WRV) than PRI (R) for all but the
evaluative category (Melzack et al 1985). Slightly greater sensitivity is also
evident for PRI (WRYV), for example, significantly lower affective scores are
found for patients receiving compensation than for those who are not (p <
0.05), but no such significance is found with PRI (R).

NWC correlates highly with PRI (R) and PRI (S) total scores (r = 0.97 and
0.89 respectively) (Melzack 1975). The PPI correlates significantly with the
NWC and PRI (R) total (p < 0.01), with the evaluative category which

originally provided PPI descriptors having the highest category correlation
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(r = 0.49) (Melzack et al 1985). Most category correlation, however, is only
between 0.29 - 0.42, which suggests that p\art of the PPI variance may be
determined by factors such as single choice format and psychological
state at time of completion. Higher correlation is found between PPl and
the 20 sub-class PRI (R) than the 16 sub-class format (r = 0.39 and 0.33
respectively, n = 228), which suggests that the miscellaneous category

also accounts for more of the variance of the PPI overall pain intensity.

Compared to single administration, Melzack (1975) reports higher
correlation between the PPl and PRI (R) total score for average
percentage changes in pre-/post electrical stimulation treatments (r = 0.94,
n = 29). Comparing hypnosis and alpha feedback training (total n = 24),
mean percentage decreases are also found in PRI (R) total scores for pre-
Ipost baseline and all training sessions for the combined treatment group
(16.0% and 34.0% respectively, p < 0.02 for T - B, n = 12) (Melzack and
Perry 1975). Melzack (1975) highlights that whilst the NWC may not
change significantly, intensity change within sub-classes is refiected in PRI
(R) total scores. Taken together, these data indicate that although there
may be considerable variance in the initial PPl and PRI anchors, there is

high consistency in determination of changes from that designated level.

Whilst there is general agreement on the multi-dimensional concept of
MPQ pain descriptors, there has been some criticism and debate in
relation to the nature and number of the component dimensions. Crockett
et al (1977), for example, highlights that the grouping of descriptors into
dimensions was conducted on an ‘a priori basis’ and conformed to
Melzack’s 3-factor account of pain. Bailey and Davidson (1976) examined
39 pain descriptors derived from Dallenbach (1939) in two volunteer
studies (n = 93 and 90) and report high congruence (r = 0.92) with the
mean intensity ratings of Melzack and Torgerson (1971). Although
intensity is confirmed as Factor 1 it only accounts for 15 per cent of the
total variance, with adjective analysis suggesting it relates to affective-
evaluative more than sensory adjectives.
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Factor-analytic studies of the component dimensions have reported

variable outcomes, which are undoubtedly accounted for by the different

procedures employed and diverse populations sampled (Melzack and Katz
1992, Holroyd et al 1992). Table 3.6 provides examples of such studies.

Study Descriptor | Sample Factors & % of Comments
variance of note
Crockett et | MPQ: 20 Chronic low | 1 Immediate Different
al (1977) sub-classes | back pain anxiety (21.6%) responses for
(CLBP) 2 Perception of the 3 groups,
(n = 85) harm (23.3%) eg., CLBP*
3 Somesthetic exhibits lower
Experimental pressure (19.0%) mean scores
(2 groups, 4 Cutaneous for factor 1,
total n = 129) sensitivity (22.4%) | but higher
5 Sensory mean scores
information(13.7%) | for factor 2,
both p < 0.01
Leavitt et al | Melzack & CLBP 1 Emotional Factor 1 also
(1978) Torgerson (n=131) discomfort (38.0%) | accounts for
(1971) list: 2 Emotional-sensory | the largest
87 items 3 Sensory NwWC
Prietoetal | MPQ: 20 CLBP 1 Sensory -pressure,
(1980) sub-classes | (n = 198) spatial, temporal
(77.0%)
2 Evaluative (10.0%)
3 Affective - sensory
(6.9%)
4 Affective-punishing
(6.1%)
Byrneetal | MPQ: 20 CcLBP Strong cross-validity | No evidence
(1982) sub-classes | (n =98) with factors 1 -3 of strong
identified by Prieto cross-validity
et al (1980) (= .83, | forfactor4
-0.81 and -0.74). identified by
Prieto et al
(1980)
(r=-0.44)
Reading MPQ: 20 Chronic 1 Affective - Reading
(1979) sub-classes | dysmen. evaluative-reaction | (1979 and
(n = 166) (38.3%) 1982)
2 Sensory - compare
tenderness(20.2%) | factor
3 Sensory - dullness | structure of
(11.1%) acute and
4 Affective - chronic pain
emotional,
distressing(10.0%)
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Reading MPQ: 20 Acute post- 6 less distinctive Confirm
- (1982) sub-classes | episiotomy factors than Reading | concurrent
(n = 95) (1979), which reflect | validity: T
more specific scores for
sensory and those
emotional-sensory requesting
dimensions. analgesia
(sensory and
evaluative p
<.01,
affective p <
.05)
Holroyd et | MPQ: 20 CLBP 1 Evaluative (13.0%) | A second
al (1992) sub-classes | (n = 1372) 2 Sensory(1)(10.0%) | order factor
3 Affective (8.0%) is also
Other chronic | 4 Sensory (2) (7.0%) | identified:
pain Pain-distress
(n =423) (62.0%)

Table 3.6. Examples of MPQ factor analytic studies (compiled from the
literature, Latham 2002)

McCreary et al (1981) supported by Kremer et al (1983) report significant
relationship between signs of emotional disturbance and description of
back pain (n = 102). Only the affective dimension, however, appears to
relate significantly to signs of emotional disturbance independent of pain
intensity description (p < 0.05). Holroyd et al (1992) suggest that the three
PRI categories typically share less than 10 per cent of their variance with
independent measures of psychological adjustment and any PRI category
differences may equally result from differences in their length and reliability

as from their content.

Two identically structured studies highlight different confounding variables
for the affective dimension across diagnoses. Kremer and Hampton
Atkinson (1981) report significantly greater somatisation (p < 0.001),
depression and anxiety (p < 0.01) and physical and psychosocial disability
(p < 0.02) for chronic benign pain patients with higher affective scores than
those with lower scores (n = 14 and 17 respectively). Although such
findings are not evident in cancer patients (n = 40) (Kremer et al 1982),
segregation of the affective dimension does significantly segregate other

measures (for example: NWC and PRI total p < 0.001), indicating that
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cancer patients respond in a unique systematic manner. Comparison of
these two groups (total n = 40) finds greater affective loading for those with
low pain intensity cancer than chronic benign pain, with no such difference
in high intensity groups. Kremer et al (1982) suggests this greater affective

load may reflect the differential meaning of cancer versus benign pain.

Whilst Byrne et al (1982) support Melzack’s (1975) scoring system,
Crockett et al (1977) and Leavitt et al (1978) suggest it may be
inappropriate to form the descriptor categories into three individual rating
indices. Van Buren and Kleinknecht (1979) support this suggestion when
they find a moderate proportion of variance shared among categories in
dental patients (for example, sensory-affective r = 0.52 - 0.76, n = 60).
Aithough Turk et al (1985) and Brennan et al (1987) support the general
factor structure of the PRI total score (n = 70 and 127 respectively), they
also do not support the three individual category rating scales. Melzack
and Katz (1992: 163), however, believe such an argument is fallacious’.

Holroyd et al (1992) identify a second-order pain-distress factor (see Table
3.6), which accounts for 62 per cent of the variance associated with the
factor structure (n = 1795). They therefore suggest that separate category
scores may have limited discriminate validity and justifies scepticism about
the practical use of multiple PRI sub-scales. Reading et al (1983) report
that adjective grouping, but not category profiles, discriminate rheumatoid
arthritis, post-episiotomy and wisdom tooth extraction profiles (total n =
180). Supported by Jerome et al (1988), they suggest valuable information
may be lost when combining adjective sub-classes into category scores.
With the finding that numerous descriptor combinations can also obtain the

same category score, Holroyd et al (1992: 309) conclude:

* _As clinicians, we remain convinced that the PRI sub-classes can assist
patients in characterising their pain. However, to determine if the PRI is
useful in diagnosis...studies that evaluate parsimonious decision rules for
making clinically relevant decisions with data from the PRI are required.’
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3.3.3. Evidence of reliability

Although Melzack (1975) recommends interviewer administration of the
MPQ because instructions may be read inaccurately (n = unspecified), no
significant difference is found in administration method for cancer
outpatients (n = 36) (Graham et al 1980). Written administration is
nevertheless suggested as preferable, purely in order to minimise bias
from verbal cues or body language. McGuire (1984), however, reports that
cancer inpatients (n = 24) require frequent reiteration of instructions and
word meanings with patients preferring interviewer administration. The
length of time taken to complete the questionnaire (mean = 24 minutes) is

also highlighted as a problem for more seriously ill patients.

Whilst both types of administration scores may be interpreted as internally
valid, Klepac et al (1981) consistently obtain higher interviewer
administration scores in a study of pain threshold and tolerance volunteer
groups (n = 80). They conclude that direct comparisons of the two types of
administration scores should be treated with caution, having excluded the

following potential influences:

i) PPI is significantly influenced by intensity (o < 0.001) but not mode;

i) no group differences on retrospective rating of worst ever pain;

iii) the interview group only selected 8 words which required
clarification (mean = 0.2 words per subject), but chose on average

2.85 words more than the written administration group.

Preliminary data indicates satisfactory reliability for pain descriptor sub-
class choice on three administrations of the MPQ at intervals of three to
seven days (mean = 70.3%, n = 10) (Melzack 1975). Graham et al (1980)
also report satisfactory reliability in cancer patients for two administrations
(mean = 75.0%, n = 36), however, over four administrations they suggest
consistency may be affected by other influences such as patient
information. Patients unsure about treatment options, for example, are
found to have a decreased consistency than those informed of treatment

(mean = 66.0% vs. 80.4% respectively).
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Graham et al (1980) report potential unreliability of assessing past pain
experiences rather than present pain when no differentiation is found
between weekly summary assessments for ‘high’ and ‘low’ intensity cancer
pain groups (n = 16). Correlation between daily pain intensity and weekly
summaries also fail to show a significant relationship (n = 11). Burckhardt
(1984) however, utilises a one-week recall period with arthritis patients (n
= 188) and supported by McGuire (1984) suggests that this format

increases understanding of complex pain patterns and syndromes.

Preliminary profile scores (total n = 100) are provided for seven pain
syndromes (Melzack 1975), with Dubuisson and Melzack (1976) reporting
highly significant evidence from the same seven syndromes and labour
pain (total n = 95) that descriptor profiles arise from eight distinct
populations (p < 0.001). Individual descriptions of pain are also found to
resemble the average description by all patients with the same diagnosis
in 77 per cent of cases. Wilkie et al (1990) report that of 102 studies which
utilise the MPQ from 1975-1987, only 51 provide adequate information for
meta-analysis (total n = 3624). They do, however, also advocate cautious
interpretation of findings due to factors such as lack of standardised use,
and fail to obtain clear patterns of word selection for specific syndromes.
Wide debate about the reliability and value of descriptor profiles in the

diagnosis of pain syndromes supports this conclusion.

Van Buren and Kleinknecht (1979), Seymour et al (1983) and Grushka
and Sessle (1984) (n = 60, 100 and 102 respectively) report similar dental
pain profiles as Melzack (1975) and Dubuisson and Melzack (1976).
Similar cancer pain profile scores are also found for Graham et al (1980),
Charter and Nehemkis (1983) and McGuire (1984) (n = 36, 25 and 24
respectively). Only significantly higher PPI scores for Melzack (1975) are
reflected in the evaluative scores of Graham et al (1980) (PPl = 2.8 vs.
2.0, PRI (E) = 4.1 vs. 3.2 respectively, p < 0.05). McGuire (1984),
however, highlights the need to clarify cancer pain descriptor profiles due
to evidence of ambivalence across these studies.
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Significant differences between dental groups confirm the sub-diagnostic
potential of profiles (NWC, PRI total, sensory and evaluative categories, p
< 0.05) (Grushka and Sessle 1984), which supports Allen and Weinmann
(1982) who report that migraine patients use affective words more
frequently than tension headache patients (both n = 50). Jerome et al
(1988) subsequently report that sensory descriptor Qroﬁles also diaghose
the pain qualities of 73 per cent of cluster headache patients when
compared with profiles of migraine and tension headache patients (n = 63,

83 and 242 respectively).

Failure to obtain systematic and unique pain language in chronic benign,
cancer and renal pain patients is reported by Atkinson et al (1982) (n =73,
33 and 20 respectively), a finding replicated across all major and sub-
diagnostic categories and also patients with different intensity ratings. It is
suggested, however, that selection of only chronic pain patients in this
study compared to acute and chronic pain patients in the Dubuisson and
Melzack (1976) study may account for such diverse findings between the
studies. Reading (1982) partially supports this hypothesis when reporting
that acute episiotomy patients (n = 95) utilise sensory sub-classes more
than chronic dysmenorrhoea and pelvic pain patients (n = 166 and 31
" respectively). However, differences are also evident within chronic pain
groups, for example, pelvic pain patients select affective and evaluative
sub-classes more frequently than dysmenorrhoea and episiotomy patients
(sub-class 16 = > 90.0% vs. 50.0%, sub-class 20 = < 70.0% vs. < 40.0%).

Atkinson et al (1982) compare chronic pain patients matched on intensity
rating but differing on psychopathology scores (n = 10 pairs). Patients with
higher psychopathology scores are found to profile significantly greater
affective descriptors (p < 0.001), NWC and sensory descriptors (p < 0.01),
with significantly higher intensity descriptor ranking (p < 0.01). This
suggests patients with psychological disturbance present with more diffuse
patterns of higher ranked descriptors and may report higher pain intensity
on a complex adjectival scale compared to numerical scale ratings.
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The arthritis descriptors of Dubuisson and Melzack (1976) are generally
supported by Burckhardt (1984) whilst utilising a one week recall for acute

on chronic inpatients and chronic outpatients (both groups n = 94).
Comparing the groups however, differences within profiles show that the
acute on chronic group select sensory sub-classes more frequently, with
more intense but less frequent selection of affective and evaluative sub-
classes. Burckhardt (1984) not only confirms that this pattern reflects more
closely the acute pain profiles described by Reading (1982), but also
highlights that disease status is an important factor to consider when
assessing chronic pain. Melzack et al (1986) confirm the discriminatory
capacity of the MPQ in differential diagnosis in their study of trigeminal
neuralgia and atypical facial pain (n = 43 and 31 respectively). Whilst
recognising that this capacity may be influenced by factors such as high

levels of anxiety and other psychological disturbance, they conclude:

‘Experimenters are encouraged to modify the questionnaire to suit the
needs of the particular syndromes being studied. The most important
requirement of a measuring instrument is its utility. It is possible to tailor
the MPQ to meet particular needs...” Melzack et al (1986: 301)

Such modification is evident in the Back Pain Classification Scale (Leavitt
1983) and the Headache Scale (Hunter 1983). Melzack (1987) also
reports that the Short-Form MPQ (SF-MPQ = 11 sensory and 4 affective
descriptors) correlates highly with the original MPQ and has the ability to
obtain qualitative information not obtained from only PPl and VAS scores.
Skevington (1995), however, suggests that whilst the SF-MPQ may
appear sensitive to clinical change and be administered in less than 10

minutes, some psychometric properties still need to be established.

3.3.4. Utilisation in chronic pain studies

Due to evidence of extensive utilisation of the MPQ in several formats,

studies that utilise only discrete parts of the MPQ will not be included

further in this section. The MPQ has been utilised in a range of studies,
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which evaluate the efficacy of pain management strategies in a variety of

settings (see Table 3.7).

Chronic pain treatment strategies | Pain study

Comparison of cognitive strategies Rybstein-Blinchik (1979)

In-patient pain management Tyre and Anderson (1981)
programme (PMP): 1 yr. follow-up

Out-patient PMP: 24-43 mth. follow-up | Duckro et al (1985)

Comparison of cognitive-behavioural/ Kerns et al (1986)
behavioural therapy: 6 mth. follow-up

Predicting treatment outcome in Kleinke and Spangler (1988)
chronic back pain patients

Efficacy of cognitive-behavioural group | Puder (1988)
therapy: age analysis

Operant vs. cognitive-behavioural Turner and Clancy (1988)
therapy for chronic low back pain
(CLBP): 1 yr. follow -up

Usual care vs. back school vs. school + | Berwick et al (1989)
compliance package (18mth. follow-up)

Cognitive therapy vs. self-management | Martin et al (1989)
training in the treatment of headaches

Randomised control trial evaluating in- | Peters and Large (1990)
and outpatient PMP: 18mth. follow-up Peters et al (1992)

Effectiveness of behavioural therapy for | Turner et al (1990)
CLBP: component analysis

The clinical significance of behavioural | Slater et al (1997)
treatment for CLBP

Gender differences in adaptation to Turk and Okifuji (1999)
chronic pain and treatment regimes

Table 3.7. Examples of chronic pain treatment studies, which utilise the
MPQ (compiled from the literature, Latham 2002)

In addition to clinical and functional assessment (for example: Toomey et
al 1983 and 1984, Davis 1989a, Hagglung et al 1989, Krause et al 1989),
the MPQ has been utilised to assess psychosocial and psychological
components of chronic pain. Acknowledging the inevitable overlap of these

factors, Table 3.8 provides examples of such studies.
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Psycho-social/psychological factors

Pain study

Comparison of compensation and non-
compensation in chronic low back pain (CLBP)

Mendeison (1984)

Impact of arthritis on quality of life

Burckhardt (1985)

Environmental stresses and CLBP

Feuerstein et al (1985)

Sleep disturbance in pain patients

Pilowsky et al (1985)

Impact of chronic pain on the spouse and
family

Rowat and Knafl (1985)
Flor et al (1987)

Relationship of stress, appraisal and coping in
chronic low back pain (CLBP)

Turner et al (1987)

Medically incongruent CLBP: physical
disability and ineffective coping

Reesor and Craig (1988)

The relative contribution of pain coping
strategies in CLBP and age groups

Keefe et al (1990)
Keefe and Williams (1990)

Relation between catastrophizing and
depression in chronic pain patients

Sullivan and D’Eon (1990)

Pain and coping: elderly community patients

Walker et al (1990)

The role of major vs. minor stressful life events
in the persistence of headache

Benedittis and Lorenzetti (1992)

Effect of compensation on emotional state and
disability in CLBP

Guest and Drummond (1992)

Chronic pain perception, response and
treatment: ethnic — cultural influences

Bates et al (1993, 1997)

Phantom limb patients: coping strategies

Bates and Rankin-Hill (1994)
Hill (1993) '

Stress, coping and social support in
discrimination of chronic pain groups

Klapow et al (1993, 1995)

Pain duration: effects on psychosocial
adjustment in orthopaedic patients

Hinkley and Jaremko (1994)

Effective muiti-dimensional evaluation of the
chronic pain experience

Gagne et al (1995)

The prediction of disability: chronic pain
patient-spouse interactions

Romano et al (1995)

Pain coping strategies in the prediction of
patient/spouse ratings of self-efficacy

Keefe et al (1997)

Relationship between pain, discomfort & QOL

Skevington (1998)

Catastrophizing, pain and disability in patients
with soft tissue injuries

Sullivan et al (1998)

Table 3.8. Examples of psycho-social and psychological chronic pain
studies, which utilise the MPQ (compiled from the literature, Latham 2002)
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Skevington (1995) highlights that the MPQ is Anglo-Canadian in origin,
therefore semantic and conceptual equivalence of word descriptors may
differ in some ways than had they originated in Britain. The MPQ has been

translated into, or used as the basis for pain descriptor questionnaires in

other languages (Melzack and Katz 1992) (see Table 3.9).

Translation or adaptation

Pain study

Finnish Ketovuori and Pontinen (1981 and 1983)
Spanish Laheurta et al (1982) *
Bejarano et al (1985) *
Norwegian Ljunggren (1983)
Strand and Wisnes (1991)
Slovak Bartko et al (1984) *
French Boureau et al (1984) *
Italian Maiani and Sanavio (1985)
Benedittis et al (1988)
Ferracuti et al (1990)
German Kiss et al (1987)

Radvila et al (1987)
Stein and Mendl (1988)

Dutch (Flemish)

Vanderiet et al (1987)
Verkes et al (1989)

Arabic Harrison (1988)
Chinese Hui and Chen (1989) *
Japanese Satow et al (1990) *
Polish Sedlack (1990)

* cited in Melzack and Katz (1992)
Table 3.9. Examples of MPQ translations and adaptations into other

languages (compiled from the literature, Latham 2002)

Despite evidence of on-going debate, particularly in relation to multi-
dimensional construct validity and component scoring methods, the MPQ
is recognised as one of the most utilised, valid and reliable measures of
the total pain experience. This is reflected in the fact that the MPQ has
been utilised as in the validation of other assessment measures related to

the pain experience (see Table 3.10).
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Validation of assessment tools

Pain study

Psychosocial Pain Inventory

Heaton et al (1982)

Pain, Ache, Hurt Assessment Tool

Gaston-Johansson et al (1985)

West Haven-Yale Multidimensional
Pain Inventory (WHYMPI)

Kerns et al (1985)

Pain Behaviour Chécklist

Philips and Jahanshahi (1986)

Chronic Pain Experience Instrument

Davis (1989b)

Chronic Pain Patients Sleep Diary

Haythornthwaite et al (1991)

Chronic lilness Problem Inventory

Romano et al (1992)

Sickness Impact Profile Roland Scale

Jensen et al (1992)

WHOQOL & WHOQOL-100

Skevington (1998)

Patient utility measure for chronic pain | Goossens et al (1999)

Table 3.10. Examples of other assessment measures, which utilise the
MPQ during their development (compiled from the literature, Latham 2002)

As Skevington (1995: 57) concludes:

‘The McGill Pain Questionnaire is still one of the better measures of

subjective pain available to us. Its psychometric properties have been

carefully and extensively researched, and despite its shortcomings it
provides pain sufferers with a more comprehensive means of

communicating their experience than many other measures...’

Evidence presented in this section confirms the rationale for selection of
the MPQ as the most appropriate muiti-dimensional pain measurement
tool for this study. Previous chronic pain studies support the benefits of
combining data from the MPQ and SIP (see 3.2.5, pages 60 - 61). MPQ
reliability and validity is also confirmed, with evidence of effective
utilisation of the MPQ in identifying chronic pain profiles and also in

measuring efficacy of chronic pain treatment strategies.
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3.4. The Resources Questionnaire

The Resources Questionnaire was developed in response to the fact that
no assessment tool could be identified, which provided the combination of
descriptive data on utilisation of health care, social care and financial
resources required for the purpose of this study. The process used in
development of the Resources Questionnaire is drawn from Oppenheim
(1992), who provides comprehensive and practical guidance on
questionnaire design. The Resources Questionnaire is discussed in terms
of sources of information and structure, with findings from the

methodological pilot discussed and any changes identified.

A preliminary list of possible resources was developed by the researcher,
drawing mainly on experience in district nursing, and primary and
secondary care roles in palliative care and pain management. Due to the
need to develop a list of resources around the three areas of health care,
social care and financial resources, several other sources of information
were accessed. At the two general practices participating in the study, the
GPs and nurses provided a list of all the resources, which patients in their
practice may utilise. These lists were combined with the researchers
preliminary list to form a revised list, with feedback invited from both
practices. The revised list was subsequently discussed with specialist pain

clinicians, with confirmation that all relevant resources had been included.

Local social services departments also identified social care services most
commonly utilised by clients. This list of resources proved to be the same
as that provided by the general practices. The most difficult area to define,
however, was that of financial resources. Information obtained from local
social security offices proved to be fragmented, with the outcome that it
was difficult to obtain a comprehensive overview of the benefits system.
This observation would support evidence in the literature that attempting to
access such benefits results in a bewilderingly complex system of
provision, which may result in the creation of stigma (Patrick and Scrivens
1989, Walker et al 1999). Acknowledging the need to be aware of changes
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in financial benefits over time, Ennals (1992) provided an understandable
overview of the concepts of the system, which clarified much of the

apparent confusion about the different types of financial benefits available.

Initially, the questions were worded with options, for example, of ‘numbers’
of visits rather than ‘how often’ visits occurred. However, some of the GPs
felt that ‘how often’ may be an easier concept for patients to remember,
and this change in wording was made to the questionnaire for the pilot.
During the pilot, however, respondents (n = 23) found that they had great
difficulty in recalling ‘how often’, as this was complicated by factors such
as having seen someone, for example, weekly for a month, and then not
again that year. Although the interviewer-led process enabled paﬁents to
reach an answer in the end, the patient preference for ‘number’ of visits
was reintroduced for the remainder of the study. To allow for the fact that
an exact figure could be difficuit for some patients to recall, groups of
numbers were categorised, for example, ‘once, 2-3,4-6, 7 - 12, 13 - 24,

more than 24 visits’.

A filter question is asked for each resource, which then excludes those
respondents who have not utilised that particular resource from further
questioning on that resource. If the respondent has utilised the resource,
they are provided with a number of options, which define the number or
length of time the resource has been utilised. To facilitate data analysis in
this study, each of the questions has a variable name in SPSS, and each

of the responses have codes for the variable (see 3.8, pages 87 - 88).
The structure of the questionnaire is presented in the following order:
i) primary health care resources;

i) social care resources;

iii) secondary health care resources;

iv) financial resources.
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Financial resource utilisation has been placed last due to being perceived
as potentially the most sensitive issue for some respondents (Oppenheim
1992). Other than changes to wording previously discussed, the
Resources Questionnaire required no other changes in format after the
pilot study. The data collected from respondents in the pilot is therefore no
different to that collected from respondents in the main study, so pilot
study data was included with that of the main study. The final version of
the Resources Questionnaire utilised in this study therefore comprises a
total of 31 questions, with eight for primary health care, five for social care,
four for secondary health care, and 14 for financial resources (see

Appendix D).

3.5. The Demographic Front Sheet

Demographic factors, which may influence the chronic pain experience,
were informed by the literature, clinical experience of the researcher, and
discussion with the GPs and nurses in the two general practices. The
Demographic Front Sheet was therefore designed for the purpose of this
study, with key factors being age, gender, marital and employment status,
and dependants. Following the pilot study, the Demographic Front Sheet
required slight modification to improve data processing. Changes included
the addition of the group number, practice code, disease category and a
‘separated’ category in marital status. The NHS number was not required,

but study identification number was included instead.

This data was obtained from all patients in the pilot study, with only the
format of where the details were documented being changed. To facilitate
data analysis, each of the questions has a variable name in SPSS and
each of the responses, have codes for the variable (see 3.8, pages 87 -
88). All data collected from respondents in the pilot is therefore no different
to that collected from respondents in the main study, so pilot study data
was included with that of the main study. The final version of the
Demographic Front Sheet utilised in this study therefore comprises all key
factors and administrative details for each patient (see Appendix E).
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3.6. Access and sampling

The sample for this study was accessed from two general practices in
Hastings and St. Leonards on the south coast of England, and Lewisham
in London. The Hastings practice has four GPs, three practice nurses, and
community nurses attached to the practice. Pharmaceutical, dental and
ophthalmic services are also being developed in a new Health Centre. The
practice population is approximately 7350, with a mixed social
demography, which incorporates both pleasant residential districts and
some highly deprived areas. The Jarman indices, which measure national
deprivation levels, not only reflect this mix but also highlight evidence of
relatively high deprivation for all four wards in the practice catchment area.
For example, any score above zero on the Jarman indices indicates being
underprivileged, and the scores for the four wards are 46.04, 30.63, 23.34
and 11.68.

The Lewisham practice has four GPs, five part-time practice nurses, and
community nurses attached to the practice. A chiropodist, dietician,
counsellor, family therapist, Citizens Advice Bureau advisor and social
worker also have sessions based at the surgery. The practice is situated
on a housing estate, and has a practice population of approximately 5972,
all of whom live on the estate. The estate was originally a London Borough
of Lewisham council estate, but a third of the properties are now privately
owned, which has resulted in clear signs of deterioration in its appearance
and upkeep. The Jarman indices also highlight evidence of relatively high
deprivation for the estate, with a score of 29.6. Other profiles are not
dissimilar for the Hastings and Lewisham practices, for example, rates for
unemployment and those over 64 years of age are 20% and 18%, and

19% and 16% respectively.

Initial contact with both practices was with the lead GP, when a meeting

was arranged to discuss the suggested protocol for the study and the

implications that this may have for the staff at the practices. Both GPs

invited the researcher to a meeting at their practices, to discuss the study
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with other members of the team. At the team meeting the study was
presented, and any queries fully discussed, with both practices
subsequently agreeing to be involved as sites for the study. A full
description of the study protocol was then developed, which took into
consideration the comments and working patterns of the two practices.
The ‘Iead GPs agreed to approach the local Ethical Committees at East
Sussex Health Authority, and Guy’s, St Thomas’ and Lewisham Heaith
Authority, with the outcome that Ethical Committee approval was given for

the study (see Appendices F and G).

Permission was gained from the practices to undertake purposive
sampling from the patient records, which were accessed via the VAMP
Vision GP database system in both practices. Taking into consideration
the different roles and skill mix of the administration staff at both practices,
it was agreed with the GPs and practice managers that data was accessed
by office staff at the Hastings practice and the researcher at the Lewisham
practice. The following criteria for the purposive sampling criteria for each

group was, however, specifically structured for each practice.

Group 1: A randomised sample of patients who receive repeat analgesic
prescriptions. This is the only search method currently available, which will

identify chronic pain patients in general practice.

Group 2: A randomised sample of patients who have seen their GP over
the last 6 months for other clinical problems, which are supposedly

unrelated to pain.

Group 3: A randomised sample of patients who have not seen their GP

over the last 6 months, and are therefore supposedly fit and well.

During the pilot study, seven patients initially selected for Groups 2o0r3
were identified at interview as having chronic benign pain. This was

ascertained by a positive response to the Demographic Front Sheet
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question: ‘Have you suffered more than three months pain in the last
year?’ These patients were not obtaining analgesic prescriptions from their
GP, and would therefore not have been identified as having chronic pain
through current general practice databases. For the purpose of further
analysis, these patients were reallocated into a discrete cohort as Group 4
(n = 16), with the decision that any patients in the main study with the
same criteria would also be reallocated to this cohort. The number of
patients interviewed on the pilot study in each group and practice are
shown in Table 3.12.

Group Hastings Lewisham Total
Group 1 6 2 8
Group 2 5 0 5
Group 3 2 1 3
Group 2 — Group 4 0 3 3
Group 3 — Group 4 4 0 4
Total 17 6 23

Table 3.12. Patients interviewed for the pilot study by groups and practices

The Statistics Department at University of Wales College of Medicine has
given advice in the planning stage on issues relating to suitability of the
proposed study, methodology, sample size and the most appropriate
statistical analysis of the data. In this study, for example, the alpha level
chosen for the test is p < .05 for statistical significance, with power equal to
.80, which is a 20 per cent risk of committing a Type Il error (Polit and
Hungler 1999). To estimate the needed sample size, visits to the GP was
selected, as it was anticipated that there would be an important difference

for groups, for example:

Median 50% more than 3, 50% less than 3 Group 2
80% more than 3, 20% less than 3 Group 1

The needed sample size was calculated as 40 in Group 1 and 40 in Group

2 in order to provide an 80 per cent chance of ideal outcome. This would
85




be 40 per group if using combined results and 40 per surgery if using
centre differences, with the former being considered the preferred option.

After discussion with the GPs and statistician, the following exclusion

criteria were identified for the study:

i) those under 18 years of age as the focus of the study is adults;

i) those over 70 years as presentation of multiple pathology is more
likely to occur, therefore confusing cause and effect interpretation of
the data;

i)y GP assessment that the patient is unable to complete the
questionnaires due to problems such as mental debility;

iv) all patients with malignant disease because of physical and
psychological profiles, which may confound cause and effect
interpretation of the data. There is also evidence of active research
relating to pain processes and management in malignant disease,
whereas there is a relative lack of research relating to chronic pain

in general practice.

3.7. Process of data collection

The GPs suggested that initial contact with patients who were identified as
fulfilling the criteria for the study shouid be by letter, with details of the
study and a request to contact the surgery. A poor response was received
from this method of approach (2 responses to 40 letters), which would
support the evidence of less positive response to mailed rather than
personal approaches (Oppenheim 1992). At the suggestion of the patients
themselves, it was agreed with the GPs that a different system of follow-up
should occur. The revised system entailed the researcher telephoning the
patients after they had received the initial letter (see Appendix H), which
meant the onus was not on the patients to respond. This change resulted
in a more positive response rate, which ranged from 1:1 for Group 1 with
chronic pain to 1:4 for Group 3 who are supposediy fit and well, and
facilitated the collection of the required sample size.
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At the follow-up telephone contact from the researcher, any queries about
the study and the implications for participants were clarified. If the patient
agreed to be interviewed, depending on individual circumstances an
appointment was arranged with the researcher, either at the surgery or at
the patients home. Due to the pressure on room availability at both
surgeries, agreement had been reached with the staff on times that
appointments could be made. At each appointment, prior to commencing
the interview schedule, informed written consent was gained from each

participant (see Appendix [).

The researcher was present for all 136 interviews in this study (Groups 1-
3, all n = 40, Group 4 n = 16). Overall, completion of the interview
schedule does not appear to have been a problem, with potential concerns
about, for example, some of the American terms in the SIP, or the length
of time it may take to complete the questionnaire not being evident.
However, some patients did comment that it was helpful to have the
interviewer present throughout the interview, so that initial explanation
could be given about how to complete the questionnaires and clarification

could be provided on the description of specific financial benefits.

An initial prediction of 1 hour 30 minutes to 2 hours per interview was
found to be excessive, with the range of time actually being 30 minutes to
one hour 15 minutes. The longer period was generally for Groups 1 and 4,
as the only criteria for completion of the MPQ was pain at the time of
interview. The information on timing of the interview was therefore revised
to approximately one hour after the pilot study, which appears to have
been perceived as more ‘user-friendly’ when requesting participation of

patients in the study.

3.8. Planned process of analysis

Data collected for this study has been processed and analysed using the

SPSS statistical software package, with the study number for each patient

being the vertical axis, and the variable name being the horizontal axis.
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Each question from the Front Sheet, SIP, MPQ, and Resources
Questionnaire has a variable name in SPSS, with each variable having
codes for all the different potential responses. To facilitate analysis of
questions, which may describe a broader theme, SPSS also provides the

facility to sub-divide questions into more than one variable. For example:

MPQ part 1: Where is your pain? The number of places and anatomical

f‘ ,sites can all be calculated as separate variables.

/ MPQ part 2: What does your pain feel like? The rank value, scale value
and weighted rank value for each set of descriptors can be calculated as

separate variables.

Data was entered into SPSS by the researcher and checked for accuracy.
The Statistics Department at UWCM has given advice on the most
appropriate statistical analysis for the data, having taken into account
factors such as the exploratory and descriptive nature of the study and
sample size. Acknowledging the limitations of such factors, statistical
analyses such as cross-tabulation, means, percentages within samples
and nonparametric tests have been utilised to demonstrate key issues and
findings. Although parametric tests have a higher degree of sensitivity,

nonparametric tests have been utilised for the following reasons:

(i) results for both questionnaires are obtained by scoring methods,
which present ordinal level data;

(i) differences in sample size for the four groups, with Group 4 having
a smaller sample size than Groups 1 - 3;

(i) normal population, homogeneous variances may not be assumed

for the four groups due to the purposive sampling criteria.

In consequence, the parametric one-way analysis of variance (ANOVA)

was rejected as a statistical measure for the SIP, which is completed by all

four groups. The nonparametric Kruskal-Wallis test, which tests the

difference between three or more independent groups based on rank
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score (Polit and Hungler 1999) is therefore utilised in preference. Similarly,
the parametric independent samples t test was rejected as a statistical
measure for the MPQ, which is completed only by Groups 1 and 4
because pain has to be present at the time of interview. The
nonparametric Mann-Whitney test, which tests the difference between two
independent groups based on rank score (Polit and Hungler 1999) is
therefore utilised in preference. The non-parametric chi-square test has
also been utilised within the process of data analysis to assess whether
relationship exists between any two nominal level variables (Polit and
Hungler 1999).

3.9 Summary
Chronic pain studies inherently have to address the dilemma of balancing

selection of the most valid and objective measures with more subjective
measures that may provide a valuable, but perhaps less valid and reliable
insight into the individual nature of pain. The decision to utilise quantitative
rather than qualitative measures in this study is therefore underpinned by
the need to profile chronic pain patients in the community, and describe
how these profiles may impact on lifestyle similarly or differently to other
patients without pain. The choice of quantitative assessment tools is aiso
influenced by the need to demonstrate a credible, valid and reliable
rationale to the development of relevant care pathways for chronic pain

patients in the community.

All the evidence of SIP and MPQ validity and reliability therefore adds to
the reliability and validity of this study, in conjunction with evidence of
appropriate methodological processes having been undertaken in
development of the Resources Questionnaire, and during data access,
sampling, collection and analysis. The initial poor response rate to written
correspondence is particularly important to note, and if an adequate
sample is to be obtained, the positive contribution of personal
communication in such studies in general practice is supported. Statistical
analysis utilised in this study has the facility to contribute towards a profile
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of pain experiences and lifestyle. A range of demographic, clinical and
socio-economic factors are able to be explored in relation to the pain
experiences, and similarites and differences observed between, for
example, both practices, Groups 1 - 4 for the Demographic Front Sheet,
SIP and Resource Questionnaire, and Groups 1 and 4 for the MPQ.
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4. FINDINGS FROM THE DEMOGRAPHIC PROFILES

4.1. General introduction to the findings chapters
The total sample (n = 136) includes patients aged 18 - 70 years, with the

only exclusion criterion being a diagnosis of cancer or cognitive
impairment. The sample originally comprised three groups of patients from
two general practices who have been identified and selected randomly
from the general practice databases (see 3.6, pages 84 - 85). The use of
purposive sampling, which entails defined inclusion criteria, means that the
three groups are defined as patients who have identifiable chronic pain
(Group 1), other unrelated medical conditions (Group 2), or those who are

supposedly fit and well (Group 3).

It is important to note that 16 patients originally selected for Groups 2 and
3 (n = 12 and 4 respectively) subsequently responded positively at
interview that they had suffered from more than three months pain in the
last year. These patients would not, however, have been identified through
current general practice databases, and thus primary care epidemiological
data as having chronic pain, due to the fact that pain is classified as a
symptom rather than a primary disease process. The only criterion
currently available, which identifies patients with chronic pain, is that of
repeat analgesic prescriptions (Purves et al 1998). This interesting cohort
of 16 patients is subsequently defined as Group 4. Whilst acknowledging
the smaller sample size compared to the other three groups, data from this
group has been included in order to provide a profile of these patients and
also to ascertain any similarities or differences with the other three groups.

The total sample was obtained from two general practices in Hastings (n =
67) and Lewisham (n = 69). Whilst each practice has equal sample size for
Groups 1 - 3 (each practice n = 20), the small difference in total practice
sample size can be explained by the additional inclusion of Group 4
(Hastings practice n = 7, Lewisham practice n = 9). Each patient group
therefore satisfy the following criteria:
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Group 1 (n = 40); identifiable chronic pain patients recorded on the general
practice database as receiving repeat analgesic prescriptions.

Group 2 (n = 40); patients who had seen their GP in the previous six
months about problems supposedly unrelated to pain.

Group 3 (n = 40); patients who are supposedly ‘fit and well’, having not
visited their GP in the previous six months.

Group 4 (n = 16); patients who originally fulfilled the selection criteria for
Groups 2 and 3, but subsequently at interview are found to have the

additional factor of chronic pain in common.

Findings presented in Chapters 4 - 7 illustrate the exploratory nature of the
study and identify the need for research to develop mechanisms which will
enable a profile of pain experiences and needs among these patients to be
compiled. A range of demographic, clinical and socio-economic factors are
explored in relation to pain &experiences, and similarities and differences
between groups and practices discussed. Whilst acknowledging the
descriptive nature of the study with the limitations of relatively small
sample sizes (Polit and Hungler 1999), relevant statistical analyses such
as cross-tabulation, means, percentages within samples and

nonparametric tests are presented to demonstrate key issues and findings.

Although parametric tests have a higher degree of sensitivity,

nonparametric tests have been utilised for the following reasons:

(i) Results for both questionnaires are obtained by scoring methods,
which present ordinal level data.

(i) Differences in sample size for the four groups, with Group 4 having
a smaller sample size than Groups 1 - 3.

(i)  Normal population, homogeneous variances may not be assumed

for the four groups due to the purposive sampling criteria.

In consequence, the parametric one-way analysis of variance (ANOVA)
was rejected as a statistical measure for the SIP, which is completed by all

four groups. The nonparametric Kruskal-Wallis test, which tests the
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difference between three or more independent groups based on rank
score (Polit and Hungler 1999) is therefore utilised in preference. Similarly,
the parametric independent samples f test was rejected as a statistical
measure for the MPQ, which is completed only by Groups 1 and 4
because pain has to be present at the time of interview. The
nonparametric Mann-Whitney test, which tests the difference between two
independent groups based on rank score (Polit and Hungler 1999) is

therefore utilised in preference.

Chi-square test has been utilised within the process of data analysis, but
although initially it does appear to demonstrate some statistical
significance, the limitations of sample size are such that it is not possible
to conclusively state that statistical significance is evident. For example,
when analysing cross-tabulation of the four groups with other variables,
not all cells reach the expected number of five required. However, data
analysis does indicate that statistical significance may be achieved for
several factors with a larger sample size. Whilst such a sample is beyond
the scope of the exploratory and descriptive nature of this study, findings
presented do indicate the need for more large-scale studies in order to

support or refute statistical significance.

In order to address perceptions that differences may be evident between
different areas of the country, which in this study are an inner city area and
a south coast town, data for each practice are presented throughout each
section. Acknowledging limitations of sample size previously described in
this section, evidence of interesting similarities and differences between
the two practices are discussed where appropriate. The following
framework is therefore used to present findings from the data of all four

patient groups and both general practices.

Chapter 4.  Findings from the demographic profiles
Chapter 5.  Findings from the McGill Pain Questionnaire
Chapter 6.  Findings from the Sickness Impact Profile

Chapter 7.  Findings from the Resources Questionnaire
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4.2. Introduction to findings from the demographic profiles
The Demographic Front Sheet (see Appendix E) provides demographic

profiles for all patients participating in the study (n = 136). This chapter
therefore presents findings from the demographic profiles for the four

patient groups and both general practices in the following format:

4.3. Gender and age

4.4. Marital status and dependants
45. Employment status

46. Duration of pain

4.7. Clinical diagnoses

4.8. Summary

4.3. Gender and age
The female to male percentage ratio is 55:45 (n =75 and 61 respectively)

for the total sample. Some differences between groups may be explained
by purposive sampling criteria and socio-biological factors, for example,
the ratio for Group 3 ‘fit and well’ females to males is 45:55 (n = 18 and 22

respectively), with the reverse of the other three groups (see Figure 4.1).
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Figure 4.1. Gender: % for groups and practices
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Whilst Groups 2 and 4 comprise a higher than average percentage of
females (62.5% and 68.8%, n = 25 and 11 respectively) this is not
reflected for Group 1 (52.5%, n = 21). However, there is evidence that a
higher percentage of females report chronic pain than males (see 2.2,
pages 10 - 11). The Hastings practice and the Lewisham practice have

similar profiles for gender (see Figure 4.1).

The mean age for the total sample is 50 years (Groups 1 - 4: mean = 55,
51, 45 and 50 years; range = 19 - 70, 23 - 70, 24 - 68 and 24 - 70
respectively). Some differences between groups may again be explained
by purposive sampling criteria and socio-biological factors, for example,
Groups 1 and 2 include a higher percentage of older patients than Group 3
(55 - 70 years = 62.5% and 52.5% vs. 27.5%, n = 25, 21 and 11
respectively) (see Figure 4.2). The percentage of older Group 4 patients is
also between Groups 2 or 3, from where this sample was originally drawn
(for example: 55 - 70 years = 37.5%, n = 6). Comparing the pain groups,
Group 4 has a higher percentage of younger patients than Group 1 (for
example: 35 - 54 years = 56.3% vs. 27.5%, n = 9 and 11 respectively).
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Figure 4.2. Age: % for groups and practices
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Whilst the Hastings practice has an increasing percentage in each age
group up to 64 years, this is not found in the Lewisham practice (for
example: < 35 years = 17.9% vs. 15.9%, 45 - 54 years = 22.4% vs. 13.0%,
n =11, 11, 15 and 9 respectively). However, the Lewisham practice has a
higher percentage in the over 64 years age group than the Hastings
practice (29.0% vs. 13.4%, n = 20 and 9 respectively). This is despite the
perception that elderly people may choose to move from inner cities to
south coast towns such as Hastings when they retire. Whilst the chi-
square test suggests differences only for age may be statistically
significant only for groups (p = 0.039), more large scale studies would be
required to confirm statistical significance due to some cells having less

than the expected count (see Appendix J 1)

4.4. Marital status and dependants
Overall, 67.6 per cent (n = 92) of the total sample are married, and 32.4

per cent (n = 44) are single, divorced, widowed or separated (see Figure
4.3). Groups 3 and 4 have the highest percentage of those who are
married than Groups 1 and 2 (77.5% and 81.3% vs. 62.5% and 57.5%, n =
31, 13, 25 and 23 respectively). However, a higher percentage of Groups
1 and 2 than Groups 3 and 4 are divorced (15.0%, and 17.5% vs. 2.5%
and 6.3%,n=6,7,1and 1 respectively). Comparing the two practices, a
higher percentage of the Lewisham practice than the Hastings practice are
married (73.9% vs. 61.2%, n = 51 and 41 respectively). However, a higher
percentage of the Hastings practice are divorced than the Lewisham
practice (16.4% vs. 5.8%, n = 11 and 4 respectively).

Chronic pain appears to impact on marital status, with Group 1 having a
higher percentage reporting impact than Group 4 (15.0% vs. 6.3%, n = 6
and 1 respectively) (see Figure 4.4). Comparing practices, a slightly higher
percentage in the Hastings practice report impact of chronic pain on
marital status than the Lewisham practice (14.8% vs. 10.3%, n =4 and 3

respectively) (see Figure 4.4).
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Figure 4.3. Marital status: % for groups and practices
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Figure 4.4. Impact of chronic pain on marital/lemployment status: % for

Groups 1 and 4 and practices
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Of the total sample, 64.7 per cent (n = 88) have no dependants, 20.6 per
cent (n = 28) have one and 14.7 per cent (n = 20) have more than two
dependants (see Figure 4.5). Group 3 have the highest percentage with
dependants whilst Group 1 have the lowest (55.0% vs. 20.0% n =22 and 8
respectively). Although a similar pattern is found for the number of
dependants over 64 years (see Figure 4.6), differences are explained by
the higher percentage of younger Group 3 patients and dependants than
Group 1 (for example: < 44 years = 55.5% vs. 15.0%, n = 23 and 6; total

no. dependants = 39 vs. 13, age < 19 years = 35 vs. 9 respectively).
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Figure 4.5. Dependants: % for groups and practices

The Hastings practice and the Lewisham practice have similar profiles for
both the number and age of dependants (see Figures 4.5 and 4.6). The
chi-square test suggests differences only for the number of dependants
and the age of the first two dependants may be statistically significant only
for groups (p = 0.020, 0.048 and 0.009 respectively). However, more large
scale studies would be required to confirm statistical significance due to

some cells having less than the expected count (see Appendix J, 2 - 4).
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Figure 4.6. Age of dependants: % for groups and practices

4.5. Employment status

Overall for the total sample 27.9 per cent (n = 38) are fully employed, with
15.4 per cent (n = 21) in part-time employment, 23.5 per cent (n = 32)
unemployed and 33.1 per cent (n = 45) retired. Of note is the high

percentage of unemployed or retired Group 1 patients (37.5% and 47.5%,
n = 15 and 19 respectively) compared to the other three groups (see
Figure 4.7). The percentage of unemployed for Group 4, for example, is
only 6.3 per cent (n = 1), with 37.5 per cent (n = 6) in full time employment.

A higher percentage of the Lewisham practice are retired than the
Hastings practice (39.1% vs. 26.9%, n = 27 and 18 respectively) (see
Figure 4.7), which reflects the higher percentage of those over 64 years in
the Lewisham practice (29.0% vs. 13.4%, n = 20 and 9 respectively).
Whilst the chi-square test suggests differences for employment status may
be highly statistically significant only for groups (p = 0.000), more large
scale studies would be required to confirm statistical significance due to

some cells having less than the expected count (see Appendix J, 5).
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Figure 4.7. Employment status: % for groups and practices

Chronic pain appears to impact on employment status, with Group 1
having a higher percentage reporting impact than Group 4 (60.0% vs.
37.5%, n = 24 and 6 respectively) (see Figure 4.4). Comparing practices, a
higher percentage in the Hastings practice report impact of chronic pain on
employment status than the Lewisham practice (63.0% vs. 44.8%, n = 17
and 13 respectively) (see Figure 4.4). Differences for reported impact of
pain on employment status are not found to be statistically significant for

groups and practices when utilising the chi-square test.

Occupational and socio-economic status in this study utilise the Office of
Population Census and Surveys (OPCS) Occupational Classification
(SOC) (OPCS Employment Department Group 1990: 7) and the OPCS
Socio-economic Classification (SEG) (OPCS 1991: 13 - 14). Throughout
the text and in relevant Figures, the descriptor numbers are those utilised
by the OPCS for each SOC or SEG classification (see Appendices K and
L). A range of occupations is evident for all four groups, however,

differences are found when comparing group profiles (see Figure 4.8).
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Figure 4.8. SOC: % for groups (see Appendix K for SOC descriptor)
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Figure 4.9. SOC: % for practices (see Appendix K for SOC descriptor)

The most common SOC is personal/protective services (6) for Group 1,
associate professional/technical (3) for Group 3 (both 22.5%, n = 9), and
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clerical/secretarial for Group 2 (4) (30.0%, n = 12), with all three equal for
Group 4 (all 18.8%, n = 3). No occupation is most common for Groups 1
and 4 (17.5% and 12.2%, n =7 and 2 respectively). For both the Hastings
and Lewisham practices, the most common SOC is clerical/secretarial (4)
(20.3%, n = 14 and 17.9%, n = 12 respectively), with personal/protective
services (6) equal highest in the Hastings practice (see Figure 4.9). A
higher percentage of the Hastings practice report no occupation,
professional (2), and associate professional/technical SOC (3) (13.4% vs.
7.2% n =9 and 5; 10.4% vs. 5.8%, n=7and 4; 16.4% vs. 4.3%, n =11
and 3 respectively). The Lewisham practice report a higher percentage of
craft/related (5) and other elementary SOC such as unskilled labour (9)
(17.4% vs. 6.0%, n = 12 and 4:13.0% vs. 3.0%,n=9and 2 respectively).

% within group

1 12 16

None 4 5 6 T 8

 EGroup1  OGroup >  mGroup3  EGroup4 |

Figure 4.10. SEG: % for groups (see Appendix L for SEG descriptor)

Such patterns are reflected in SEG for both groups and practices (see
Figures 4.10 and 4.11). Whilst the chi-square test suggests differences for
SOC and SEG may be statistically significant only for practices (p < 0.047),

more large scale studies would be required to confirm statistical
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significance due to some cells having less than the expected count (see

Appendix J, 6 and 7).
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Figure 4.11. SEG: % for practices (see Appendix L for SEG descriptor)

4.6. Duration of pain
Patients with chronic pain report a broad range of pain duration (< 1 year -

60 years), however, different profiles are found for Groups 1 and 4 (see
Figure 4.12). None of Group 1 report pain of three months to one year
duration, with 62.5 per cent (n = 25) reporting 2 - 10 years duration and 30
per cent (n = 12) more than 10 years duration. Group 4, however, has one
report of three months to one year duration of pain, 68.8 per cent (n = 11)
reporting 1 - 5 years duration and 25.1 per cent (n = 4) reporting more than
15 years pain duration. Importantly these four patients would not have
been identified with chronic pain through current identification criteria.

The Hastings practice have a higher percentage reporting three months to
two years and 10 - 15 years pain duration than the Lewisham practice
(22.2% vs. 10.3%, n = 6 and 3; 14.8% vs. 6.9%, n = 4 and 2 respectively).
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The Lewisham practice, however, has a higher percentage reporting more
than 15 years pain duration than the Hastings practice (24.1%, n = 7 vs.
11.1%, n = 7 and 3 respectively) (see Figure 4.12). Whilst the chi-square
test suggests differences for duration of pain may be statistically significant
only for Groups 1 and 4 (p = 0.013), more large scale studies would be
required to confirm statistical significance due to some cells having less

than the expected count (see Appendix J, 8).
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Figure 4.12. Pain duration: % for Groups 1 and 4 and practices

4.11. Clinical diagnoses

Utilising the International Classification of Diseases (World Health
Organisation 1992), 60 clinical diagnoses identified for the total sample are
classified into 10 major diagnostic groups (see Table 4.1). The full
diagnostic classification, including diagnoses within the major diagnostic
groups are shown in Appendix M. Different diagnostic profiles for the four
groups can to some extent be explained by purposive sampling criteria.
The majority of Group 3, for example, report no primary diagnosis (95.0%,
n = 38), whilst Group 2 identify a broad range of diagnoses (see Figure
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4.13). The majority of Group 1 have primary musculo-skeletal diagnoses
(92.5%, n = 37). Whilst the highest percentage of Group 4 also have
primary musculo-skeletal diagnoses (31.3%, n = 5), a range of other
diagnoses are also evident (for example: cardio-vascular = 18.8%,

endocrine and dermatology = 12.5%, n =3, 2 and 2 respectively).

Major diagnostic group No. of diagnoses |
19

Musculo-skeletal

o]

Cardio-vascular

Gynaecology/Urology/Obstetrics

Gastro-intestinal/Biliary

Neurological

Thoracic
Mental Health
ENT/Opthalmology

Endocrine

Al Wl W A | Oy N

Dermatology
Table 4.1. Major diagnostic groups
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Figure 4.13. 1°diagnoses: % for groups
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Slightly different primary diagnostic profiles are evident for the two
practices (see Figure 4.14). The Hastings practice, for example, has a
higher percentage of musculo-skeletal and mental health diagnoses than
the Lewisham practice (37.3% vs. 26.1%, n = 25 and 18; 4.5%, n = 3 vs.
0% respectively). The Lewisham practice, however, has a higher
percentage of cardio-vascular, neurological and endocrine diagnoses than
the Hastings practice (13.0% vs. 3%, n =9 and 2; 5.8%, n = 4 vs. 0%;
10 1% vs. 4.5%, n = 7 and 3 respectively).
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Figure 4.14. 1°diagnoses: % for practices

A percentage of patients in all four groups report no secondary diagnosis
(Groups 1 - 4: 62.5%, 50.0%, 97.5%, 37.5%; n = 25, 20, 39 and 6
respectively). Group 4 has the highest percentage reporting secondary
diagnoses (62.5%, n = 10), with the highest percentage being musculo-
skeletal diagnoses (43.8%, n = 7). Groups 1 and 2 are found to have a
range of secondary diagnoses (see Figure 4.15). The Hastings practice
has a higher percentage than the Lewisham practice reporting no
secondary diagnoses (73.1% vs. 59.4%. n = 49 and 41 respectively), and
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a higher percentage for only thoracic and neurological diagnoses (4.5%, n
=3 vs. 0% and 3.0% vs. 1.4%,n=2and 1 respectively) (see Figure 4.16).
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Figure 4.15. 2°diagnoses: % for groups
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Figure 4.16. 2°diagnoses: % for practices
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Whilst the chi-square test suggests differences for primary and secondary
diagnoses may be highly statistically significant only for groups (p < 0.001),
more large scale studies would be required to confirm statistical
significance due to some cells having less than the expected count (see
Appendix J, 9 and 10).

4.8. Summary
The mean age for the total sample is 50 years, with a range of 19 - 70

years. Some differences between groups may be explained by purposive
sampling and socio-biological factors, with Groups 1 and 2 including a
higher percentage of older patients than Group 3 (see Table 4.2), and
older Group 4 patients between that for Groups 2 or 3. Comparing the pain
groups, Group 4 has a higher percentage of younger patients than Group
1. Nearly a third of the total sample have no dependants, whilst a fifth have
one dependant (see Table 4.2). Group 3 has the highest percentage with
dependants and Group 1 the lowest, with differences explained by the
higher percentage of younger Group 3 patients and dependants. The chi-
square test suggests differences for age, and number of dependants and
age of the first two dependants may be statistically significant for groups.

A third of the total sample are retired, with over a quarter fully employed
and slightly less than a quarter unemployed. Of note is the high
percentage of unemployed or retired Group 1 patients compared to the
other three groups (see Table 4.2). Clerical/secretarial occupations are
most common for both practices, with personal/protective services equal
highest in the Hastings practice (see Table 4.3). A higher percentage of
the Hastings practice report no occupation, professional, and associate
professional/technical occupations, whilst the Lewisham practice report a
higher percentage of craft/related occupations and other elementary
occupations such as unskilled labour. Such patterns are reflected in SEG
for practices (see Table 4.3). The chi-square test suggests differences for
employment status may be highly statistically significant for groups, and
SOC and SEG may be statistically significant for practices.
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Patients with chronic pain report pain duration of less than one year to 60
years, however, different profiles are found for Groups 1 and 4 (see Table
4.2). None of Group 1 for example, report three months to one year
duration of pain, with 2 - 10 years and more than 10 years pain duration
being reported by slightly less than two thirds and a third respectively.
Group 4, however, has one report of three months to one year of pain, with
more than a third reporting 1 - 5 years pain duration. Importantly, a quarter
of Group 4 also report more than 15 years pain duration, but would not
been identified with chronic pain through current identification criteria in
general practice. The chi-square test suggests differences for duration of

pain may be statistically significant for Groups 1 and 4

Diagnostic profiles for the four groups can to some extent be explained by
purposive sampling criteria. The majority of Group 3, for example, report
no primary diagnosis, whilst Group 2 identify a range of diagnoses. The
majority of Group 1 and nearly a third of Group 4 have primary musculo-
skeletal diagnoses. Group 4 has the highest percentage reporting
secondary diagnoses with the highest percent being musculo-skeletal
diagnoses, whilst Groups 1 and 2 have a range of secondary diagnoses.
The chi-square test suggests differences for primary and secondary

diagnoses may be highly statistically significant for groups.

Although the chi-square test initially appears to demonstrate statistical
significance for a number of demographic variables, limitations of sample
size are such that it is not possible to conclusively state that statistical
significance is evident. However, the data analysis does indicate that
statistical significance may be achieved for these variables with a larger
sample size, and such findings are summarised within this context. Whilst
a larger sample size is beyond the exploratory and descriptive nature of
this study, the findings do indicate the need for further large-scale studies.

" Other demographic profiles of interest such as those relating to gender
and marital status, which do not indicate statistical significance, are also
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evident between groups and practices. Overall, however, the findings
presented in this chapter highlight the generality of pain in terms of
variables such as gender, age, family, occupation, diagnosis and
geographical situation. Whilst some differences between groups may be
explained by purposive sampling criteria and/or socio-biological factors,
others provide further insight into differences between groups of patients
who present to their GP with a broad range of diagnoses, with or without
pain. Of particular interest are comparisons between the two groups of
chronic pain patients. This study therefore confirms that pain is a very
common symptom, which warrants automatic enquiry on any form of

routine health-status assessment and further research in general practice.
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Profile

Group 1

Group 2

Group 3

Group 4

Gender

Male:

47 5% (n=19) | Male: 37.5% (n=15) | Male: 55.0% (n=22) | Male: 31.1% (n=5)
Female: 52.5% (n=21) | Female: 62.5% (n=25) | Female: 45.0% (n=18) | Female: 68.8% (n=11)
Age ** < 35 years: 7.5% (n=3) < 35years. 22.5% (n=9) < 35years. 22.5% (n=9) <35years: 6.3% (n=1)
35-54 years: 27.5% (n=11) | 35-54 years: 25.0% (n=10) | 35-54 years:  50.0% (n=20) 35-54 years: 56.3% (n=9)
55-64 years: 37.5% (n=15) | 55-64 years: 30.0% (n=12) | 55-64 years: 12.5% (n=5) | 55-64 years: 18.8% (n=3)
> 64 years. 27.5% (n=11) | > 64 years: 22.5% (n=9) > 64 years: 15.0% (n=6) > 64 years: 18.8% (n=3)
Marital status Married: 62.5% (n=25) | Married: 57.5% (n=23) | Married: 77.5% (n=31) | Married: 81.3% (n=13)
Single: 10.0% (n=4) | Single: 20.0% (n=8) | Single: 15.0% (n=6) | Single: 12.5% (n=2)
Widowed: 5.0% (n=2) | Widowed: 5.0% (n=2) | Widowed: 2.5% (n=1) | Widowed: -
Divorced/sep: 22.5% (n=9) | Divorced/sep: 17.5% (n=7) | Divorced/sep: 5.0% (n=2) Divorced/sep: 6.3% (n=1)
Dependants ** Have dep/dant: 20.0% (n=8) | Have dep/dant: 30.0% (n=12) | Have dep/dant: 55.0% (n=22)

Have dep/dant: 37.5% (n=6)

<19yrs: 69.2% (n=9) | <19 yrs: 100.0% (n=24) | < 19 yrs: 89.7% (n=35) | <19 yrs: 83.3% (n=6)

Employment status * Full-time: 12.5% (n=5) | Full-time: 17.5% (n=7) | Full-time: 50.0% (n=20) | Full-time: 37.5% (n=6)
Part-time: 2.5% (n=1) | Part-time: 25.0% (n=10) | Part-time: 17.5% (n=7) | Part-time: 18.8% (n=3)

Unemployed: 37.5% (n=15) | Unemployed: 27.5% (n=11) | Unemployed: 12.5% (n=5) Unemployed:  6.3% (n=1)

Retired: 47.5% (n=19) | Retired: 30.0% (n=12) | Retired: 20.0% (n=8) Retired: 37.5% (n=6)

Primary * Secondary *

2° musc/skel:

15.5% (n=6)

2° cardiolvasc. 12.5% (n=5)

2° gastro-int:

2.5% (n=1)

2° musc/skel:

SOC/SEC No occupation: 17.5% (n=7) | No occupation: 5.0% (n=2) | No occupation: 7.5% (n=3) | No occupation: 12.5% (n=2)

Person/protect: 22.5% (n=9) | Clerical/sec: 30.0% (n=12) | Asoc. profitech:22.5% (n=9) Gp 1-3 occs: all 18.8% (n=3)
Impact of pain: marital / | Alt. marital: 15.0% (n=6) N/A - NO PAIN N/A - NO PAIN Alt. marital: 6.3% (n=1)
employment status Alt. employ/t:  60.0% (n=24) Alt. employ/t:  37.5% (n=6)
Duration of pain ** < 2 years: 7.5% (n=3) N/A - NO PAIN N/A - NO PAIN < 2 years: 37.5% (n=6)

> 10 years: 30.0% (n=12) > 10 years: 25.1% (n=4)
Major clinical diagnosis | 1° musc/skel: 92.5% (n=37) 1° thoracic:  25.0% (n=10) | 1° cardioivasc: 5.0% (n=2) | 1° musc/skel:  31.3% (n=5)

43.8% (n=7)

* Chi-square test suggests high statistical significance (p < 0.005)

_Table 4.2. Summary of demographic profiles for Groups
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Profile Hastings Lewisham
Gender Male: 44.8% (n=30) | Male: 44.9% (n=31)
Female: 55.2% (n=37) | Female: 55.1% (n=38)
Age <35years. 16.4% (n=11) | < 35years: 15.9% (n=11)
35-44 years: 20.9% (n=14) | 35-44 years: 17.4% (n=12)
45-54 years.  22.4% (n=15) | 45-54 years: 13.0% (n=9)
55-64 years. 26.9% (n=18) | 55-64 years: 24.6% (n=17)
> 64 years. 13.4% (n=9) > 64 years. 29.0% (n=20)
Marital status Married: 61.2% (n=41) | Married: 73.9% (n=51)
Single: 16.4% (n=11) | Single: 13.0% (n=9)
Widowed: 3.0% (n=2) | Widowed: 4.3% (n=3)
Divorced/sep: 19.4% (n=13) | Divorced/sep: 8.7% (n=6)
Dependants Have dep/dant:34.3% (n=33) | Have dep/dant:36.2% (n=35)
<19 yrs: 88.4% (n=38) | <19 yrs: 90.0% (n=36)
Employment status Full-time: 34.3% (n=23) | Full-time: 21.7% (n=7)
Part-time: 13.4% (n=9) | Part-time: 17.4% (n=12)
Unemployed: 25.4% (n=17) Unemployed: 21.7% (n=15)
Retired: 26.9% (n=18) | Retired: 39.1% (n=27)

SOC/SEG **

No occupation: 13.4% (n=7)

No occupation:

7.2% (n=5)

Clerical/sec:  17.9% (n=12) | Clerical/sec. 20.3% (n=14)
Person/protect:17.9% (n=12)
Impact of pain: marital / | Alt marital. _14.8% (n=4) | Alt. marital:  10.3% (n=3)
employment status Alt. employ/t: 63.0% (n=17) | Ait employ/t:  44.8% (n=13)
(Groups 1 and 4)
Duration of pain < 2 years: 22.2% (n=6) | < 2 years: 10.3% (n=3)
(Groups 1 and 4) > 10 years: 25.9% (n=7) | > 10 years: 31.0% (n=9)

Major clinical diagnosis

1° musc/skel: 37.3% (n=25)

2° musc/skel:

10.4% (n=7)

1° musc/skel:
2° musc/skel:

26.1% (n=18)
14.5% (n=10)

** Chi-square test suggests statistical significance (p < 0.05)

Table 4.3. Summary of demographic profiles for practices
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5. FINDINGS FROM THE McGILL PAIN QUESTIONNAIRE

5.1. Introduction

Analysis of MPQ data follows previously described recommendations in
relation to dimensions, pain intensity scale, coding and scoring methods
(see 3.3.2, pages 64 - 71). Findings presented comprise information
obtained from the introductory section and Parts 1 - 4 of the MPQ (see
Appendix B), which relate to the total pain experience at the time of
interview. Due to the purposive sampling criteria, it could be anticipated
that Groups 2 and 3, who have other unrelated medical conditions or who
are supposedly fit and well, would not be eligible to completé the
questionnaire because pain is unlikely to be present at the time of
interview. It could, however, be anticipated that Groups 1 and 4 are more
likely to complete the MPQ and should show similar results because both
groups report a history of chronic pain when interviewed. Findings from the
MPQ are therefore presented in the following format:

5.2. MPQ total/dimension descriptor scores
5.3. Sites of pain

5.4. Pain intensity

5.5. Pattern of pain over time

5.6. Factors that affect pain

5.7. Summary

5.2. MPQ total/dimension descriptor scores

The MPQ descriptor scores comprise a total descriptor score and sensory
(S), affective (A) and miscellaneous (M) dimension scores (see 3.3.2,
pages 65 - 68). The three scoring methods described in the development
of the MPQ are those of weighted rank value (WRV), scale value (SV),
and rank value (RV). All three scoring methods have been utilised in order
to ascertain if any similarites and/or differences are observed. As
described (see 3.8, pages 88 - 89), tests of statistical significance for
nonparametric data include the Mann-Whitney test, as only Groups 1 and

4 meet the criteria that pain is present at interview, and the chi-square test.
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5.2.1. Groups and practices
Total descriptor and dimension scores confirm that Groups 1 and 4
comprise patients with chronic pain, with only two Group 4 patients not

having pain at the time of interview (see Figures 5.1 and 5.2).
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Figure 5.1. MPQ total descriptor scores for groups and practices

Consistently higher scores are found for Group 1 than Group 4 (for
example WRV mean total scores = 30.03 vs. 10.47 respectively). The low
Group 2 pain scores (WRV mean = 0.85) can be explained by four reports
of acute pain at interview. Similar profiles are evident for the two practices,
although the Hastings practice has slightly higher total descriptor, sensory,
and miscellaneous dimension scores for Groups 1 and 4 than the
Lewisham practice (for example WRV mean total scores: 25.48 vs. 23.48
respectively) (see Figures 5.1 and 5.3). The Mann-Whitney test, which
ranks the scores for two independent groups and provides mean rank
scores for each group, suggests differences for all total descriptor,
sensory, affective and miscellaneous dimension scores may be highly
statistically significant only for Groups 1 and 4 (WRV, SV and RV for all

scores: Asymp. Sig. (2-tailed) < 0.002) (see Appendix N, 1 and 2).
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Figure 5.2. MPQ dimension scores for Groups 1 and 4
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Figure 5.3. MPQ dimension scores for practices (Groups 1 and 4)

With the exception of lower RV (A) scores for Group 1, only small

differences are observed for the different scoring methods (for example,
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mean sensory dimension scores for Group 1: WRV = 15.03, SV = 15.64,
RV = 16.25). For the purposes of this study therefore, only MPQ data for
Groups 1 and 4 will be further described, and MPQ scores will utilise only
the WRV method, which is generally recognised as the more recent and
accurate method than the SV and RV methods (see 3.3.2, pages 65 - 67).

5.2.2. Clinical diagnoses

Primary gastro-intestinal/biliary diagnoses consistently have the highest
MPQ total descriptor and dimension scores (total = 47.46, (S) = 25.36, (A)
= 10.98, (M) = 8.09) (see Figure 5.4). However, the limitations of this
finding should be recognised with only one patient from Groups 1 and 4 in

this diagnostic group.

Mean scores
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Figure 5.4. MPQ total/dimension scores for 1°diagnoses (Groups 1 and 4)

The second highest scores are consistently for musculo-skeletal
diagnoses (total = 28.11, (S) = 14.32, (A) = 6.72, (M) = 494, n = 42).
Although neurological diagnoses score the third highest affective

dimension score, this is not reflected for the other scores (total = 14.16, (S)
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= 6.64, (A) = 4.52, (M) = 1.31; n = 3). Whilst mental health diagnoses have
the third highest total descriptor and sensory dimension scores, there is no
score for the affective dimension (total = 18.75, (S) = 13.14, (A) = 0.00, (M)
= 3.59). Such a pattern is also found for gynaecology/urology/obstetrics
diagnoses, which have the next highest total score (total = 14.72, (S) =
8.03, (A) = 0.00, (M) = 3.66). However, the limitations of such findings

should again be recognised, with only one patient in each of these groups.

Although secondary gastro-intestinal/biliary diagnoses have the highest
total descriptor, affective and miscellaneous dimension scores (total =
34.53, (A) = 8.34, (M) = 8.26), secondary thoracic diagnoses have the
highest sensory dimension scores (see Figure 5.5). The limitations of such
findings should again be recognised, with only one and two patients
respectively in each of these diagnostic groups. Musculo-skeletal
diagnoses have the second highest total descriptor and affective
dimension scores (total = 29.01, (A) = 4.52, n = 13), but rank only fourth

for both sensory and miscellaneous dimensions.
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Figure 5.5. MPQ total/dimension scores for 2 ° diagnoses (Groups 1 and 4)
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5.3. Sites of pain
5.3.1. Patterns of pain distribution

The body diagram in Part 1 of the MPQ (see Appendix B) is utilised by the
patient to mark areas of the body where pain is experienced at the time of
interview. The number of pain sites for Groups 1 and 4 is found to cover a
broad range (Group 1 = 1 - 17, Group 4 = 0 - 9). Differences are evident
between the two groups, with the majority of Group 4 (56.3%, n = 9)
reporting one site of pain and only 12.5 per cent (n = 2) reporting 6 - 10
sites. Group 1, however, report greater numbers of pain sites overall, with
the majority reporting more than one site (for example: 3 - 5 sites = 30.0%,
6 - > 10 sites = 35.0%, n = 12 and 14 respectively) (see Figure 5.6).
Comparing practices, the Hastings practice report more sites of pain than
the Lewisham practice overall (for example: 6 - 10 sites = 25.9% vs.
13.8%, n =7 and 4; > 10 sites = 14.8% vs. 3.4%, n = 4 and 1 respectively)
(see Figure 5.6).
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Figure 5.6. No. of pain sites: % for Groups 1 and 4 and practices

The primary sites of pain identified by Groups 1 and 4 are grouped into 13
anatomical areas (see Figure 5.7). Although a percentage of patients in
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both groups identify more than one primary site of pain, a higher
percentage is found for Group 1 than Group 4 (65.0% vs. 12.5%, n = 26
and 2 respectively). The greater percentage of pain sites overall within
Group 1 is also reflected in 40 per cent of Group 1 (n = 16) reporting three
or more primary sites of pain compared to only one Group 4 patient.
Primary sites of pain differ between Groups 1 and 4, particularly in relation
to those most commonly reported by Group 1 (for example: lower back =
575% vs. 6.3%, n = 23 and 1; legs = 27.5% vs. 6.3%, n = 11 and 1
respectively) (see Figure 5.7). The most common primary site of pain for
Group 4 is that of pelvis/hips (31.3%, n = 5).

60

50+

40

3041

% within group

20+

104

(RN

Face Head Neck Shfer Chest Abdo U/bck Libck Pe/hip Arms Hand Legs Feet

‘ B Group 1 BGroup4

Figure 5.7. 1°pain sites: % for Groups 1 and 4

Although a percentage of patients in both practices identify more than one
primary site of pain, a higher percentage is found in the Hastings practice
than the Lewisham practice (63.0% vs. 38.0%, n = 17 and 11 respectively)
(see Figure 5.8). A higher percentage of the Hastings practice reporting
three or more primary sites of pain than the Lewisham practice (37.0% vs.

24.0%, n = 10 and 7 respectively) also reflects the greater percentage of
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pain sites overall in the Hastings practice. The most common primary site
of pain for the Hastings practice and the Lewisham practice is the lower
back (55.6% and 31.0%, n = 15 and 9 respectively). However, the next
most common primary sites of pain differ between the two practices
(Hastings = pelvis/hips, 48.1% vs. Lewisham = shoulder, 20.7%, n = 13
and 6 respectively) (see Figure 5.8).
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Figure 5.8. 1°pain sites: % for practices (Groups 1 and 4)

Secondary sites of pain identified by Groups 1 and 4 are grouped into 10
anatomical areas (see Figure 5.9), with a higher percentage of Group 1
reporting secondary sites than Group 4 (50.0% vs. 18.8%, n = 20 and 3
respectively). Whilst this would again reflect the greater percentage of pain
sites overall reported by Group 1, the same percentage of patients in
Groups 1 and 4 report three or more secondary sites of pain (12.5%, n =5
and 2 respectively). Although Groups 1 and 4 report the same most
common secondary site of pain (legs = 27.5% and 12.5%, n = 11 and 2
respectively), differences are found for other secondary sites. Group 1, for

example, report pelvis/hips to be the next most common site (22.5%, n =9
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vs. 0% respectively), whilst Group 4 report shoulder, hands and feet to be

equally as common as legs (all 4 sites = 12.5%, n = 2).
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Figure 5.9. 2°pain sites: % for Groups 1 and 4

A similar percentage in the Hastings practice and the Lewisham practice
report secondary sites of pain (40.7% and 41.4%, n = 11 and 12
respectively) (see Figure 5.10). However, a higher percentage of the
Hastings practice report more than one secondary site of pain than the
Lewisham practice (for example: > 1 site = 33.3% vs. 20.7%, n = 9 and 6;
> 3 sites = 18.5% vs. 6.9%, n = 5 and 2 respectively). This again reflects
the higher percentage of pain sites in the Hastings practice overall. The
two most common secondary sites of pain are the same for the Hastings
practice and the Lewisham practice (for example: legs = 29.6% and
17.2%, n = 8 and 5; pelvisthips = 18.5% and 13.8%, n = 5 and 4
respectively). The Lewisham practice equally report the second most

common secondary site of pain to be the hands (13.8%, n = 4).
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Figure 5.10. 2°pain sites: % for practices (Groups 1 and 4)
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Figure 5.11. 39, 4° & 5°pain sites: % for Groups 1 and 4 and practices

All additional sites of pain are grouped into six anatomical areas and only

reported by Group 1 (22.5%, n = 9) (see Figure 5.11). The most common
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additional sites of pain are the legs and feet (both sites = 7.5%, n = 3), with
more than one additional pain site reported by only one patient (3° sites =
2, 4° site = 1). Additional pain sites are reported by a higher percentage of
the Hastings practice than the Lewisham practice (for example: 22.2%, n =
6 vs. 10.3%, n = 3; feet = 11.0% vs. 0% respectively), again reflecting the

greater percentage of pain sites reported by the Hastings practice overall.

Discussion is evident in the literature about the relationship of sites of pain
with age and occupation (see 2.2, pages 11 - 13). Comparing sites of pain
with age, the face, head, chest, upper back and abdomen only have small
numbers for each age group (Groups 1 and 4: all < 4). The highest
percentage with neck pain are 45 - 54 years (38.5%, n = 5), whilst low
back, hand, leg and pelvis/hip pain are highest for 55 - 64 years (37.0%,
35.7%, 35.5% and 33.3%; n = 10, 5, 10 and 9, respectively) (see Figure
5.12). Arm and foot pain are highest for 45 - 54 years and 55 - 64 years
respectively (30.0% and 29.4%, n = 3 and 5), whilst shoulder pain is
highest for 55 - 64 years and over 64 years (both = 29.4%, n = 5).

100% -
90%
80% 1~
70%
60% |

50% 1

40% |
30%
20% -
10% -

0% - . :
Face Head Neck Shfer Chest Abdo U/bck L/bck Pe/hip Arms Hand Legs Feet

‘ B> 35 years [@M35-44 years E45-54 years I:ISS-64 years HE> 64 years

Figure 5.12. Age groups: % for pain sites
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Comparing sites of pain with occupations, the face, head, chest, upper
back and abdomen only have small total numbers for each SOC (Groups 1
and 4: all < 4) (see Figure 5.13). The highest percentage with no
occupation have arm pain (50.0%, n = 5), although several other sites
have more than a quarter reporting no occupation (for example: shoulder =
29.4% hands = 28.6%, pelvisthips = 25.9%; n = 5, 4 and 7). Neck,
shoulder and low back pain are highest for personal/protective services
(38.5%, 29.4% and 22.5%; n = 5, 5 and 6 respectively), whilst the highest
percentage with hand, leg and pelvis/hip pain are clerical/secretarial
occupations (35.7%, 25.0%, 18.5%; n = 5, 7 and 5 respectively). Both
these occupational groups are also equal highest for foot and arm pain
(feet = 23.5% and arms = 20.0%, n = 4 and 2 respectively).
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Figure 5.13. SOC: % for pain sites (see Appendix L for SOC descriptor)

The chi-square test suggests differences for the number of pain sites and
lower back pain may be highly statistically significant (p < 0.003), and leg
pain may be statistically significant (p = 0.028) for Groups 1 and 4. Pelvis/

hip pain is also suggested to be highly statistically significant for practices
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(p < 0.002) and foot pain statistically significant for age (p = 0.024).
However, more large scale studies would be required to confirm statistical

significance, due to some cells having less than the expected count (see

Appendix O, 1-95).

5.3.2. MPQ total/dimension scores for sites of pain

The highest total descriptor, affective and miscellaneous dimension scores
are for 7 and 10 sites of pain (total = 59.01 and 52.25; (A) = 20.24 and
18.37; (M) = 14.73 and 9.38 respectively, both n = 1), with the highest
sensory dimension score for 5 sites of pain (20.79, n = 3) (see Figure
5.14). However, the limitations of such findings should be recognised due

to the small numbers in these groups.

Mean scores
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Figure 5.14. MPQ total/dimension scores for no. pain sites (Groups 1 & 4)

Although one site of pain has the lowest MPQ scores for all but the

affective dimension (mean: total = 15.43, (S) = 8.40, (M) = 2.39), there is

no support for more pain sites causing increasingly greater effect and

distress (see 2.5.1, pages 31 - 32). For example, 2 sites of pain has higher
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total and dimension scores than either 4 or 6 sites (for example 2 vs. 6
sites mean scores: total = 33.00 vs. 29.89; (S) = 17.30, vs. 14.92; (A) =
7.41 vs. 6.56; (M) = 5.26 vs. 4.71; n = 9 and 6 respectively). Although only
one patient has eight sites of pain, it is of note that this high number of

sites has no score for the affective dimension.

The highest total descriptor scores are for the face and head (37.47 and
37.15, n = 3 and 4 respectively), whilst chest and abdomen have the two
lowest scores (16.91 and 18.12 respectively, both n = 3) (see Figure 5.15).
However, the limitations of such findings should be recognised due to the
small number with these sites of pain. All other pain sites have a similar
range of total descriptor scores, with the lowest score being for arms and
the highest for feet (27.65 and 31.05, n = 10 and 17 respectively).

Mean scores

BEWRYV total score . ‘

Figure 5.15. MPQ total descriptor scores for pain sites

Comparing dimension scores, face and head again have the highest
sensory dimension scores (18.11 and 17.40 respectively) (see Figure
5.16). Although the head also has the highest affective dimension score
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(11.27), upper back has the second highest score (9.51, n = 3), with the
face being only third highest (8.90). However, the limitations of such
findings should be recognised due to the small number with these sites of
pain. The highest miscellaneous dimension scores are for lower back and
feet (both = 5.80, n = 25 and 17 respectively). Whilst the chest is the
lowest score for both sensory and miscellaneous dimensions (7.39 and
1.81 respectively) and abdomen the lowest score for the affective
dimension (3.66), no other pattern is evident for differences in pain sites.
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Figure 5.16. MPQ dimension scores for pain sites

5.4. Pain intensity
As previously described (3.3.2, pages 64 - 65), the five-point MPQ pain

intensity scale is derived from words validated as representing increasing
pain intensity during development of the MPQ (see Table 5.1). The
intensity of pain at time of interview differs for Groups 1 and 4, with a
higher percentage of Group 1 reporting a greater intensity of pain than
Group 4 (for example level > 3: 20.0%, n = 8 vs. 0% respectively) (see

Figure 5.17).
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Pain intensity level

Representative word

Mild

Discomforting

Distressing

Horrible

g Al W N -

Excruciating

Table 5.1. The five-point MPQ pain infensity scale

A higher percentage of Group 1 also report the greater of the two lower

intensity levels, whilst both lower levels are reported equally for Group 4
(level 1 =27.5% vs. 50.0%, level 2 = 52.5% vs. 50.0%; n = 11, 7, 21 and 7

respectively). Similar patterns of present pain intensity are found for both

practices, with lower and higher pain intensity levels reported by the same

number in both the Hastings and Lewisham practices (for example levels 1
-2 =85.1% and 85.2%, both n = 23) (see Figure 5.17).
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Figure 5.17. Present pain intensity: % for Groups 1 and 4 and practices

Worst ever pain intensity differs for Groups 1 and 4, with a higher

percentage of Group 1 reporting a greater level than Group 4 (level 5 =
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55.0% vs. 28.6%, n = 22 and 4 respectively) (see Figure 5.18). The
highest percentage of Group 4 report level 3 as worst ever pain intensity
(42.9%, n = 6). Similar patterns are found for the worst ever pain intensity
in both practices, with only a slightly greater mid-intensity report for the
Hastings practice than the Lewisham practice (level 3 = 25.9% vs. 37.0%,
level 4 = 18.5% vs. 11.1%, n =7, 10, 5 and 3 respectively).
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Figure 5.18. Worst ever pain intensity: % for Groups 1 and 4 and practices

Although worst pain experiences overall show a higher percentage of
Group 1 reporting a greater intensity than Group 4, this pattern does not
appear to be reflected as clearly for site-specific worst ever pain
experiences. A higher percentage of Group 4, for example, report greater
pain intensity for worst ever stomach-ache than Group 1 (levels 4 and 5 =
64.3% vs. 50.0%, n = 9 and 20 respectively) (see Figure 5.19). Only a
slightly higher percentage of Group 1 also report greater pain intensity for
toothache and headache than Group 4 (levels 4 and 5 = 77.5% vs. 71.4%
and 57.5%, vs. 50.0%, n = 31, 11, 23 and 7 respectively) (see Figures
5.20 and 5.21).
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Figure 5.19. Worst ever stomach-ache: % for Groups 1 & 4 and practices
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Figure 5.20. Worst ever toothache: % for Groups 1 and 4 and practices

130



45

% within group/practice

FGroup 1 EGroup4 O Hastings I Lewisham—|

Figure 5.21. Worst ever headache: % for Groups 1 and 4 and practices

Acknowledging the small numbers reporting face, head and abdomen
pain, there is an indication that the worst ever site-specific pain intensity
may be influenced by factors such as the current site of pain. All those
reporting the current site of pain to be abdominal, for example, score level
5 on the intensity scale for worst ever stomach-ache. Similarly, all four
patients who report the current site of pain to be the head score level 5 on

the intensity scale for the worst ever headache.

Both the Hastings practice and the Lewisham practice have a similar
percentage reporting greater levels of stomach-ache and headache (levels
4 and 5 = 54.5% vs. 51.8%, n = 15 and 14; both = 55.5%, n = 15
respectively) (see Figures 5.19 and 5.21). However, a higher percentage
of the Hastings practice report greater pain intensity for the worst ever
toothache than the Lewisham practice (levels 4 and 5 = 81.5% vs. 70.3%,
n = 22 and 19 respectively) (see Figure 5.20).

Group 1 report greater least ever pain intensity levels than Group 4 (level
0 = 2.5% vs. 28.6%, level 2 = 35.0% vs. 7.1%; n = 1, 4, 14 and 1
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respectively) (see Figure 5.22). The Hastings practice also report least
ever pain intensity levels than the Lewisham practice (level 1=556% vs.
66.7%, level 2 = 37.0% vs. 18.5%; n = 15, 18, 10 and 5 respectively).
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Figure 5.22. Least ever pain intensity: % for Groups 1 and 4 and practices

The chi-square test suggests differences only for least ever pain intensity
may be statistically significance only for Groups 1 and 4 (p = 0.012), but
more large scale studies would be required to confirm statistical
significance due to some cells having less than the expected count (see
Appendix O, 6).

5.5. Pattern of pain over time

Part 3 of the MPQ (see Appendix B) identifies nine words, which describe
how pain may change over time (see Table 5.2). Differences are found for
Groups 1 and 4 for descriptions of pain over time (see Figure 5.23). Group
1 use the descriptor ‘continuous’ most frequently (60.0% vs. 21.4% n = 24
and 3 respectively), with a higher percentage than Group 4 also utilising
‘steady’ and ‘constant. Group 4, however, use ‘intermittent’ most
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frequently, which is also second most common for Group 1 (64.3% vs.
42.5%. n = 9 and 17 respectively). Descriptions are similar for practices,
with three descriptors selected by the same percentage at both practices
(‘steady’, ‘rhythmic’ and ‘periodic’) (see Figure 5.24). Whilst the chi-square
test suggests differences only for ‘continuous’ pain may be statistically
significant only for Groups 1 and 4 (p = 0.013), more large scale studies
would be required to confirm statistical significance due to some cells

having less than the expected count (see Appendix O, 7).

Group 1 Group 2 Group 3
1a:Continuous 2a: Rhythmic 3a: Brief

1b: Steady 2b: Periodic 3b: Momentary
1c: Constant 2c¢: Intermittent 3c: Transient

Table 5.2. MPQ words used to describe the pattern of pain over time
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Figure 5.23. Pattern of pain over time: % for Groups 1 and 4 (see Table

5.2 for word descriptors)
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Figure 5.24. Pattern of pain over time: % for practices (see Table 5.2 for

word descriptors)

5.6. Factors that affect pain

5.6.1. Factors that relieve pain

Groups 1 and 4 report taking a total of 16 different analgesics prior to
interview, which are classified into five groups (British Medical Association
and The Royal Pharmaceutical Society of Great Britain 2002) (see Table
5.3 and Appendix P). A higher percentage of Group 4 report taking no
primary analgesia than Group 1 (87.5% vs. 27.5%, n = 14 and 11
respectively), with greatest utilisation of primary analgesics for Group 1
being compound analgesics and NSAIDs (35.0% and 27.5%, n = 14 and
11 respectively) (see Figure 5.25). Although the literature highlights
concern over multiple medications (see 2.5.1, pages 33 - 34), only three

Group 1 patients report taking secondary therapeutic analgesics.

The Lewisham practice have a higher percentage who report taking no

primary analgesic than the Hastings practice (51.7% vs. 37.0%, n = 15 and
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10 respectively). Of particular importance are differences in utilisation of
primary analgesics in the two practices, with a higher percentage of the
Hastings practice utilising NSAIDs than the Lewisham practice (37.0% vs.
6.9%, n = 10 and 2 respectively) (see Figure 5.25). A higher percentage of
the Lewisham practice, however, utilise compound analgesics than the

Hastings practice (31.0% vs. 22.2%, n = 9 and 6 respectively).

Major therapeutic group

1° simple analgesics

1° compound analgesics

1° non-steroidal anti-inflammatories (NSAIDs)

1° miscellaneous therapies

1° aromatherapy

2° compound analgesics

2° non-steroidal anti-inflammatories (NSAIDs)

1° = main therapy, 2° = other additional therapies

Table 5.3. Major therapeutic groups for 1°and 2° analgesic therapies
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Figure 5.25. 192 ° analgesic therapies: % for Groups 1 and 4 and practices
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For those reporting administration of analgesic therapy prior to interview, a
broad time band is evident (5 minutes - 11 hours) (see Figure 5.26). The
majority of Groups 1 and 4, however, report administration within the
previous four hours (79.3% and 100%, n = 23 and 2 respectively). A higher
percentage of the Hastings practice administer analgesic therapy within
two hours than the Lewisham practice (58.8% vs. 42.8%, n = 10 and 6

respectively) (see Figure 5.26).
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Figure 5.26. Time analgesic taken prior to interview: % for Groups 1 and 4

and practices

Group 1 and 4 report a total of 24 different factors that relieve pain, which
are classified into 10 groups (see Table 5.4 and Appendix Q). The highest
percentage in both Groups 1 and 4 report analgesia/medication (1< 3) as
the primary factor that relieves pain (32.5% and 25.0%, n = 13 and 4
respectively) (see Figure 5.27). Differences for other primary pain relieving
factors are evident, with Group 1 reporting decreased activity (7 2) and
postural change (72 1) as the next most reported (17.5% and 15.0% n =7
and 6 respectively). Group 4, however, equally reports postural change

(1° 1), complementary therapy (79 5) and topical/local therapy (717 6)
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(12.5%, n = 2). Both groups also have reports of nothing that relieves pain

(12 10) (10.0% and 6.3%, n = 4 and 1 respectively).

Group code Major group of pain relief factors
1°:1,2%:1,3%: 1 Postural change

q°: 2,22, 3°: 2 Decreased activity

1°: 3, 2°: 3, 3°: 3, 4°: 1 Analgesia/medication
1°: 4 Sleep

1% 5,4°; 2 Complementary therapy
1°: 6,2°: 4,3°: 4 Topical/local therapy
1004 Increased activity

1°: 8 Psychologicél therapy
1°: 9 Alcohol

1°: 10 Nothing

1° = primary pain relieving factor, 2°, 3° and 4° = additional factors

Table 5.4. Groups of factors that relieve pain for Groups 1 and 4
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Figure 5.27. 1°factors that relieve pain: % for Groups 1 and 4 (see Table

5.4. for description of factors)
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The highest percentage in both practices report analgesia/medication (1<
3) to be the primary factor that relieves pain (33.3% and 27.6%, n = 9 and
8 respectively). The second most common factor is postural change (1% 1)
for the Hastings practice and topical/local therapy (1< 6) for the Lewisham
practice (22.2% and 17.2%, n =6 and 5 respectively). Decreased activity
(12 2) is the third highest factor for both practices (14.8% and 13.8%

respectively, both n = 4) (see Figure 5.28).
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Figure 5.28. 1° factors that relieve pain: % for practices (see Table 5.4 for

description of factors)

A higher percentage of Group 1 consistently report the use of all additional
pain relief factors than Group 4 (for example 2° factors: 55.0% vs. 12.5%,
n = 22 and 2 respectively) (see Figure 5.29). The highest percentage of
secondary pain relief factors reported for Group 1 are equally decreased
activity (22 2), topical/local therapy (2° 4) and analgesia/medication (2% 3)
(all = 15.0%, n = 6). Analgesia/medication is also the only secondary pain
relief factor (22 3) for Group 4 (12.5%, n = 2), and the most common
tertiary pain relief factor for Group 1 (3% 3) (15.0%, n = 6).
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Figure 5.30. 29 3°and 4° factors that relieve pain: % for practices (see

Table 5.4 for description of factors)
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The Hastings practice consistently has a higher percentage reporting the
use of additional pain relief factors than the Lewisham practice (for
example 2° factors: 55.6% vs. 31.0%, n = 15 and 9 respectively) (see
Figure 5.30). The most commonly reported secondary pain relief factors
are topicalflocal therapy (2% 4) and decreased activity (22 2) for the
Hastings practice (18.5% and 14.8%, n = 5 and 4 respectively) and
analgesia/medication (2% 3) for the Lewisham practice (17.2%, n = 5).
Analgesia/medication is also the most common tertiary pain relief factor
(3> 3) for the Hastings practice and the only tertiary factor for the

Lewisham practice (14.8 and 6.9%, n = 4 and 2 respectively).

The chi-square test suggests differences only for utilisation of analgesic
therapies prior to interview may be highly statistically significant for Groups
1 and 4 (p = 0.005), and approaching statistical significance for practices
(p = 0.054). Only use of secondary pain relief factors is also suggested to
be statistically significant only for Groups 1 and 4 (p = 0.039). However,
more large scale studies would be required to confirm statistical
significance due to some cells having less than the expected count (see
Appendix O, 8 - 10).

5.6.2. Factors that exacerbate pain

Group 1 and 4 report a total of 23 different factors that exacerbate pain,
which are classified into 11 groups (see Table 5.5 and Appendix R). The
highest percentage in both Groups 1 and 4 report increased activity (12 2)
to be the primary factor that exacerbates pain (42.5% and 31.3%, n = 17
and 5 respectively) (see Figure 5.31). The second highest factor for
Groups 1 and 4 is postural change (12 1) (22.5% and 12.5%, n = 9 and 2
respectively), which is also equal with gastro-intestinal factors (1< 7) for
Group 4. A percentage of Groups 1 and 4 also report that nothing in
particular (72 10) exacerbates their pain (15.0% and 6.3%, n = 6 and 1

respectively).
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Group code Group of factors that exacerbate pain
1°: 1, 2°: 1, 3°: 1, 4°: 1 | Postural change

19: 2.2%.3: 3t 3 Increased activity
1°: 3, 3°: 4 Lifting / carrying

1°: 4, 2°: 4 Local pressure

1°: 5, 2°: 5 Psychological

1°: 6, Coughing / sneezing
4°: 7, 3%: 5 Gastro-intestinal

1°: 8 Alcohol

12;: 9 Weather

1°: 10, 2°: 6 Nothing

272,371 2 Decreased activity

1° = primary factor which exacerbates pain, 2°, 3° and 4° = additional factors

Table 5.5. Groups of factors that exacerbate pain for Groups 1 and 4
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Figure 5.31. 1° factors that exacerbafe pain: % for Groups 1 and 4 (see

Table 5.5 for description of factors)
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Both the Hastings practice and the Lewisham practice report increased
activity (1° 2) to be the most common primary factor that exacerbates pain
(55.6% and 24.1%, n = 15 and 7 respectively), with postural change the
second most common factor (25.9% and 13.8%, n = 7 and 4 respectively)

(see Figure 5.32).
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Figure 5.32. 1°factors that exacerbate pain: % for practices (see Table 5.5

for description of factors)

A higher percentage of Group 1 consistently report additional factors that
exacerbate pain than Group 4 (for example 2° factor: 45.0% vs. 18.8%, n =
18 and 3 respectively) (see Figure 5.33). The highest percentage of
secondary factors that exacerbate pain are postural change (29 1) for
Group 1 and increased activity (2 2) for Group 4 (25.0% and 12.5%, n =
10 and 2 respectively). Postural change (2% 1) is also the only other

secondary factor that exacerbates pain for Group 4 (6.3%, n = 1).

A similar percentage in the Hastings practice and the Lewisham practice
report secondary factors that exacerbate pain (37.0% vs. 37.9%, n = 10

and 11 respectively) (see Figure 5.34).
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Figure 5.33. 2 3°and 4° factors that exacerbate pain: percentage within

Groups 1 and 4 (see Table 5.5 for description of factors)
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Figure 5.34. 29 3° and 4° factors that exacerbate pain: % for practices

(see Table 5.5 for description of factors)
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However, slightly more of the Hastings practice report third and fourth
factors that exacerbate pain than the Lewisham practice (11.1% vs. 6.8%,
n=3and2 3.7%, n =1 vs. 0% respectively). The two most commonly
reported secondary factors that exacerbate pain for both the Hastings
practice and the Lewisham practice are postural change (22 1) (14.8%
and 24.1%, n = 4 and 7 respectively) and increased activity (22 2) (7.4%
and 6.9% respectively, both n = 2). Psychological factors (2 5) are also

equal with increased activity in the Hastings practice.

Whilst the chi-square test suggests differences only for primary factors that
exacerbate pain may be statistically significant only for Groups 1 and 4 (p
= 0.050), more large scale studies would be required to confirm statistical
significance due to some cells having less than the expected count (see
Appendix O, 11).

5.7. Summary
Group 1 has consistently higher total descriptor and sensory, affective and

miscellaneous dimension scores than Group 4 (see Table 5.6). The
number of pain sites for Groups 1 and 4 covers a broad range, however,
the majority of Group 4 report one site of pain and the majority of Group 1
more than one site of pain (see Table 5.6). The Mann-Whitney test
suggests differences for total descriptor scores and sensory, affective and
miscellaneous dimension scores may be highly statistically for Groups 1
and 4. The chi-square test suggests differences for the number of pain

sites may be statistically significant for Groups 1 and 4.

A higher percentage of Group 1 report more than one primary site of pain
than Group 4 (see Table 5.6). Primary sites of pain differ for Groups 1 and
4, particularly in relation to the lower back and legs, which are most
commonly reported by Group 1. The most common primary site of pain for
Group 4 is that of pelvis/hips (see Table 5.6). Group 1 also has a higher
percentage reporting secondary sites of pain than Group 4. Although both

groups report legs as the most common secondary site of pain, Group 1
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reports pelvis/hips as the next most common site, whilst Group 4 report
shoulder, hands and feet to be equally as common as Iégs. All additional
sites of pain are only reported by Group 1, with legs and feet the most
common sites of pain (see Table 5.6). For all pain sites, the chi-square test
suggests differences for lower back pain may be highly statistically
significant and leg pain may be statistically significant for Groups 1 and 4.

Group 1 reports greater least ever pain intensity levels than Group 4 (see
Table 5.6). Group 1 also uses the descriptor ‘continuous’ most frequently,
with a higher percentage than Group 4 utilising the words ‘steady’ and
‘constant’ (see Table 5.6). Group 4, however, uses the descriptor
‘intermittent’ most frequently, which is also the second most common
descriptor for Group 1. The chi-square test suggests differences for least
ever pain intensity and ‘continuous’ pain over time may be statistically

significance for Groups 1 and 4,

Group 1 has a higher percentage utilising primary analgesic therapies than
Group 4, with greatest utilisation being compound analgesics and NSAIDs
(see Table 5.6). Only Group 1 utilises secondary analgesic therapies, with
a higher percentage than Group 4 also using more than one pain relief
factor. The most common secondary pain relief factors for Group 1 are
equally decreased activity, topical/local therapy and analgesia/medication,
with the latter also being the only secondary pain relief factor reported for
Group 4. The highest percentage in both Groups 1 and 4 report increased
activity as the primary factor that exacerbates pain, with the second
highest being postural change, which is equal with gastro-intestinal factors
for Group 4 (see Table 5.6). The chi-square test suggests differences for
utilisation of analgesic therapies may be highly statistically significant and
secondary pain relief factors and primary factors that exacerbate pain may

be statistically significant for Groups 1 and 4.

The Hastings practice has a higher percentage reporting more than one
primary site of pain than the Lewisham practice (see Table 5.7). The most
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common primary site of pain for both practices is the lower back, with the
next most common sites being pelvis/hips and shoulder respectively. Both
practices have a similar percentage reporting secondary sites of pain,
however the Hastings practice has a higher percentage reporting more
than one secondary site. The two most common secondary sites of pain
are legs and pelvis/hips for both practices, with hands being equal second
for the Lewisham practice. Additional pain sites are reported by a higher
percentage of the Hastings practice than the Lewisham practice (see
Table 5.7). For all pain sites, the chi-square test suggests differences only

for pelvis/hip pain may be highly statistically significant for practices.

A higher percentage in the Lewisham practice report taking no primary
analgesic than the Hastings practice (see Table 5.6). Of importance are
differences in utilisation of primary analgesics in the two practices, with a
higher percentage of the Hastings practice utilising NSAIDs than the
Lewisham practice. A higher percentage of the Lewisham practice,
however, utilises compound analgesics than the Hastings practice. The
chi-square test suggests differences for utilisation of analgesic therapies

may be approaching statistical significance for practices.

Comparing sites of pain with age, the highest percentage with neck pain
are 45 - 54 years, whilst low back, hand, leg and pelvis/hip pain are
highest for 55 - 64 years. Arm and foot pain are highest for 45 - 54 years
and 55 - 64 years, whilst shoulder pain is highest for 55 - 64 years and
over 64 years. The chi-square test suggests differences only for foot pain

may be statistically significance for age.

Other interesting, although not statistically significant findings, are evident

for MPQ profiles for Groups 1 and 4 and both practices (see Tables 5.6 -

5.8). Although Mann-Whitney and chi-square tests initially appear to

demonstrate statistical significance for a number of variables, the

limitations of sample size are such that it is not possible to conclusively

state that statistical significance is evident. However, the data analysis
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does indicate that statistical significance may be achieved for these
variables with a larger sample size, and such findings are summarised
within this context. Whilst a larger sample size is beyond the exploratory
and descriptive nature of this study, the findings do therefore indicate the
need for further large-scale studies to provide further insight into pain

profiles of chronic pain patients in the general practice population.
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MPQ profile Group 1 (n = 40) Group 4 (n = 16)
Total descriptor score * WRV: 30.0325 WRV: 10.4706
Sensory dimension * WRV: 15.0260 WRV: 6.7038
Affective dimension * WRV: 6.8278 WRV: 0.9038
Miscellaneous dimension * | WRV: 5.1253 WRV: 1.8531

Total number of pain sites ** 1 site:  15.0% (n=6) 1 site:  56.3% (n=9)

3- 5sites: 30.0% (n=12)
6->10 sites:35.0% (n=14)

3- 5sites: 6.3% (n=1)
6->10 sites:12.5% (n=2)

Primary site of pain > 1site:  65.0% (n=26) | > 1site:  12.5% (n=2)
lower back ** > 3 sites:  40.0% (n=16) | > 3 sites:  6.3% (n=1)
legs *** Low back: 57.5% (n=23) | Lowback: 6.3% (n=1)

Legs: 27.5% (n=11) | Legs: 6.3% (n=1)
Pelvis/hip: 25.0% (n=10) | Pelvisthip: 31.3% (n=5)
Secondary site of pain > 1site:  50.0% (n=20) | > 1 site: 18.8% (n=3)
> 3sites:  12.5% (n=5) | >3sites: 12.5% (n=2)
Legs: 27.5% (n=11) | Legs: 12.5% (n=2)
Pelvis/hip: 22.5% (n=9) | Pelvis/hip:  0.0%
Additional sites of pain >1site:  22.5% (n=9) | =1 site: 0.0%
Leg/feet.both 7.5% (n=3)
Present pain intensity Level 1: 27.5% (n=11) | Level 1:  50.0% (n=7)
Level >3: 20.0% (n=8) | Level>23: 0.0%
Worst ever pain Level 3: 27.5% (n=11) | Level 3:  42.9% (n=6)
Level 5: 55.0% (n=22) | Level § 28.6% (n=4)
Least ever pain *** Level O: 2.5% (n=1) | Level0: 28.6% (n=4)
Level2:  35.0% (n=14) | Level 2: 7.1% (n=1)

Pattern of pain
continuous ***

Continuous:60.0%(n=24)
Intermittent:42.5%(n=17)

Continuous:21.4% (n=3)
Intermittent.64.3% (n=9)

Analgesic therapy
primary **

Primary: 72.5% (n=29)
Secondary: 7.5% (n=3)
NSAIDs: 40.5% (n=16)
Compound:30.0% (n=12)

Primary: 12.5% (n=2)
Secondary: 0.0%
NSAIDs: 6.3% (n=1)

Compound: 6.3% (n=1)

Primary pain relief factors

Medication:32.5% (n=13)
 activity: 17.5% (n=7)
postural ch:15.0% (n=6)

Medication:25.0% (n=4)
 activity:  6.3% (n=1)
postural ch:12.5% (n=2)

Additional pain relief factors
secondary ***

Secondary:55.0% (n=22)
3974™  30.0% (n=12)
Medication:32.5% (n=13)

Secondary:12.5% (n=2)
3974™  6.2%(n=1)
Medication: 12.5% (n=2)

Primary factors that
exacerbate pain ***

T activity: 42.5% (n=17)
postural ch:22.5% (n=9)

1 activity:  31.3% (n=5)
postural ch:12.5% (n=2)

Additional factors that
exacerbate pain

Secondary:45.0% (n=18)
3%/4"™  15.0% (n=6)
postural ch:30.0% (n=12)
T activity:  5.0% (n=2)

Secondary:18.8% (n=3)
3974™  0.0%

postural ch: 6.3% (n=1)
T activity:  12.5% (n=2)

* Mann-Whitney test: high statistical significance (Asymp. Sig (2-tailed) < 0.002)
** Chi-square test suggests high statistical significance (p < 0.005)

*** Chi-square test suggests statistical significance (p < 0.05)
Table 5.6. Summary of MPQ profiles for Groups 1 and 4
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MPQ profile Hastings (n = 27) Lewisham (n = 29)
Total descriptor score WRV: 25.4778 WRYV: 23.4803
Sensory dimension WRV: 13.1637 WRV: 12.1683
Affective dimension WRV: 4.5281 WRV: 5.7003
Miscellaneous dimension WRV: 4.8333 WRV: 3.5917

Total number of pain sites

1 -2 sites: 40.7% (n=11)
3 - 5sites: 18.5% (n=5)
6->10 sites:40.7% (n=11)

1 - 2 sites: 48.3% (n=14)
3 - 5 sites: 27.6% (n=8)
6->10 sites:17.2% (n=5)

Primary site of pain > 1site;  63.0% (n=17) | > 1site:  38.0% (n=11)
pelvis / hips * > 3sites:  37.0% (n=10) | > 3 sites: 24.0% (n=7)
Low back: 55.6% (n=15) | Low back: 31.0% (n=8)
Pelvis/hip: 48.1% (n=13) | Pelvis/hip:  6.9% (n=2)
Shoulder: 11.1% (n=3) | Shoulder: 20.7% (n=6)
Secondary site of pain >1site:  40.7% (n=11) | > 1site:  41.1% (n=12)
> 3 sites: 18.5% (n=5) > 3sites:  6.9% (n=2)
Legs: 29.6% (n=8) Legs: 17.2% (n=5)
Pelvis/hip: 18.5% (n=5) | Pelvis/hip: 13.8% (n=4)
Additional sites of pain >1sites  22.2% (n=6) | = 1 site: 10.3% (n=3)
Feet: 11.1% (n=3) Feet: 0.0%
Legs: 3.7% (n=1) | Legs: 6.9% (n=2)
Present pain intensity Level 1: 37.0% (n=10) | Level 1:  29.6% (n=8)
Level >3: 14.8% (n=4) | Level>3: 14.8% (n=4)
Worst ever pain Level 3: 25.9% (n=7) | Level3: 37.0% (n=10)
Level4: 18.5% (n=5) | Level4 11.1% (n=3)
Least ever pain Level 1: 55.6% (n=15) | Level 1:  66.7% (n=18)
Level 2: 37.0% (n=10) | Level 2. 18.5% (n=5)

Pattern of pain

Continuous:55.6%(n=15)

Continuous:44.4%(n=12)

Constant: 25.9%(n=7) | Constant: 37.0% (n=10)
Analgesic therapy Primary: 63.0% (n=17) | Primary:  48.3% (n=14)
Primary ** Secondary: 3.7% (n=1) | Secondary: 6.9% (n=2)

NSAIDs: 37.0% (n=10)
Compound:25.9% (n=7)

NSAIDs: 13.8% (n=4)
Compound: 31.0% (n=9)

Primary pain relief factors

Medication:33.3% (n=9)
{ activity:  14.8% (n=4)
postural ch:22.2% (n=6)

Medication:27.6% (n=8)
4 activity:  14.8% (n=4)
Topicallloc:17.2% (n=5)

Additional pain relief factors

Secondary:55.6% (n=15)
3974™  40.7% (n=11)
Medication:29.6% (n=8)
Topical/loc:29.6% (n=8)

Secondary:31.0% (n=9)
3/4™  6.9%(n=1)
Medication:24.1% (n=7)
d activity: 14.8% (n=4)

Primary factors that
exacerbate pain

T activity:  55.6% (n=15)
Postural ch:25.9% (n=7)

T activity:  24.1% (n=7)
Postural ch:13.8% (n=4)

Additional factors that

Secondary:37.0% (n=10)

Secondary:37.9% (n=11)

exacerbate pain 39/4M " 14.8% (n=4) |3"/4™ = 6.8%(n=2)
Postural ch:22.2% (n=6) | Postural ch:24.1% (n=7)
Tactivity:  7.4% (n=2) | T activity: 6.9% (n=2)
Psychologic:7.4% (n=2) Psychologic.0.0%

* Chi-square test suggests statistical significance (p < 0.005)
** Chi-square test suggests approaching statistical significance (p = 0.054)
Table 5.7. Summary of MPQ profiles for practices (Groups 1 and 4)
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Variable Total Sensory | Affective | Misc/eous
Primary diagnosis
Musculo-skeletal 28.11 (n=42) | 14.32 6.72 4.94
Cardio-vascular 8.13 (n=4) 3.74 2.56 1.07
Gynae/Urology/Obstetrics | 14.72 (n=1) 8.03 0.00 3.66
Gastro-intestinal/Biliary 47.46 (n=1)* | 25.36 * 10.98 * 8.09 *
Neurological 14.16 (n=3) 6.64 4.52 1.31
Mental health 18.75(n=1) | 13.14 0.00 3.59
Endocrine 12.25 (n=2) 9.07 0.87 1.80
Dermatology 3.52 (n=2) 3.51 0.00 0.00
Secondary diagnosis
Musculo-skeletal 29.01 (n=13) | 12.66 4.52 3.72
Cardio-vascular 24.70 (n=4) 14.16 3.62 4.15
Gynae/Urology/Obstetrics | 3.16 (n=2) 2.75 0.00 0.41
Gastro-intestinal/Biliary 34.53 (n=1)* | 14.90* 8.34* 8.26*
Neurological 13.39 (n=2) 5.52 2.19 417
Thoracic 25.17 (n=2) | 16.67 1.74 3.73
Endocrine 0.72 (n=1) 0.72 0.00 0.00
Number of sites ‘
1 site 15.43 (n=18) | 8.40 285 2.39
2 sites 33.00 (n=9) | 17.30 7.41 5.26
3 sites 2458 (n=8) | 13.11 5.02 4.43
4 sites 23.90 (n=7) 13.74 3.50 478
5 sites 39.98 (n=3) | 20.79* 9.00 6.49
6 sites 29.89 (n=6) | 14.92 6.56 4.71
7 sites 59.01 (n=1)* | 18.99 20.24 * 1473 *
8 sites 19.72 (n=1) | 10.07 0.00 3.66
10 sites 52.25(n=1) | 19.45 18.37 9.38
Sites of pain
Face 37.47 (n=3)* | 18.11* 8.90 577
Head 37.15(n=4) | 17.40 11.27* 4.19
Neck 30.36 (n=12) | 14.69 7.54 4.95
Shoulder 30.85 (n=17) | 15.31 6.89 575
Chest 16.91 (n=3) 7.39 6.36 1.81
Abdomen 18.12 (n=3) | 12.22 3.66 2.97
Upper back 29.64 (n=3) | 12.19 9.51 4.91
Lower back 30.58 (n=25) | 17.02 6.57 5.80*
Pelvisthips 28.63 (n=26) | 13.87 6.46 523
Arms 27.65 (n=10) | 13.53 5.93 4.77
Hands 28.90 (n=13) | 14.94 5.17 5.54
Legs 30.77 (n=28) | 15.78 6.62 527
Feet 31.05 (n=17) | 15.02 6.91 5.80*

* highest total descriptor/dimension score

Table 5.8. Summary of MPQ profiles for pain-related diagnoses/sites

(Groups 1 and 4)
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6. FINDINGS FROM THE SICKNESS IMPACT PROFILE

6.1. Introduction

Analysis of SIP data follows recommendations in relation to content,
coding and scoring method (see 3.2.3, pages 57 - 59). Findings comprise
information obtained from the overall total, dimensions and categories, and
a discrete section within the'{jS}.II.D":\ivork category, which comprises four
questions on work and ret_iﬁ'e_‘rﬁéﬁtfstatus and health related status of
retirement or not working (see Appendix A). As described (see 3.8, pages
88 - 89), tests of statistical significance for nonparametric data include the
Kruskal-Wallis test as all four groups completed the SIP, and the chi-
square test. SIP findings for groups, practices, clinical diagnoses and sites
of pain are described within all the sections of this chapter, with evaluation
reflecting the context that SIP scores tend to be positi\}ely skewed (see
3.2.2, page 48 - 49).

Due to the purposive sampling criteria for each group, it could be
anticipated that there should be no differences between Groups 1 and 2,
because both of these groups are ill and receiving treatment. However,
differences could be anticipated between these two groups and Group 3
patients who are supposedly fit and well, whilst Group 4 patients should
show similar results to Group 1. In order to ascertain if there is evidence of
such anticipated similarites and differences, the text will reflect
comparisons between these four groups throughout. Findings from the SIP

are therefore presented in the following format:

6.2. SIP overall total/dimension scores

6.3. SIP physical dimension categories

6.4. SIP psychosocial dimension categories
6.5. SIP independent categories

6.6. SIP statements on work/retirement status

6.7. Summary of findings from the SIP
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6.2. SIP overall total and dimension scores

The overall total comprises the physical and psychosocial dimensions,
physical and psychosocial dimension categories, and independent
categories. Comparing overall total scores, Group 1 score consistently
higher than the other three groups, and as anticipated Group 3
consistently has the lowest scores (for example overall total mean: Group
1 = 23.60 vs. Group 3 = 1.17) (see Figure 6.1). Unexpectedly, however,
Group 4 score consistently higher than Group 2 (overall total mean = 8.69
vs. 2.76 respectively). The pattern of physical and psychosocial dimension
scores for Groups 1 - 4 reflect those for the overall total score (for example
physical dimension mean: 21.88 vs. 1.13 vs. 0.94 vs. 7.06 respectively)
(see Figure 6.1). Although similar overall total and dimension profiles are
found for both practices, the Hastings practice consistently score slightly
higher than the Lewisham practice (for example: overall total mean = 9.98

vs. 8.29 respectively) (see Figure 6.1).

Mean scores

Overall total Physical dimension Psychosocial dimension

’?Group 1 OGroup 2 EGroup 3 EGroup 4 OHastings @ Lewishaﬂ

Figure 6.1. SIP overall total/dimension scores for groups and practices

Musculo-skeletal primary diagnoses have the highest overall total and
physical dimension scores (mean = 21.20 and 20.30 respectively, n = 43),
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with the highest psychosocial dimension scores for neurological diagnoses
(mean = 20.24, n = 4) (see Figure 6.2). The second highest scores are
also neurological diagnoses for the overall total and physical dimension,
and musculo-skeletal diagnoses for the psychosocial dimension (mean =
14.42, 8.53 and 19.21 respectively). Next highest scores are mental health
diagnoses for the overall total and psychosocial dimension, and gastro-
intestinal/biliary diagnoses for the physical dimension (mean = 11.64 and
16.47, mean = 4.80; n = 3 and 2 respectively). A range of scores is
otherwise evident for primary diagnoses, for example, overall total scores
range from cardio-vascular to ENT/opthalmology diagnoses (mean = 7.87

-0.37, n = 11 and 3 respectively).
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Figure 6.2. SIP overall total/dimension scores for 1 °diagnostic groups

Slightly different patterns are evident for secondary diagnoses, with the
highest overall total and psychosocial scores for neurological diagnoses
(mean = 18.47 and 23.39 respectively, n = 3) and the highest physical
dimension scores for thoracic diagnoses (mean = 21.43, n = 3) (see Figure
6.3). The second highest scores are thoracic diagnoses for overall total

scores, neurological diagnoses for the physical dimension, and mental
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health diagnoses (n = 3) for the psychosocial dimension (mean = 15.70,
15.33 and 20.76 respectively). Musculo-skeletal diagnoses (n = 17) have
the next highest scores for all overall total, physical and psychosocial
dimension scores (mean = 13.75, 11.31 and 13.94 respectively). A range
of scores is otherwise evident for secondary diagnoses, for example,
physical dimension scores range from cardio-vascular to mental health

diagnoses (mean = 6.18 - 0.93, n = 9 and 2 respectively).

25
20+
7] ;
@ 15-
=]
o
7]
c
& 101
2 )
5_/
Musc-skel C-vasc Gy/Ur/Ob G-l/Biliary Neurology Thoracic M/Health Endocrine
EOverall total @Physical dimension [ Psychosocial dimension '

Figure 6.3. SIP overall total/dimension scores for 2 °diagnostic groups

Overall total and dimension scores increase for 1 - 7 sites of pain (for
example, overall total mean for sites: 1 = 9.38, 2 = 17.74, 5 = 28.81; n =
18, 9 and 3 respectively) (see Figure 6.4). The only exception is four sites
of pain, which has lower psychosocial dimension scores than three sites
(mean = 17.72 vs. 22.27, n = 7 and 8 respectively). Although there is no
clear scoring pattern for 7 - 10 sites of pain (for example: 10 sites < 7 sites;
8 sites < 7 and 10 sites), the limitations of such findings should be
recognised with only one patient reporting each of the higher number of

pain sites.
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Figure 6.4. SIP overall total/dimension scores for no. pain sites
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Figure 6.5. SIP overall total/dimension scores for pain sites

The highest overall total, physical and psychosocial dimension scores for

the different sites of pain are consistently found for the face (mean =
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33.98, 31.92 and 31.69 respectively, n = 3), with equivalent lowest scores
consistently for the abdomen (mean = 12.74, 7.45 and 15.96 respectively,
n = 3) (see Figure 6.5). The second and third highest overall total and
physical dimension scores are both for the arms and upper back (mean =
30.80 and 30.73, 29.91 and 28.18; n = 10 and 3 respectively). The upper
back also has the second highest psychosocial dimension scores (mean =
30.75), with similar scores for the neck and head (mean = 30.44 and
30.18, n = 4 and 12 respectively). A range of dimension scores is
otherwise evident for sites of pain, for example, overall total scores range
from the head to pelvis/hips (mean = 28.97 - 2248, n = 4 and 26
respectively), and physical dimension scores from the neck to chest (n=3)
(mean = 27.92 - 17.18).

The Kruskal-Wallis test suggests differences for overall total, physical and
psychosocial dimension scores are highly statistically significant only for
groups (Asymp. Sig. = 0.000) (see Appendix S, 1). The chi-square test
suggests overall total, physical and psychosocial dimension scores may
be highly statistically significant for secondary diagnoses (p < 0.004).
Overall total scores may also be statistically significant (p = 0.009) and
psychosocial dimension scores approaching statistical significance for
primary diagnoses (p = 0.054). However, more large scale studies would
be required to confirm statistical significance due to some cells having less

than the expected count (see Appendix T, 1 - 5).

6.3. SIP physical dimension category scores

The physical dimension comprises body care/movement, mobility and
ambulation categories. Category scores for groups reflect patterns for
overall total and dimension scores, with Group 1 having the highest scores
and Group 3 the lowest (for example ambulation category mean: 26.98 vs.
1.31 respectively) (see Figure 6.6). Group 4 again score higher than
Group 2 (for example body care/movement category mean: 7.06 vs. 0.93
respectively). Although similar physical dimension category profiles are
found for both practices, the Hastings practice again consistently scores
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slightly higher than the Lewisham practice (for example ambulation

category mean: 10.14 vs. 9.98 respectively) (see Figure 6.6).
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Figure 6.6. SIP physical dimension category scores for groups & practices
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Figure 6.7. SIP physical dimension category scores for 1°diagnoses
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Musculo-skeletal primary diagnoses consistently have the highest scores
for all three categories of body care/movement, mobility and ambulation
(mean = 20.62, 17.06 and 25.44 respectively, n = 43) (see Figure 6.7).
Neurological diagnoses have the equivalent second highest scores (mean
= 7.43, 5.88 and 13.45 respectively, n = 4), with the next highest being
gastro-intestinal/biliary diagnoses for body care/movement and mobility
(mean = 7.14 and 3.90 respectively, n = 2), and cardio-vascular diagnoses

I

for ambulation (mean = 8.30, n = 11). A range of physical dimension
category scores is otherwise evident for primary diagnoses, for example,
body care/movement scores range from mental health to dermatology

diagnoses (mean =4.89-0,n=3 and 5 respectively).

Different patterns are evident for secondary diagnoses, with thoracic
diagnoses having the highest body care/movement and ambulation scores
and second highest mobility scores (mean = 20.85, 28.10 and 15.35
respectively, n = 3) (see Figure 6.8). Neurological diagnoses have the
highest mobility and also the second highest body care/movement and
ambulation scores (mean = 16.04, 14.99 and 15.60 respectively, n = 3).
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Figure 6.8. SIP physical dimension category scores for 2°diagnoses
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The next highest scores are musculo-skeletal diagnoses for body
care/movement and mobility (mean = 11.05 and 9.90 respectively, n = 17),
and cardio-vascular diagnoses for ambulation (mean = 14.25, n = 9). A
range of physical dimension category scores is otherwise evident for
secondary diagnoses, for example, body care/movement scores range

from gynaecology/urology/obstetric to mental health diagnoses (mean =

594 - 0, n = 5 and 2 respectively).

Some differences are found in patterns of physical dimension category
scores for the total number of pain sites. Body care/movement and
mobility scores generally increase for 1 - 7 sites of pain (for example
mobility category mean for sites: 1=5.08, 3 =12.71 and 5 =35.93; n =18,
8 and 3 respectively). The only exception is six sites of pain (n = 6), which
has lower body care/movement scores than five sites (mean = 30.02 vs.
32.85) (see Figure 6.9).
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Figure 6.9. SIP physical dimension category scores for no. pain sites

No clear pattern is evident for ambulation scores, or for 7 - 10 sites of pain

for any of the physical dimension category scores (for example: 10 sites <
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7 sites, 8 sites < 7 and < 10 sites). However, the limitations of such
findings should be recognised, with only one patient reporting each of the

higher number of pain sites.

Slightly different physical dimension category scores are found for sites of
pain, except for the abdomen, which is lowest for all categories (see
Figure 6.10). The arms, face and upper back have similar highest scores
for body care/movement (mean = 29.82, 29.52 and 29.34, n =10, 3and 3
respectively), with face and arms also having the highest mobility and
ambulation scores respectively (mean = 37.51 and 34.64). The next
highest scores are neck and head for mobility (mean = 28.86 and 28.13, n
= 12 and 4 respectively), and face for ambulation (mean = 32.98). Arange
of physical dimension category scores is otherwise evident for sites of
pain, for example, body care/movement scores range from the shoulder to
the chest (mean = 28.19 - 14.56 n = 17 and 3 respectively).
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Figure 6.10. SIP physical dimension category scores for pain sites

The Kruskal-Wallis test suggests differences for all physical dimension

category scores are highly statistically significant only for groups (Asymp.
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Sig. = 0.000) (see Appendix S, 2). The chi-square test suggests high
statistical significance for body care/movement scores for secondary
diagnoses, mobility scores for lower back and face, and ambulation scores
for neck and lower back (p < 0.002). Statistical significance is also
suggested for body care/movement scores for pelvis/hips, legs, shoulder
and neck, mobility scores for legs, arms, neck, shoulder, pelvis/hips and
hands, and ambulation category scores for pelvis/hips and chest (p <
0.047. However, more large scale studies would be required to confirm
statistical significance due to some cells having less than the expected

count) (see Appendix T, 6 - 22).

6.4. SIP psychosocial dimension category scores

The psychosocial dimension comprises emotional behaviour, social
interaction, alertness behaviour, and communication categories. Category
scores for groups again reflect patterns for overall total and dimension
scores, with Group 1 having the highest scores and Group 3 the lowest

(see Figure 6.11).
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Figure 6.11. SIP psychosocial dimension category scores for groups and

practices
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Such a pattern is particularly evident for the emotional behaviour category
(mean = 32.06 vs. 1.74 respectively). Group 4 again score consistently
higher than Group 2, also particularly in relation to emotional behaviour
(mean = 20.29 vs. 5.81 respectively). Although similar psychosocial
dimension category profiles are found for both practices (see Figure 6.11),
the Hastings practice again consistently scores slightly higher than the
Lewisham practice, particularly in relation to alertness behaviour (mean =

14.98 vs. 8.69 respectively).

Musculo-skeletal primary diagnoses have the highest social interaction
and communication category scores (mean = 17.10 and 9.14 respectively,
n = 43), and neurological and mental health diagnoses the highest
emotional behaviour and alertness behaviour scores respectively (mean =
38.33 and 31.75, n = 4 and 3) (see Figure 6.12).
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Figure 6.12. SIP psychosocial dimension category scores for 1°diagnoses

The next highest scores are neurological diagnoses for alertness
behaviour and social interaction (mean = 28.90 and 15.50 respectively),

musculo-skeletal diagnoses for emotional behaviour (mean = 27.32), and
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gastro-intestinal/biliary diagnoses for communication (mean = 4.83, n = 2).
The ENT/opthalmology group (n = 3) has no score for any categories. A
broad range of psychosocial category scores is otherwise evident, for
example, alertness behaviour scores range from musculo-skeletal to

gastro-intestinal/biliary diagnoses (mean = 23.33-0).

Slightly different patterns are evident for secondary diagnoses (see Figure
6.13). Mental health diagnoses have the highest scores for emotional
behaviour and alertness behaviour scores (mean = 32.98 and 44.98
respectively, n = 2), and neurological diagnoses the highest social
interaction and communication scores (mean = 18.51 and 24.37
respectively, n = 3). Neurological diagnoses also have the second highest
emotional behaviour and alertness behaviour scores (mean = 28.60 and
26.86 respectively), with thoracic diagnoses the second highest social
interaction and communication scores (mean = 13.72 and 11.95
respectively, n = 3). A range of psychosocial category scores is otherwise
evident, for example, alertness behaviour scores range from musculo-

skeletal (n = 17) to thoracic diagnoses (mean = 15.73 - 0).
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Figure 6.13. SIP psychosocial dimension category scores for 2 °diagnoses
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No clear pattern emerges for the total number of pain sites and
psychosocial dimension category scores (for example, alertness behaviour
category mean for sites: 1 =9.19, 3 =28.12,5 = 23.90, 7 = 100.00 and 10
= 038 n = 18, 8, 3, 1 and 1 respectively) (see Figure 6.14). In the
emotional behaviour category, eight sites of pain (n = 1) also scores lower
than one site (mean = 18.44 vs. 19.55 respectively). However, the
limitations of such findings should be recognised, with only one patient

reporting each of the higher number of pain sites.
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Figure 6.14. SIP psychosocial dimension category scores for no. pain sites

Slightly different patterns of psychosocial dimension category scores are
found for sites of pain. Whilst the upper back has the highest scores for
both social interaction and alertness behaviour (mean = 32.80 and 48.18
respectively, n = 3), the highest emotional behaviour and communication
scores are for the head and face respectively (mean = 53.97 and 20.23, n
= 4 and 3) (see Figure 6.15). The face also has the second highest
emotional behaviour, social interaction and alertness behaviour scores

(mean = 48.13, 23.75 and 42.30 respectively), with arms the second
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highest communication scores (mean = 19.03, n = 10). A broad range of
psychosocial dimension category scores is otherwise evident, for example,
alertness behaviour scores range from the head to the abdomen (n = 3)

(mean = 39.93 - 6.57 respectively).
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Figure 6.15. SIP psychosocial dimension category scores for pain sites

The Kruskal-Wallis test suggests differences for all psychosocial
dimension category scores are highly statistically significant only for
groups (Asymp. Sig. = 0.000) (see Appendix S, 3). The chi-square test
suggests high statistical significance for all psychosocial dimension
category scores for secondary diagnoses, alertness behaviour scores for

shoulder, face, hands and neck, and communication scores for face, neck,

pelvis/hips and arms, (p < 0.005).

Statistical significance is suggested for alertness behaviour scores for
primary diagnoses, emotional behaviour scores for the face, social
interaction scores for pelvisthips, hands, neck, shoulder, chest and

abdomen, alertness behaviour scores for chest, arms and pelvis/hips and
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communication scores for the hands and chest (p < 0.041). Social
interaction and communication scores for arms and head respectively are
also suggested to be approaching statistical significance (p = 0.054).
However, further large scale studies would be required to confirm
statistical significance due to some cells having less than the expected
count (see Appendix T, 23 - 49).

6.5. SIP independent category scores
The independent categories comprise sleep/rest, home management,

work, recreation/pastimes and eating. Category scores for groups again
reflect patterns for overall total and dimension scores, with Group 1 having
the highest scores and Group 3 the lowest (for example recreation/
pastimes category mean: 36.47 vs. 0.95 respectively) (see Figure 6.16).
Group 4 again score consistently higher than Group 2 (for example work

category mean: 15.84 vs. 7.28 respectively).
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Figure 6.16. SIP independent category scores for groups and practices

When comparing all SIP overall total, dimension and category scores, the
highest score overall is the independent category of work for Group 1, and
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the lowest Group 1 score overall is for the independent category of eating
(mean = 43.81 and 4.48 respectively). Although similar independent
category profiles are found for both practices (see Figure 6.16), the
Hastings practice again consistently scores slightly higher than the
Lewisham practice except for eating (for example ambulation category

mean: 10.14 vs. 9.98 respectively).

Primary musculo-skeletal diagnoses have the highest category scores for
sleepirest, home management, and recreation/pastimes (mean = 26.21,
29.01 and 33.16 respectively, n = 43) (see Figure 6.17). Mental health and
endocrine diagnoses have the highest scores for work and eating
respectively (mean = 46.73 and 4.06, n = 3 and 10 respectively).
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Figure 6.17. SIP independent category scores for 1°diagnostic groups

The second highest scores are also musculo-skeletal diagnoses for work
and eating (mean = 40.76 and 3.88 respectively), with neurological
diagnoses for sleep/rest and home management, and cardio-vascular

diagnoses for recreation/pastimes (mean = 12.04, 12.88 and 12.64, n = 4
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and 11 respectively). The lowest scores overall are ENT/opthalmology
diagnoses, which only score for the eating category (mean = 2.67, n = 3).
A range of independent category scores is otherwise evident, for example,
work scores range from cardio-vascular to gastro-intestinal/biliary

diagnoses (n = 2) (mean = 19.88 - 0).

Different patterns are evident for secondary diagnoses, with thoracic
diagnoses having the highest home management and recreation/pastimes
category scores (mean = 27.74 and 23.78 respectively, n = 3). The highest
sleep/rest, work and eating scores are for neurological, cardio-thoracic and
endocrine diagnoses respectively (mean = 21.11, 31.16 and 5.23; n = 3,9

and 4 respectively) (see Figure 6.18).

35

30

25

20 e

15+

Mean scores

10

0 i b S |

Musc-skel C-vasc Gy/Ur/Ob G-I/Biliary Neurology Thoracic M/Health Endocrine

B Sleep / rest @ Home management B Work O Recreation / pasiime_s O Eatingi

Figure 6.18. SIP independent category scores for 2 °diagnostic groups

Musculo-skeletal diagnoses have the second highest scores for sleep/rest,
work, recreation/ pastimes and eating (mean = 20.74, 23.85, 21.05 and
3.95 respectively, n = 17), with gastro-intestinal diagnoses the second

highest home management scores (mean = 22.70, n = 3). A range of
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independent category scores is otherwise evident, for example, home
management scores range from neurological to endocrine diagnoses
(mean = 21.66 - 0).

Differences in independent category scores are found for the total number
of pain sites. Home management and recreation/pastimes scores increase
for 1 - 7 sites of pain with the exception of three sites (for example,
recreation/pastimes category mean for sites: 1 = 5.08, 2 = 28.88, 3 =
2565, 4 = 34.80 and 6 = 44.47, n = 8) (see Figure 6.19). Such clear
patterns are not, however, evident for sleep/rest, work and eating scores
for 1 - 7 sites of pain. Comparing 7 - 10 sites of pain, there is again no
clear pattern for independent category scores, with the exception of work
where 7 - 10 sites have the same score (all means = 70.10). However, the
limitations of such findings should be recognised, with only one patient

reporting each of the higher number of pain sites.
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Figure 6.19. SIP independent category scores for no. pain sites

Different patterns of independent category scores are found for sites of
pain. The highest scores for home management and recreation/pastimes
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are the face (mean = 56.29 and 57.26 respectively, n = 3), with the chest
having the highest scores for sleep/rest and eating (mean = 49.90 and
6.67 respectively, n = 3) (see Figure 6.20). The highest work category
scores are for the upper back (mean = 70.10, n = 3). The arms have the
second highest home management, work and eating scores (mean =
42.34, 63.09 and 6.38 respectively, n = 10), with the head having the
second highest sleep/rest and recreation/pastimes scores (mean = 46.74
and 45.08 respectively, n = 4). A range of independent category scores is
otherwise evident, for example, recreation/pastimes scores range from the

arms to the abdomen (n = 3) (mean = 44.83 - 18.01 respectively).

80

70+

60+

50

40

Mean scores

30

20+

10+

qni

0 - - b
Face Head Neck Shier Chest Abdo U/bck L/bck Pe/hip Arms Hand Legs Feet

B Sleep / rest EHome management B Work CIRecreation / pastimes O Eaii@

Figure 6.20. SIP independent category scores for pain sites

The Kruskal-Wallis test suggests differences for all independent category
scores are highly statistically significant only for groups (Asymp. Sig. =
0.000) (see Appendix S, 4). The chi-square test suggests high statistical
significance for work scores for primary diagnoses, home management
and recreation/pastimes scores for secondary diagnoses. High statistical

significance is also suggested for home management scores for neck,
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pelvis/hips, hands, shoulder and face, sleep/rest scores for the face and

chest, recreation/pastimes scores for the neck and lower back, and work

scores for pelvis/hips (p < 0.003).

Statistical significance is suggested for sleep/rest scores for pelvis/hips,
upper back and neck, recreation/pastimes scores for hands and arms,
eating scores for arms and chest, and home management scores for arms
(p < 0.023). Recreation/pastimes and sleeplrest scores for the chest and
head respectively are also suggested to be approaching statistical
significance (p < 0.057). However, further large scale studies would be
required to confirm statistical significance due to some cells having less

than the expected count (see Appendix T, 50 - 72).

6.6. SIP statements on work and retirement status

6.6.1. Work and retirement status

Comparing the two groups who are ill and receiving treatment, a lower
percentage of Group 1 report working on a regular basis than Group 2
(15.0% vs. 42.5%, n = 6 and 17 respectively) (see Figure 6.21). Although
Group 3 are supposedly fit and well and Group 4 have previously
unidentified chronic pain, a similar percentage of both groups report
working on a regular basis (67.5% vs. 62.5%, n = 27 and 10 respectively).
Group 1 have the highest percentage not working and retired (for example:
Group 1 = 47.5% vs. Group 2 = 30.0%, n = 19 and 12 respectively) (see
Figure 6.21). Group 1 also has the highest percentage who are not
working and are not retired (for example: Group 1 = 37.5% vs. Group 2=
27.5%, n = 15 and 11 respectively), with only one Group 4 patient (6.3%)

not working and not retired.

A lower percentage of the Lewisham practice reports working on a regular
basis than the Hastings practice (39.1% vs. 49.3%, n = 27 and 33
respectively) (see Figure 6.21). Whilst a similar percentage of both

practices report not working on a regular basis and not being retired, there
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is a higher percentage of those who are retired in the Lewisham practice
than the Hastings practice (39.1% vs. 25.4% n = 27 and 17 respectively).
This would support demographic findings that the Lewisham practice has a
higher percentage over the age of 64 years than the Hastings practice

(see 4.3, page 96).
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Figure 6.21. Do you usually do work other than managing your home, if

not are you retired? Responses for groups and practices

Primary dermatology and gynaecology/urology/obstetric diagnoses have
the highest percentage who report working on a regular basis (80.0% and
71.4%, n = 4 and 5 respectively) (see Figure 6.22). However, none of the
mental health group (n = 3), and more than 70 per cent of musculo-
skeletal, neurological and cardio-vascular diagnoses report not working on
a regular basis (79.1%, 75.0% and 72.7%, n = 34, 3 and 8 respectively).
The highest percentage not working but being retired are neurological,
cardio-vascular and endocrine diagnoses (75.0%, 63.6% and 60.0%, n =
3, 7 and 6 respectively) (see Figure 6.22). Mental health and gastro-
intestinal/biliary diagnoses, have the highest percentage not working and

not being retired (66.7% and 50.0%, n = 2 and 1 respectively).
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Figure 6.22. Work/retirement status for 1°diagnostic groups

% within 2* diagnostic group

100 7
W

90 1

801
701
604

50 [
40+
301
20 |
104

ol
Musc-skel

C-vasc

Gy/Ur/Ob  G-I/Biliary Neurology Thoracic

M!Heailh Endocnne

EUsually work O Not usually work B Not working, but retired B Not working/not retirﬂ

Figure 6.23. Work/retirement status for 2 ° diagnostic groups

Neurological, musculo-skeletal and endocrine secondary diagnoses have

the highest percentage working on a regular basis (66.7%, 52.9% and
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50.0%: n = 2, 9 and 2 respectively) (see Figure 6.23). However, no gastro-
intestinal/biliary, thoracic and mental health diagnoses (n = 3,3 and 2
respectively), and 88.9 per cent of cardio-vascular diagnoses (n = 8) report
not working on a regular basis. All gastro-intestinal/biliary diagnoses and a
high percentage of cardio-vascular and thoracic diagnoses (77.8% and
66.7%, n = 7 and 2 respectively) report not working but being retired,
whilst all mental health diagnoses are not working and not retired (see
Figure 6.23).

No pattern is evident for 1 - 5 pain sites and the ability to work on a regular
basis (for example work for sites: 1 =44.4%, 2 = 11.1%, 3 = 50.0% and 4
=14.3%: n =8, 1, 4, and 1 respectively) (see Figure 6.24).
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Figure 6.24. Work/retirement status for no. pain sites

Whilst no patients with six sites of pain (n = 6), or 7 - 10 sites, report
working on a regular basis, the limitations of such findings should be
recognised with only one patient reporting each of the higher number of

pain sites. Although two sites of pain has the lowest percentage not
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working on a regular basis, this group also has the highest percentage
who are retired (77.8%, n = 7) (see Figure 6.24). Whilst half of those with
six sites of pain and the one patient with seven sites are retired, both those

with eight or ten sites of pain are not working and not retired.

Different patterns are evident for sites of pain, with the abdomen having
the highest percentage of those who work on a regular basis (66.7%, n =
2) (see Figure 6.25). However, none with face, head, upper back and arm
pain work on a regular basis (n = 3, 4, 3 and 10 respectively). Several
other sites of pain also have a high percentage who do not work on a
regular basis, for example, more than 80 per cent for shoulder, hands,
lower back and neck pain (88.2%, 84.6%, 84.0% and 83.3%, n = 15, 11,
21 and 10 respectively). Half or more with shoulder, head and neck pain
report not working on a regular basis but being retired (58.8%, 50.0% and
50.0%. n = 10, 2 and 6 respectively). The highest percentages not working
on a regular basis and not being retired are for arms, face and upper back
(70.0%, 67.7% and 67.7%,n =7, 2 and 2 respectively).
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Figure 6.25. Work/retirement status for pain sites
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The chi-square test suggests differences for both work and retirement
status for groups and primary diagnoses, and only retirement status for
arm pain may be highly statistically significant (p < 0.005). Statistical
significance is also suggested for retirement status for secondary
diagnoses (p = 0.023), however, more large scale studies would be
required to confirm statistical significance due to some cells having less

than the expected count (see Appendix T, 73 - 78).

6.6.2. Health related retirement or not working

Groups 1 and 4 have the highest percentage with health related retirement
(22.5% and 12.5%, n = 9 and 2 respectively) (see Figure 6.26). However,
a similar percentage of Groups 1 and 2 report that whilst retired, this is not
health related (25.0% and 22.5%, n =10 and 9 respectively).

35

% within group/practice

S E | P 81 5=
Retired: health Retired: not health  Not ret/work: Not ret/work: not
related related health related health related
‘IGroupj OGroup 2 EGroup 3 EGroup 4 _ O Hastings @ Lewisham |

Figure 6.26. Health related retirement/not working for groups and practices

Although it is recognised that the Lewisham practice has a higher
percentage over the age of 64 years who are retired (see 4.3, page 96),

there is also a higher percentage reporting health related retirement than
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the Hastings practice (13.0% vs. 9.0% n = 9 and 6 respectively) (see
Figure 6.26).

Group 1 also has the highest percentage who report that not being retired
and not working is health related (for example: Group 1 = 35.0% vs. Group
2 =2.5% n =14 and 1 respectively) (see Figure 6.26). Group 2, however,
has the highest percentage who report that not being retired and not
working is not health related (for example: Group 2 = 25.0% vs. Group 1 =
2.5%, n = 10 and 1 respectively). The only Group 4 patient who is not
retired and not working reports this to be health related. Whilst a similar
percentage of both practices report not being retired and not working, a
higher percentage of the Hastings practice report that not being retired and
not working is health related than the Lewisham practice (14.9% vs. 8.7%,

n = 10 and 6 respectively).
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Figure 6.27. Health related retirement/not working for 1° diagnostic groups

Health related retirement is reported for primary cardio-vascular and

musculo-skeletal diagnoses (27.3% and 18.6%, n = 3 and 8 respectively),
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with one patient for each of mental health, neurological, thoracic and
endocrine diagnoses (33.3%, 25.0%, 10.0% and 10.0% respectively) (see
Figure 6.27). Neurological and endocrine diagnoses have the highest
percentage of retirement not related to health (both = 50.0%, n = 2 and 5
respectively). Not being retired and not working is reported to be health
related for only musculo-skeletal and mental health diagnoses (34.9% and
33.3%, n = 15 and 1 respectively) (see Figure 6.27). However, a small
number in eight primary diagnostic groups report that not being retired and
not working is not health related (for example: neurological = 66.7%,
gastro-intestinal/biliary = 50.0% and thoracic = 30.0%, n =1, 1 and 3

respectively).

Health related retirement for secondary diagnoses is again reported by the
cardio-vascular and musculo-skeletal groups (33.3% and 23.5%, n = 3 and
4 respectively), with one patient for each of gastro-intestinal/biliary,

neurological and thoracic diagnoses (all = 33.3%) (see Figure 6.28).
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Figure 6.28. Health related retirement/not working for 2 ° diagnostic groups
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Gastro-intestinal/biliary and cardio-vascular diagnoses also have the
highest percentage of retirement not related to health (66.7% and 44.4%,
n = 2 and 4 respectively). Not being retired and not working is reported to
be health related by only one patient in each of the cardio-vascular and
musculo-skeletal secondary diagnostic groups (11.1% and 5.9%
respectively) (see Figure 6.28). Five other groups, however, have a small
number who report that not being retired and not working is not health
related (for example: mental health = 100%, gynaecology/urology/
obstetrics = 40.0% and thoracic = 33.3%; n=2, 2and 1).

No clear pattern is evident for 1 - 6 sites of pain for health related
retirement (for example no. of sites: 1=5.6%, 2 and 6 = 33.3%, 3 = 12.5%
and 4 =42.9%: n=1, 3, 3, 2 and 1 respectively) (see Figure 6.29).

% within total no. of pain sites

H Retired: health related ORetired: not health related
O Not re_tired/working: health related & Not retired/working: not health related

Figure 6.29. Health related retirement/not working for no. pain sites

The only patient with seven sites of pain, however, reports that retirement
is health related. Except for one patient with three sites of pain, all those
who are retired and not working report this to be health related (see Figure
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6.29). No clear pattern is evident for 1 - 5 sites of pain (for example: 1 site
= 22.2%, 2 sites = 11.1%, 4 sites = 42.8%, 5 sites = 33.3%;n=4,1,3 and
1 respectively). However, all patients with six, eight and ten sites of pain
report not being retired and not working to be health related (50.0%, 100%
and 100%, n = 3, 1 and 1 respectively).

Health related retirement is reported for all pain sites except the head and
the face (range: shoulder = 35.3% - feet = 17.7%, n=6 and 3 respectively)
(see Figure 6.30). The head and face have the highest percentage
reporting that retirement is not related to health (50.0% and 33.3%, n = 2
and 1 respectively), whilst there are no reports for chest, abdomen and
upper back. Health related status of not being retired and not working is
reported for all sites except the abdomen. The highest percentage is the
arms (70.0%, n = 7), with second highest being for the face and upper

back (both = 66.7%, n = 2) (see Figure 6.30).
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Figure 6.30. Health related retirement/not working for pain sites
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The chi-square test suggests differences for health related status of not
being retired and not working may be highly statistically significant for
groups, primary diagnoses and afm pain (p < 0.005), and statistically
significant for secondary diagnoses and hand pain (p < 0.035). Health
related status of retirement is suggested to be statistically significant for
both primary and secondary diagnoses (p < 0.034). However, more large
scale studies would be required to confirm statistical significance due to

some cells having less than the expected count (see Appendix T, 79 - 85).

6.7. Summary
Group 1 consistently scores higher than the other three groups for overall

iotal, dimension and category scores (see Table 6.1). Group 4 also score
consistently higher than Group 2, whilst Group 3 have the lowest scores
except for mobility for which Group 2 has the lowest scores. Group 1 has a
lower percentage than Group 2 who report working on a regular basis, with
similar percentages for Groups 3 and 4 (see Table 6.1). Group 1 has the
highest percentage for not working but being retired, not working and not
being retired, and health related status of not being retired and not
working. Overall total, dimension and category scores for Groups 1 - 4 are
found to be highly statistically significant when utilising the Kruskal-Wallis
test. The chi-square test suggests differences for groups may be highly
statistically significant for work and retirement status, and health related

status of not being retired and not working (see Table 6.1).

Primary musculo-skeletal diagnoses have the highest scores for the
overall total, physical dimension, all physical dimension category scores,
and social interaction, communication, sleep/rest, home management and
recreation/pastimes scores (see Table 6.2). Other highest scores are
neurological diagnoses for the psychosocial dimension and emotional
behaviour, mental health diagnoses for alertness behaviour and work and
endocrine diagnoses for eating. Musculo-skeletal diagnoses also have the
second highest scores for the psychosocial dimension, and emotional

behaviour, work and eating.
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The second highest scores for the overall total, physical dimension
categories, and alertness behaviour, social interaction, sleep/rest and
home management are also for neurological diagnoses, whilst gastro-
intestinal/ biliary and cardio-vascular diagnoses have the second highest
scores for communication and recreation/pastimes respectively. The chi-
square test suggests high statistical significance for differences for work
scores, and statistical significance for overall total and alertness behaviour
scores for primary diagnoses, whilst psychosocial dimension scores may

be approaching statistical significance (see Table 6.2).

More than 70 per cent of musculo-skeletal, neurological and cardio-
vascular diagnoses and no mental health diagnoses report not working on
a regular basis (see Table 6.2). The highest percentage not working but
being retired is for neurological diagnoses, with mental health diagnoses
having the highest percentage not working and not being retired. The most
health related retirement is reported for cardio-vascular and musculo-
skeletal diagnoses, and only musculo-skeletal and mental health
diagnoses report that not being retired and not working is health related.
The chi-square test suggests differences for work status, retirement status
and health related status of not being retired and not working may be
highly statistically significant for primary diagnoses. Statistical significance

is also suggested for health related status of retirement (see Table 6.2).

Different patterns are evident for secondary diagnoses, with neurological
diagnoses having the highest overall total, psychosocial dimension, and
mobility, social interaction, communication and sleep/rest scores (see
Table 6.3). Whilst thoracic diagnoses have the highest physical dimension,
and body care/movement, ambulation, home management and recreation/
pastimes scores, mental health diagnoses have the highest emotional
behaviour and alertness behaviour scores. The highest work and eating

scores are for cardio-vascular and endocrine diagnoses respectively.
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Neurological diagnoses also have the second highest scores for the
physical dimension, and body care/movement, ambulation, emotional
behaviour, alertness behaviour, sleep/rest, work and recreation/pastimes.
The second highest scores for the overall total, and mobility, social
interaction and communication are for thoracic diagnoses, whilst mental
health and gastro-intestinal/biliary diagnoses have the second highest
psychosocial dimension and home management scores respectively. The
chi-square test suggests differences for overall total and dimension
scores, and body care/movement, emotional behaviour, social interaction,
alertness behaviour, communication, home management and
recreation/pastimes scores may be highly statistically significant for

secondary diagnoses (see Table 6.3).

Whilst neurological diagnoses have the highest percentage working on a
regular basis (see Table 6.3), all gastro-intestinal/biliary diagnoses and
over 75 per cent of cardio-vascular diagnoses report not working but being
retired, and all mental health diagnoses report not working and not being
retired. The most health related retirement is again reported for cardio-
vascular and musculo-skeletal diagnoses, and only one patient with both
musculo-skeletal and mental health diagnoses reports health related
status of not being retired and not working. The chi-square test suggests
differences for retirement status, health related status of retirement, and
health related status of not being retired and not working may be

statistically significant for secondary diagnoses (see Table 6.3).

Arm, face and upper back pain all have similar highest scores for body
care/movement, with face and arm pain also having the highest mobility
and ambulation scores respectively (see Table 6.4). The second highest
scores for mobility and ambulation are for neck and face pain respectively.
The chi-square test suggests differences for mobility scores for lower back
and face, and ambulation scores of neck and lower back pain may be
highly statistically significant. Statistical significance is also suggested for
body care/movement scores for pelvis/hips, legs, shoulder and neck,
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mobility scores for legs, arms, neck, shoulder, pelvis/hips and hand, and

ambulation scores for pelvis/hips and chest pain (see Table 6.4).

Upper back pain has the highest scores for social interaction and alertness
behaviour, whilst the highest emotional behaviour and communication
scores are head and face pain respectively (see Table 6.4). Second
highest scores are also face pain for emotional behaviour, social
interaction and alertness behaviour, and arm pain for communication
scores. The chi-square test suggests differences for alertness behaviour
scores for shoulder, face, hands and neck, and communication scores for
face, neck, pelvis/hips and arm pain, may be highly statistically significant.
Statistical significance is suggested for emotional behaviour scores for
face, social interaction scores for pelvis/hips, hands, neck, shoulder, chest
and abdomen, alertness behaviour scores for chest, arms and pelvis/hip,
and communication scores for hands and chest pain. Social interaction
and communication scores for arms and head pain respectively may be

approaching statistical significance (see Table 6.4).

The highest scores for home management and recreation/pastimes is face
pain, for sleep/rest and eating is chest pain, and for work is upper back
pain (see Table 6.4). Second highest scores are arm pain for home
management, work and eating, and head pain for sleep/rest and
recreation/pastimes. The chi-square test suggests differences for home
management scores may be highly statistically significant for neck,
pelvis/hips, hands, shoulder and face pain. Sleep/rest scores for face and
chest, recreation/pastimes scores for neck and lower back, and work
scores for pelvis/hips pain may also be highly statistically significant.
Statistical significance is suggested for sleep/rest scores for pelvis/hips,
upper back and neck, recreation/pastimes scores for hands and arms,
eating scores for arms and chest, and home management scores of arm
pain. Recreation/pastimes and sleep/rest scores for chest and head pain

respectively may be approaching statistical significance (see Table 6.4).
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None of those with face, head, upper back, and arm pain report usually
working on a regular basis (see Table 6.4). The highest percentage not
working on a regular basis but being retired have shoulder pain, whilst arm
pain has the highest percentage not working on a regular basis and not
being retired. Health related retirement is reported similarly for all sites of
pain except head and face pain, both of which report no health related
retirement. All sites except the abdomen have reports that being retired
and not working is health related, with the highest percentage again being
for arm pain. The chi-square test suggests differences for retirement status
and health related status of not being retired and not working is highly
statistically significant only for arm pain. Statistical significance is
suggested for health related status of not being retired and not working

only for hand pain (see Table 6.4).

Although not statistically significant, some other findings are of interest.
The Hastings practice, for example, consistently has slightly higher scores
than the Lewisham practice except for the eating category. Some
interesting patterns are also evident for SIP scores for the total number of
pain sites, whilst the highest overall total and dimension scores are
consistently found for face pain (see Table 6.4). These results highlight
both the overall impact and the impact on the specific physical,
psychosocial and independent domains of life for those living with and

without pain.

Whilst some differences may be explained by purposive sampling criteria
and socio-biological factors, others provide further insight into the
complex, multifaceted impact of chronic pain in the community. Data
analysis does indicate that statistical significance may be achieved for
several factors with a larger sample size, and such findings have been
summarised within this context. Whilst a larger sample size is beyond the
scope of the exploratory and descriptive nature of this study, the findings
do therefore indicate the need for further more large-scale studies.
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SIP descriptor Group 1 Group 2 Group 3 Group 4
Overall total * 23.60 2.76 1.17 8.69
Physical dimension * 21.88 1.13 0.94 7.06
Psychosocial dimension* | 21.77 3.27 1.36 9.79
Body care/movement * 20.73 0.93 0.77 7.06
Mobility * 19.18 0.62 0.95 3.97
Ambulation * 26.98 2.02 1.31 9.71
Emotional behaviour * 32.06 5.81 1.74 20.29
Social interaction * 19.91 2.00 0.79 7.16
Alertness behaviour * 26.86 5.51 3.15 11.40
Communication * 10.06 0.96 0.23 3.13
Sleep/rest * 30.38 4.60 1.22 8.67
Home management * 32.16 3.91 1.60 10.49
Work * 43.81 7.28 2.00 15.84
Recreation/pastimes * 36.47 2.81 0.95 11.03
Eating * 448 1.84 0.31 2.03
Usually work ** 15.0% 42.5% 67.5% 62.5%
(n=6) (n=17) (n=27) (n=10)
Retired ** 47 5% 30.0% 20.0% 31.3%
(n=19) (n=12) (n=8) (n=5)
Health related retirement | 22.5% 7.5% 2.5% 12.5%
(n=9) (n=3) (n=1) (n=2)
Health related not 35.0% 2.5% None 6.3%
working/not retired ** (n=14) (n=1) (n=1)

* Kruskal-Wallis test: high statistical significance (Asymp. Sig. = 0.000)
** Chi-square test suggests high statistical significance (p = 0.000)

Table 6.1. Summary of SIP overall, dimension and category scores and

work/retirement statements for Groups 1 - 4
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SIP Musc- Cardio- |Gynae/ G-I/ Neur- Thoracic | Mental ENT/ Endo- Derm-
descriptor skeletal |vascular | uro/ obs | biliary ology health opthal. crine atology
Overall total ** 21.20 7.87 2.46 475 14.42 453 11.64 0.37 3.65 2.67
Physical 20.30 5.34 1.07 4.80 8.53 1.87 4.05 0.28 3.52 0.45
dimension

Psychosocial 19.21 7.32 2.72 5.68 20.24 7.16 16.47 0.00 274 5.11
dimension ***

Body care/ 20.62 474 1.10 7.14 743 2.05 4.89 0.05 2.31 0.00
movement

Mobility 17.06 3.58 1.1 3.90 5.88 0.92 2.60 0.00 2.10 2.25
Ambulation 25.44 8.30 0.95 0.00 13.45 227 329 0.00 7.64 0.00
Emotional 27.32 14.50 4.34 14.83 38.33 11.25 22.89 0.00 5.36 13.65
behaviour

Social 17.10 6.16 2.28 469 15.50 3.30 11.80 0.00 1.23 5.10
interaction

Alertness 23.33 7.41 463 0.00 28.90 13.76 31.75 0.00 4.43 2.16
behaviour **

Commun- 9.14 2.60 0.00 4.83 2.86 3.84 3.22 0.00 0.00 0.00
ication

(Table 6.2 continued on next page)
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SIP Musc- Cardio- | Gynae/ [G-I1/ Neur- Thoracic | Mental ENT/ Endo- Derm-

descriptor skeletal | vascular | uro/obs | biliary ology health opthal. crine atology

Sleep/rest 26.21 12.04 4.87 8.42 18.44 5.33 8.15 0.00 4.63 8.26

Home 29.01 12.71 6.12 5.17 21.30 5.38 12.88 0.00 3.31 0.00

management

Work * 40.76 19.88 2.75 0.00 17.53 7.01 46.73 0.00 8.08 3.1

Recreation/ 33.16 12.64 5.79 0.00 11.38 344 9.32 0.00 5.45 1.71

pastimes

Eating 3.88 3.07 0.51 2.15 2.90 1.23 1.43 2.67 4.06 0.00

Usually work * | 20.9% 27.3% 71.4% 50.0% 25.0% 40.0% None 66.7% 40.0% 80.0%
(n=9) (n=3) (n=5) (n=1) (n=1) (n=4) (n=2) (n=4) (n=4)

Retired * 41.9% 63.6% None None 75.0% 30.0% 33.3% None 60.0% None
(n=18) (n=7) (n=3) (n=3) (n=1) (n=6)

Health related | 18.6% 27.3% None None 25.0% 10.0% 33.3% None 10.0% None

retirement ** (n=18) (n=23) (n=1) (n=1) (n=1) (n=1)

Not working/not | 34.9% None None None None None 33.3% None None None

ret. h/related * (n=15) (n=1)

* Chi-square test suggests high statistical significance (p < 0.001)

** Chi-square test suggests statistical significance (p < 0.05)
=+ Chij-square test suggests approaching statistical significance (p = 0.054)

Table 6.2. Summary of SIP overall, dimension and category scores and work/retirement statements for 1°diagnoses
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SIP descriptor Musculo- | Cardio- Gynae / G-I/ Neur- Thoracic | Mental Endocrine
skeletal vascular |uro/obs | biliary ology health
Overall total * 13.75 8.33 6.72 8.45 18.47 16.70 9.88 3.53
Physical dimension * 11.31 6.18 6.16 4.08 15.33 2143 0.93 1.85
Psychosocial dimension * 13.94 5.22 9.93 9.22 23.39 9.27 20.76 5.16
Body care/ movement * 11.05 413 5.94 4.97 14.99 20.85 0.00 3.30
Mobility 9.90 249 4.70 0.00 16.04 156.35 4.59 0.00
Ambulation 13.19 14.25 7.96 5.42 15.60 28.10 0.00 0.00
Emotional behaviour * 24.51 12.60 15.06 15.74 28.60 13.24 32.98 11.63
Social interaction * 11.95 471 9.93 8.32 18.51 13.72 10.00 0.90
Alertness behaviour * 156.73 219 12.38 13.60 26.86 0.00 44.98 7.34
Communication * 5.96 2.30 2.29 0.00 24.37 6.44 442 5.07

(Table 6.3 continued on next page)
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SIP descriptor Musculo- | Cardio- Gynae / G-I/ Neur- Thoracic | Mental Endocrine
skeletal vascular |uro/obs | biliary ology health
Sleep/rest 20.74 12.65 0.00 8.08 21.11 10.62 14.53 5.51
Home management * 16.73 15.10 7.96 22.70 21.66 27.74 11.23 0.00
Work 23.85 31.16 0.00 23.37 23.37 23.37 0.00 0.00
Recreation/pastimes * 21.05 14.82 7.39 12.48 18.80 23.78 12.09 4.68
Eating 3.95 3.73 0.72 0.00 0.00 1.23 0.00 5.23
Usually work 52.9% 11.1% 40.0% None 66.7% None None 50.0%
(n=9) (n=1) (n=2) (n=2) (n=4)
Retired ** 35.3% 77.8% 20.0% 100% 33.3% 66.7% None 25.0%
(n=6) (n=17) (n=1) (n=3) (n=1) (n=2) (n=1)
Health related retirement ** 23.5% 33.3% None 33.3% 33.3% 33.3% None None
(n=4) (n=3) (n=1) (n=1) (n=1)
Not working/not retired 5.9% 11.1% None None None None None None

health related **

(n=1)

(n=1)

*Chi-square test suggests high statistical significance (p < 0.005)

** Chi-square test suggests statistical significance (p < 0.05)

Table 6.3. Summary of SIP overall, dimension and category scores and work/retirement statements for 2° diagnoses
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SIP Face |Head |Neck | Shou- | Chest | Abdo- [ Upper | Lower | Pelvis | Arms |Hands | Legs | Feet
descriptor Ider men back |back |/hips

Overall total 3398 |28.97 27.85 27.98 | 23.22 12.74 30.73 | 2472 2248 |30.80 |24.61 25.88 25.51
Physical 3192 |2419 2792 (2623 |17.18 745 [2818 [2239 |21.14 [2991 |2252 |25.09 {2272
dimension

Psychosocial 3169 |30.18 30.44 27.73 |21.22 15.96 30.75 12312 21.16 | 27.54 |23.81 2446 | 20.90
dimension

Body care/ 2952 (2214 |27.01** | 28.19* | 14.56 10.02 29.34 | 20.69 20.71** |1 29.82 | 22.95 24.57* | 21.47
movement

Mobility 37.51* | 28.13 | 28.86* | 27.59** | 17.34 2.60 18.78 19.44* | 18.45* | 24.65* | 16.40** | 22.36*™ | 22.22
Ambulation 3208 | 2577 |29.39* | 3046 |23.32*| 550 [3068 |29.04*|2456* 3464 |2483 |2875 |26.18
Emotional 4813 | 5397 |3334 |33.45 |2988 [30.12 [2222 |3161 [4472 |4063 [3491 |3155 |30.11
behaviour

Social 2375 |2090 |[23.31**|18.58* |21.31*|18.87** | 32.80 |22.31 17.28** | 19.49 | 18.68* | 22.36 16.67
interaction el

Alertness 42.30* [ 3993 |[32.28* |3240* |27.20* | 656 |48.18 |28.77 31.64* | 38.62** | 29.93* | 3345 |27.97
behaviour

Commun- 20.23* | 16.17 14.15* | 17.28 6.30** | 6.44 16.28 10.45 10.82* | 19.03* | 16.87** | 12.12 12.83
ication el

(Table 6.4 continued on next page)
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SIP Face |Head |Neck | Shou- | Chest | Abdo- | Upper | Lower | Pelvis | Arms | Hands | Legs | Feet
descriptor ‘ Ider men back |back |/hips
Sleep/rest 4168* | 46.74 | 3168 | 3481 |4990* [1369 |27.85* 2950 |25.09* |2952 |2423 |29.23 |21.88
Home 56.29* | 4222 |3555* | 39.75* | 2834 |2016 |3822 [32.83 |29.51* |42.34*|30.04* | 3480 |29.27
management
Work 4673 | 3505 |48.03 |4627 |5191 |2337 [70.10 |5265 |4058*|63.09 |49.17 |47.31 |38.52
Recreation/ 5726 |4508 |4350* |3899 |39.81 |1801 |4321 |3859*|33.82 |44.83* |3343* 3565 |33.05
pastimes el
Eating 443 5.33 4.40 6.28 6.67** | 2.87 1.43 3.45 4.71 6.38** | 3.84 341 4.92
Usually work None None 16.7% | 11.8% |33.3% |66.7% | None 16.0% | 30.8% | None 15.4% | 21.4% |23.5%
n=2) |[(n=2) |(h=1) |(n=2) (n=4) [ (n=8) (n=2) |[(n=6) |(n=4)
Retired 33.3% |500% |500% |588% |33.3% |33.3% |33.3% |48.0% |385% |30.0%*|308% |39.3% |353%
(h=1) |(n=2) |(n=6) [(n=10) |[(n=1) |(n=1) [(h=1) |(n =12) {(n=10) | (n=3) |[(n=4) | (n=11) | (n=6)
Health related | None | None |33.3% |35.3% |33.3% |33.3% |33.3% |320% |192% {20.0% |23.1% |25.0% 17.7%
retirement h=4) [(n=6) |[(n=1) {(n=1) [(n=1) |(h=8) |(n=5) |(n=2) |(n= 3) [(n=7) |(n=3)
Not working/not | 66.7% | 50.0% |33.3% |29.4% |33.3% |None |66.7% |36.0% 30.8% | 70.0%* | 46.2%** | 35.7% | 35.3%
ret. h/related (n=2) {(n=2) |(n=4) |(n=5) |(n=1) n=2) |(n=9) |(n=8) |(n=7) | (n=6) (n=10) | (n=6)

* Chi-square test suggests high statistical significance (p < 0.005)

** Chi-square test suggests statistical significance (p < 0.05)

*** Chi-square test suggests approaching statistical significance (p < 0.057)

Table 6.4. Summary of SIP overall, dimension and category scores and work retirement statements for sites of pain
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7. FINDINGS FROM THE RESOURCES QUESTIONNAIRE

7.1. Introduction

The Resources Questionnaire is a survey tool, which profiles heaith and
social care utilisation. Development of the questionnaire for the purposes
of this study reflects problems highlighted in the literature from both patient
and professional perspectives (see 2.3.1, pages 18 - 19). The process of
obtaining support for individuals, for example, can be arduous, complex
and confusing, with conflicting and often inconsistent information being
provided by relevant heath and social care agencies. Such problems
would also appear to be compounded by the apparent lack of
comprehensive, understandable and current literature on health and social
care systems as a whole, particularly in relation to the financial benefits
system. Outcomes of existing processes may therefore result in lack of
appropriate assessment being undertaken and inappropriate and/or
inadequate support systems being made available for individuals.

Acknowledging the potential for inaccuracy of retrospective data collection,
the Resources Questionnaire provides a more informed structure to such
complex issues. It is not intended as a measure of financial assessment,
but as a tool to provide further insight into patterns of resource utilisation.
A pilot of the questionnaire was undertaken prior to the main phase of the
study (see 3.4, pages 80 - 82). Whilst no changes were required in the
format of the questionnaire after the pilot, the need for an interviewer to be
present during administration became evident, in order to provide
clarification to individuals about what particular resources entailed.

Due to the purposive sampling criteria for each group, it could again be

anticipated that there should be no differences between Groups 1 and 2,

because patients in these groups are ill and receiving treatment. However,

differences could be anticipated between these two groups and Group 3

who are supposedly fit and well, whilst Group 4 should show similar results

to Group 1. In order to ascertain if there is evidence of such anticipated
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similarities and differences, the text reflects comparisons between these
four groups throughout. As previously described (see 3.8, pages 88 - 89),
tests of statistical significance for nonparametric data include the Kruskal-
Wallis test as all four groups completed the Resources Questionnaire, and
the chi-square test. Findings for each resource includes description of
group, practice, demographic, diagnostic, SIP, and pain profiles. The

Resources Questionnaire is therefore presented in the following format:

7.2. Findings from primary health care in the previous year
7.3. Findings from secondary health care in the previous year
7.4. Findings from social care in the previous year

7.5. Findings from the financial benefits system

7.6. Summary of findings from the Resources Questionnaire

7.2. Findings from primary health care in the previous year

7.2.1. Visits to the GP

Although purposive sampling explains some differences for GP visits by
Groups 1 - 4, differences not attributable to sampling include a higher
percentage of Group 1 reporting more visits than Group 2 (for example 7 -
12 visits: 30.0% vs. 2.5%, n = 12 and 1 respectively) (see Figure 7.1). A
quarter of Group 4 also report 7 - 12 visits to the GP (n = 4), whilst more
than 24 visits by one Group 2 patient is for social problems. Similar
patterns are evident for the Hastings and Lewisham practices, with the
highest percentage in each practice reporting 2 - 3 visits to the GP (31.3%
and 26.1%, n = 21 and 18 respectively). A slightly higher percentage of the
Lewisham practice report visiting the GP 13 - 24 times than the Hastings

practice (7.2% vs. 1.5%, n = 5 and 1 respectively).

More visits to the GP are reported by a higher percentage of women

compared to men (for example 2 - 6 visits: 61.4% vs. 41.0%, n = 46 and

25 respectively), and the unemployed than the fully employed (for

example: > 7 visits = 31.3% vs. 10.5%, n = 10 and 4 respectively). A
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higher percentage with no dependants report more visits than those with
one to three dependants (for example none vs. 3 dependants: > 4 visits =
43.2% vs. 40.0%, n = 38 and 2 respectively), however, the highest
percentage with four or more visits for themselves have four dependants
(80.0%, n = 4).
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Figure 7.1. Visits to GP: % for groups

All gastro-intestinal, ENT/opthalmology and endocrine primary diagnoses,
and half or more within all other diagnostic groups have 2 - 6 visits to the
GP (see Figure 7.2). More than six visits are found for seven diagnostic
groups (for example > 7 visits: dermatology = 40.0% and musculo-skeletal
= 30.3%, n = 2 and 13 respectively), with only thoracic, cardio-vascular
and musculo-skeletal diagnoses having less than two visits (0 - 1 visit =
20.0%, 18.2% and 14.0%, n = 2, 2, and 6 respectively). For all secondary
diagnoses except mental health, 60 per cent or more have 2 - 6 visits to
the GP (range: thoracic = 100% - gynaecology/urology /obstetrics =
60.0%, both n = 3) (see Figure 7.3). More than six visits are found for five

diagnostic groups (for example > 7: mental health = 100%, musculo-
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skeletal = 35.3%; n = 2 and 6 respectively), with only gastro-intestinal/

biliary diagnoses having fewer than two visits (1 visit = 33.3%, n = 1).

% within 1* diagnostic group

<y et { x s - ; q:’
M-skel C-vasc Gy/Ur/lOb G-I/Bil Neuro Thoracic M/MHIth ENT/Op Endoc Derm

‘i No visit B 1 visit O02-3 visits H4-6 visits 07-12 visits @ 13-24 visits @ > 24 visits

Figure 7.2. Visits to GP: % for 1°diagnoses
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Figure 7.3. Visits to GP: % for 2° diagnoses
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SIP overall total, physical and psychosocial dimension scores increase
with more visits to the GP (for example overall total mean for visits: 1 =
370vs. 4-6=13.23 vs. 13 - 24 = 22.84, n = 10, 32 and 6 respectively)
(see Figure 7.4). The one exception is the Group 2 patient with social

problems (> 24 visits) who has diverse scores throughout the profile.
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Figure 7.4. Visits to GP: SIP overall total/dimension scores

Similar physical dimension mobility scores are evident for 13 - 24 and 7 -
12 visits to the GP (mean = 11.22 and 11.34, n = 6 and 17 respectively)
(see Figure 7.5). However, 13 - 24 visits have lower ambulation scores
than both 4 - 6 (n = 32) and 7 - 12 visits (mean = 13.92 vs. 16.53 vs. 17.58
respectively), and no visits have higher body care/movement scores than
one visit (mean = 2.16 vs. 1.98, n = 31 and 10 respectively). Psychosocial
dimension category scores increase with a greater number of visits to the
GP, with the exception of alertness behaviour which is lower for 2 - 3 visits
than one visit (mean = 6.17 vs. 8.28, n = 39 and 10 respectively) (see
Figure 7.6). A high alertness behaviour score (61.00), is also found for the

one Group 2 patient with more than 24 visits to the GP.
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Figure 7.5. Visits to GP: SIP physical dimension category scores
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Figure 7.6. Visits to GP: SIP psychosocial dimension category scores

Independent category scores again generally increase with a greater

number of visits to the GP. The lowest score for eating, however, is for 13
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- 24 visits (eating mean score for visits: 13-24=2.05vs. 2-3=2.08 vs. 4
-6 =294vs. 7-12 =492 n =6, 39, 32 and 17 respectively). The
sleep/rest score for one visit is also slightly lower than for no visits (2.44

vs. 2.81 respectively) (see Figure 7.7).
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Figure 7.7. Visits to GP: SIP independent category scores

The only patient with three months to one year pain duration reports one
visit to the GP, whilst a percentage with two or more years of pain report
no visits to the GP (2 - 5 years = 17.6% and 10 - 15 years = 16.7%, n = 3
and 1 respectively) (see Figure 7.8). Other patients with more than one
year of pain report two or more visits, with the highest percentage of those
with up to 10 years of pain reporting 4 - 6 visits (1 - 2 years = 50.0%, 2 - 5
years = 29.4%, 5 - 10 years = 42.9%, n = 4, 5 and 6 respectively). Slightly
different patterns are found for 10 - 25 years of pain and visits to the GP
(10 -15 years =4 - 6 and 7 - 12 visits, both = 33.3%, n = 2; 15 - 25 years
=2 -3 and 7 - 12 visits, both = 42.9%, n = 3). Four patients with 2 - 15
years of pain report 13 - 24 visits, and the three patients with more than 25

years of pain each report a different number of visits.
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Figure 7.8. Visits to GP: % for pain duration

Over 30 per cent of those with one or more sites of pain report 7 - 24 visits
to the GP (range: 3 - 5 sites = 30.8% - 2 sites and > 10 sites, both =
40.0%, n = 4, 4 and 2 respectively). A range of visits is evident for sites of
pain, with the highest percentage for several sites being 4 - 6 visits (for
example: head = 50.0%, feet = 41.2%, lower back = 40.7%, neck = 38.5%;
n=2,7 and 11 and 5 respectively). Whilst the highest percentage of those
with chest and upper back pain report more visits (7 - 12 visits: 100% and
66.7%, n = 3 and 2 respectively), those with shoulder pain report fewer
visits (2 - 3 visits: 41.2%, n=7).

All MPQ total and dimension scores are higher for no visits to the GP than
one visit, and also 2 - 3 visits for the sensory dimension (for example
sensory dimension mean: 11.85 vs. 3.72 vs. 1143, n = 4, 1 and 13
respectively). MPQ scores otherwise increase with more visits to the GP,
except for lower scores for 7 - 12 visits than 2 - 6 visits (for example total
mean for visits: 2-3=2049vs. 4-6=3044 vs. 7-12=19.63, n = 13,
18 and 16).
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The chi-square test suggests differences for visits to the GP may only be
highly statistically significant for groups, number of dependants, primary
and secondary diagnoses, and duration of pain (p = 0.000), and
statistically significant for neck pain (p = 0.035). However, more large
scale studies would be required to confirm statistical significance due to
some cells having less than the expected count (see Appendix U, 1 - 6).
The Kruskal-Wallis test suggests high statistical significant for all SIP
overall total, dimension and category scores (Asymp. Sig. < 0.004) (see

Appendix V, 1 - 4), but finds no statistical significance for MPQ scores.

7.2.2. Home visits by the GP

A small number of GP home visits are reported for all but Group 3 (1 -3
visits: Groups 1 and 2 = 15.0%, both n = 6; Group 4 = 12.6%, n = 2). The
Hastings and Lewisham practices have similar numbers of visits (for
example 1 - 3 visits: 9.0% vs. 11.5%, n = 6 and 8 respectively), with only
two Hastings patients reporting more than three visits (Group 1 =7 - 12
and Group 2 = 4 - 6). The highest SIP overall total, dimension and
category scores are generally found for 7 - 12 GP home visits (for example
overall total mean for visits: 1 = 1248 vs. 2 -3 =30.97 vs. 7 - 12 = 40.16,
n =9, 5 and 1 respectively). However, emotional behaviour, social
interaction and eating have higher scores for 2 - 3 visits than 7 - 12 (for
example social interaction mean scores: 27.88 vs. 21.37 respectively),

with no SIP score at all for the one patient with 4 - 6 visits.

No clear pattern is evident for pain duration, number and sites of pain for
GP home visits, although the one patient reporting 7 - 12 home visits has
six sites of pain and 10 - 1§_wyea.r«si duration of pain. MPQ scores increase
with more home visits by th’é”:G’?PT,;Ae’xcept for 7 - 12 visits which has lower
scores than 2 - 3 visits (n=4) for all but the sensory dimension (for

example mean total scores: 31.39 vs. 36.54 respectively).

The chi-square test suggests differences for home visits by the GP may
only be highly statistically significant for primary diagnoses (p = 0.000),
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and statistically significant for pelvis/hip pain (p = 0.036). However, more
large scale studies would be required to confirm statistical significance due
to some cells having less than the expected count (see Appendix U, 7 - 8).
The Kruskal-Wallis test suggests statistical significant for SIP overall total,
physical and psychosocial dimension scores, and body care/movement,
alertness behaviour, communication, sleep/rest, home management, work
and eating scores (Asymp. Sig. < 0.040) (see Appendix V, 5 - 7), but finds

no statistical significance for MPQ scores.

7.2.3. Visits to the practice nurse

Over half the sample report visiting the practice nurse (58.1%, n = 79),
with a higher percentage of Group 4 reporting four or more visits than both
Groups 1 and 2 (for example 4 - 24 visits: 37.6% vs. 17.5% vs. 20.0%, n =
6, 7 and 8 respectively) (see Figure 7.9).
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Figure 7.9. Visits to practice nurse: % for groups

The Lewisham practice also reports more visits than the Hastings practice

(for example: 4 - 24 visits = 21.6% vs. 9.0%, n = 15 and 6 respectively). A

higher percentage of the older age groups report more visits than younger
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age groups (for example 4 - 24 visits: 55 - 64 and > 64 years both = 20.6%
vs. < 35 years = 4.3%, n = 7, 6 and 1 respectively). More visits to the
practice nurse are reported by a higher percentage with no dependants
than with one dependant (for example 4 - 24 visits: 21.5% vs. 7.1%, n = 19
and 2 respectively). However, those with four dependants have the highest
percentage reporting 1 - 3 visits for themselves, with the next highest
being for no dependants (80.0% and 45.4%, n = 4 and 40 respectively).
The retired and unemployed also have a higher percentage reporting more
visits than the fully employed (for example 4 - 24 visits: 20.0% vs. 18.8%
vs. 7.9%, n = 9, 6 and 3 respectively).
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Figure 7.10. Visits to practice nurse: % for 1°diagnoses

For primary diagnoses, 40 per cent or more of all but the neurological
group report 1 - 3 visits to the practice nurse (range: cardio-vascular =
72.8% - dermatology = 40.0%, n = 8 and 2 respectively) (see Figure 7.10).
Although 4 - 6 visits are reported by six diagnostic groups (for example:
neurological = 75.0% and endocrine = 40.0%, n = 3 and 4 respectively),

only two groups report 7 - 24 visits (cardio-vascular = 18.2% and musculo-
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skeletal = 7.0%, n = 2 and 3 respectively). All thoracic, mental health and
endocrine secondary diagnoses and over half of the cardio-vascular and
musculo-skeletal groups (55.5% and 52.9%, n = 5 and 9 respectively)
have 1 - 3 visits to the practice nurse. More than four visits are reported for
four diagnostic groups (6 - 12 visits: gynaecology/urology/obstetrics =
40.0%, gastro-intestinal/biliary = 33.3%, musculo-skeletal = 29.4%, cardio-

vascular = 22.2%; n =2, 1, 5 and 2 respectively).

SIP overall total scores generally increase with more visits to the practice
nurse (for example overall total mean for visits: 1 = 9.32 vs. 4 - 6 = 10.03
vs. 7 - 12 = 22.53; n = 32, 16 and 4 respectively) (see Figure 7.11). This
pattern is reflected for both dimensions, although lower scores are evident
for 2 - 3 visits (n = 26) in the physical dimension and 4 - 6 visits in the
psychosocial dimension than for fewer visits (for example psychosocial
dimension mean for visits: 2- 3 = 10.23 vs. 4 - 6 = 9.10). The only Group 1
patient with 13 - 24 visits has diverse scores throughout the profile.
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Figure 7.11. Visits to practice nurse: SIP overall total/dimension scores
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Physical dimension mobility scores are higher for one visit to the practice
nurse than 2 - 3 visits, with both these scores being higher than 4 - 6 visits
(mean = 8.21 vs. 6.03 vs. 5.92, n = 32, 26 and 16 respectively) (see Figure
7.12). Higher ambulation scores are also evident for one visit than 2 - 3
visits (mean = 12.49 vs. 8.46 respectively), with similar body care/
movement scores for 2 - 3 visits and 4 - 6 visits (mean = 8.50 and 8.40

respectively).
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Figure 7.12. Visits to practice nurse: SIP physical dimension category

sScores

The highest psychosocial dimension category scores are consistently for 7
- 12 visits to the practice nurse (n = 4). The second highest emotional
behaviour scores are for one visit (mean = 17.41, n = 32), whilst no visits
have higher scores than one visit for alertness behaviour and
communication (mean = 11.16 vs. 9.70 and 4.07 vs. 2.16, n = 57 and 32
respectively). Except for the one patient with 13 - 24 visits, the lowest
social interaction scores are for 4 - 6 visits (mean = 537, n = 16

respectively).
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With the exception of 7 - 12 visits (n = 4), which consistently has higher
scores than up to six visits for all categories, different patterns are evident
for independent categories and visits to the practice nurse (see Figure
7.13). Whilst no clear pattern is evident for eating, other categories have
higher scores for more visits to the practice nurse with one exception in
each category (for example sleep/rest mean scores for visits: 4 - 6 = 12.47
vs. 2 - 3 = 13.74, n = 16 and 26 respectively). Work also has a higher
score for one visit (n = 32) than both 2 - 3 and 4 - 6 visits (mean = 20.32
vs. 18.60 vs. 19.47 respectively). The one patient reporting 13 - 24 visits

again has a diverse range of scores.
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Figure 7.13. Visits to practice nurse: SIP independent category scores

Reports of 7 - 12 visits to the practice nurse are found for the longest
duration of pain (> 25 years = 33.1% and 15 - 25 years = 28.6%, n = 1 and
2 respectively), whilst the only report of 13 - 24 visits is for 5 - 10 years
pain duration. No clear patterns are generally evident for visits to the
practice nurse for number and sites of pain, and MPQ total and dimension
scores, however, those not visiting the practice nurse consistently have

higher MPQ scores than who report visits.
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The chi-square test suggests differences for visits to the practice nurse
may only be highly statistically significant for groups and primary
diagnoses (p < 0.002), and statistically significant for employment status (p
= 0.026). However, more large scale studies would be required to confirm
statistical significance due to some cells having less than the expected
count (see Appendix U, 9 - 11). The Kruskal-Wallis test suggests statistical
significance for SIP overall total, ambulation and eating scores (Asymp.
Sig. < 0.036), with work scores approaching statistical significance
(Asymp. Sig. = 0.055) (see Appendix V, 8). No statistical significance is

found for MPQ scores.

7.2.4. Home visits by the district nurse

The three reports of home visits by the district nurse are for Group 1
(7.5%), with two in the Hastings practice (2 - 3 visits and > 24 visits) and
one in the Lewisham practice (2 - 3 visits). All are male, in the 45 - 64 year
age group with no dependants, and have primary musculo-skeletal
diagnoses. The only patient with more than 24 visits is married and
unemployed, whilst the two who report 2 - 3 visits are retired and either
married or divorced. SIP scores are generally high, with 2 - 3 visits having
higher overall total and psychosocial scores, than more than 24 visits
(mean = 41.31 vs. 40.16, 38.73 vs. 34.86 respectively). This pattern is
reflected for all physical dimension categories, the psychosocial social
interaction category and the independent categories of recreation/
pastimes and eating (for example recreation/pastimes mean scores: 59.00
vs. 47.87 respectively), whilst physical dimension scores are similar (2 - 3

visits = 42.11 vs. > 24 visits = 42.81 respectively).

Those receiving home visits by the district nurse report a long pain
duration and high numbers of pain sites (2 - 3 visits, both = § - 10 years
and > 10 sites; > 24 visits = 10 - 15 years and 6 - 10 sites), while the
commonest pain sites are shoulder, pelvis/hips, legs and feet. Higher MPQ
total, affective and miscellaneous dimension scores are found for 2 - 3

visits than more than 24 visits (for example total mean scores: 39.88 vs.
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31.39 respectively). Higher sensory dimension scores, however, are found
for 24 visits than 2 - 3 visits (mean = 15.42 vs. 14.23 respectively)

The chi square test suggests differences for home visits by the district
nurse may only be highly statistically significant for number of pain sites (p
= 0.005), and statistically significant for pelvis/hip, shoulder and neck pain
(p < 0.049). However, more large scale studies would be required to
confirm statistical significance due to some cells having less than the
expected count (see Appendix U, 12 - 15). The Kruskal-Wallis test
suggests high statistical significance for SIP mobility scores (Asymp. Sig. =
0.002) and statistical significance for overall total, physical and
psychosocial dimension scores, all independent category and body
care/movement, ambulation, social interaction, alertness behaviour and
communication scores (Asymp. Sig. < 0.041) (see Appendix V, 9 -12), but

finds no statistical significance for MPQ scores.

7.2.5. Visits to therapists

Visits to the physiotherapist or occupational therapist (physio/OT) are
reported by 17 patients in the total sample (12.5%), with Group 1 having
the highest percentage (30.0%, n = 12), and the other patients being from
Groups 2 - 4 (56.0%, 2.5% and 12.5%, n = 2, 1 and 2 respectively). Four or
more visits are reported by Group 1 (for example: 4 - 6,7 - 12 and 13 - 24
visits, all = 5.0%, n = 2), and the one Group 3 patient (4 - 6 visits). Similar
patterns are found for the Hastings practice and the Lewisham practice (all
visits: 13.4%, n = 9 and 11.6%, n = 8 respectively). Less patients report
visits to homeopaths/cyropractors, who are defined as other therapists for
this study (7.4%, n = 10), with three patients for Groups 1, 2 and 4, and
one for Group 3 (7.5%, 7.5%, 18.8% and 2.5% respectively). More
patients in the Hastings practice report visits to other therapists than the

Lewisham practice (13.5% vs. 1.4%, n = 9 and 1 respectively).

A similar number of men and women report visits to the physio/OT, with

slightly more women than men reporting visits to other therapists (9.3% vs.
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4.9%, n = 7 and 3 respectively). More visits to all therapists are reported
by those with no dependants compared to those with dependants (for
example physio/OT, none vs. 1. 13.6% vs. 72%, n = 12 and 2
respectively). The most visits to the physio/OT are for clerical/secretarial
occupations, and skilled construction/engineering related occupations
(SOC 4 and 5: 15.2% and 25.1% respectively, both n = 4), with those
defined as junior non-manual workers also reporting the most visits (SEG
6 = 17.2%, n = 6). This pattern is also reflected in visits to other therapists.
Musculo-skeletal diagnoses consistently have the most visits to the
physio/OT and other therapists (musculo-skeletal 1° and 2° diagnoses:
25.8% and 29.5%, 11.9% and 17.7%, n = 11, 5, § and 3 respectively).

The highest SIP overall total, physical and psychosocial dimension scores
are for 13 - 24 visits to the physio/OT. However, no clear pattern is found
for fewer visits (for example overall total mean for visits: 1 =2247,2-3 =
20.11, 4 - 6 = 16.54, 13 - 24 = 36.70, n = 6, 4, 3 and 2 respectively).
Physical dimension categories of body care/movement and ambulation
both have highest scores for 13 - 24 visits and second highest for one visit
(for example ambulation mean for visits: 34.62 and 27.36 respectively).
This pattern is reversed for mobility (mean = 25.31 and 27.28
respectively). Psychosocial dimension category scores are also highest for
13 - 24 visits for all but emotional behaviour, for which 2 - 3 visits is
highest (mean = 30.18). One visit has the second highest scores for all but
the social interaction category, for which 7 - 12 visits is second highest
(mean = 25.59, n = 2). No clear pattern is evident for independent

category scores.

Increasing SIP scores are found for up to 13 visits to other therapists, with

the highest scores generally for 7 - 12 visits (for example overall total

mean for visits: 2-3=2.93,4-6=1922,7-12=38.19, 13- 24 = 36.17,

n =3, 2, 4 and 1 respectively). The only exceptions are social interaction

and home management, for which 13 - 24 visits have slightly higher scores

(for example home management mean for visits: 7 - 12 = 33.08 vs. 13 - 24
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= 34.28). Less visits to any therapist is evident for a longer duration of pain
(for example physio/OT visits: 10 - > 25 years = 5.4% vs. 1 - 10 years =
19.6%, n = 3 and 11 respectively). No clear pattern is otherwise evident for

visits to any therapist for the number and sites of pain and MPQ profiles.

The chi-square test suggests differences for physio/OT visits may only be
highly statistically significant for SEG (p = 0.000) and statistically
significant for SOC and neck pain (p < 0.037). Statistical significance is
also suggested for visits to other therapists for groups, practices and
secondary diagnoses (p < 0.029), with gender approaching statistical
significance (p = 0.051). However, more large scale studies would be
required to confirm statistical significance due to some cells having less

than the expected count (see Appendix U, 16 - 22).

The Kruskal-Wallis test suggests only physio/OT visits may be highly
statistically significant for SIP overall total, physical and psychosocial
dimensions, all physical dimension categories, and social interaction,
alertness behaviour, home management, and recreation/pastimes scores
(Asymp. Sig. < 0.004) and statistically significant for emotional behaviour,
communication, sleep/rest and work scores (Asymp. Sig. < 0.041) (see

Appendix V, 13 - 16), but finds no statistical significance for MPQ scores.

7.2.6. Visits to the pharmacist in the previous year

Overall in the total sample, 62.5 per cent (n = 85) report taking regular
medication. Purposive sampling criteria accounts for all of Group 1 and a
high percentage of Group 2 (72.5%, n = 29) taking medication for a range
of diagnoses (see 3.6, pages 84 - 85). However, over half of Group 4 with
previously unidentified chronic pain and a small percentage of Group 3
who are supposedly fit and well also report taking regular medication
(62.5% and 15.0%, n = 10 and 6 respectively). A higher percentage of the
Lewisham practice report taking regular medication than the Hastings
practice (66.7% vs. 58.2%, n = 46 and 39 respectively).
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Specifically referring to medication to try and help pain, 37.5 per cent of
the total sample (n = 51) report taking regular analgesic medication.
Purposive sampling criteria again accounts for all of Group 1 taking regular
analgesic medication, with the majority taking between one and three
regular analgesics (1 and 2 - 3 analgesics: both = 47.5%, n = 19) and two
patients (5.0%) taking more than three analgesics regularly (see also
5.6.1, pages 134 - 140). Within Group 4, nearly a third (31.3%, n = )
report taking regular analgesic medication obtained not by repeat
analgesic prescriptions from their GP, but over the counter from
pharmacists or supermarkets (1 = 25.0%, 2 - 3 = 6.3%, n = 4 and 1
respectively. One Group 3 patient reports taking 2 - 3 analgesics on a
regular basis to try and help pain but denies having chronic pain.

A higher percentage in the Lewisham practice report taking regular
analgesic medication than the Hastings practice (37.6% vs. 29.8%, n = 26
and 20 respectively). Whilst a higher percentage in the Lewisham practice
than the Hastings practice report taking one regular analgesic (21.7% vs.
11.9%, n = 15 and 8 respectively), similar patterns are found for more than
two analgesics (15.9% vs. 17.9%, n = 12 and 11 respectively). A higher
percentage of the older age groups report taking more analgesics than the
younger age groups (for example 2 - > 3 analgesics: 45 - 54 and > 64
years = 25.0% and 20.7% vs. 35 - 44 years = 7.7%, n = 6, 6 and 2
respectively). A higher percentage of the unemployed and retired also
report taking more analgesics than the fully employed (for example 2 - > 3
analgesics: 28.1% vs. 22.2% vs. 7.9%, n = 9, 10 and 3 respectively).

No SOC or SEG are also reported by the highest percentage of those who
take the most analgesics (for example 2 - > 3 analgesics both = 35.7%, n =
5). Greater analgesic utilisation is otherwise found for skilled construction,
engineering related, clerical/secretarial and personal/protective service
occupations (SOC 5, 4 and 6) (for example 2 - > 3 analgesics: 31.3%,
23.1% and 20.8%; n = 6, 5 and 5 respectively). Such patterns are reflected

for SEG, with those defined as personal service workers, junior non-
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manual workers and skilled manual workers (SEG 7, 6 and 9) taking the
most analgesics (for example 2 - > 3 analgesics: 21.4%, 20.0%, 18.2%; n
= 3, 7 and 4 respectively). Greatest utilisation of analgesic medication is
consistently reported for primary and secondary musculo-skeletal
diagnoses (2 - > 3 analgesics = 46.6% and 29.4%, n = 20 and 5

respectively).

SIP overall total, physical and psychosocial dimension scores are found to
increase with more analgesic medication (for example overall total mean:
2-3=2778vs. >3 =3252, n =21 and 2 respectively). This pattern is
also generally found for physical and psychosocial dimension category
scores. Exceptions are ambulation with higher scores for 2 - 3 analgesics
than for more than three (29.98 vs. 26.84 respectively) and emotional
behaviour, for which more than three analgesics has the lowest scores
(emotional behaviour overall total mean: > 3 =29.29 vs. 1 =30.36vs. 2-3
= 34.18). More than three analgesics has the highest independent
sleep/rest, home management and eating scores, with particularly high
scores for sleep/rest and eating (> 3 analgesics = 72.85 and 10.00
respectively). Work and recreation/pastimes scores are highest for 2 - 3
analgesics (for example work overall total mean for analgesics: 1 = 31.83
vs. >3 =42.82vs. 2 - 3 =48.59).

Regular utilisation of 2 - 3 analgesics is reported by all those with over 25
years pain duration (n = 3) and over half with 5 - 15 years of pain (5 - 10
years = 71.4% and 10 - 15 years = 66.7%; n = 10 and 3 respectively). Half
or more with 15 - 25 years or less than five years pain duration take one
analgesic regularly (15 - 25 years = 57.1% and 2 - 5 years = 52.9%, 1 - 2
years = 50.0%; n = 4, 9 and 4 respectively). None with less than two years

pain report taking more than one analgesic regularly.

A higher percentage with more sites of pain report taking 2 - 3 analgesics

(no. of sites for 2 - 3 analgesics: > 10=80.0% and 6 - 10 =63.6% vs. 2 -3

= 40.0% and 3 - 5 = 38.5%; n = 4, 6, 3 and 5 respectively). This pattern is
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reflected in a higher percentage of those with fewer sites of pain taking
one analgesic medication (no. of sites for 1 analgesic: 6 - 10 = 18.2% and
>10 =20.0% vs. 2 -3 =500% and 3-5=615%; n=2,1,5and 8
respectively). No clear pattern is evident for anatomical sites of pain, with
regular utilisation of three or more analgesic medications reported for

shoulder, chest, pelvis/hips, arms, hands, legs, and feet pain.

The highest MPQ total and dimension scores are consistently for utilisation
of 2 - 3 analgesics (for example total mean for analgesics: 1 =22.70, > 3 =
27.20, 2 - 3 = 33.07; n = 23, 2 and 20 respectively). Generally those with
chronic pain who take no regular medication or only regular non-analgesic
medication have scores for all MPQ total and dimension scores (for
example total mean: 16.12 and 6.84 respectively). The only exception is
the affective dimension for those who take regular non-analgesic

medication, which has no score.

The chi-square test suggests regular utilisation of all medication is highly
statistically significant for groups (p = 0.000), whilst analgesic medication
is highly statistically significant only for groups, SEG, primary diagnoses
and employment status (p < 0.003) and statistically significant for
secondary diagnoses and pain duration (p < 0.028). However, more large
scale studies would be required to confirm statistical significance due to
some cells having less than the expected count (see Appendix U, .23 - 29).
The Kruskal-Wallis test suggests high statistical significant for all SIP
overall total, dimension and category scores (Asymp. Sig. = 0.000) (see
Appendix V, 17 - 20). It also suggests high statistical significance for MPQ
total and affective dimension scores (Asymp. Sig. < 0.005) and statistical
significance for miscellaneous and sensory dimension scores (Asymp. Sig.
< 0.023) (see Appendix V, 21).

7.2.7. Summary
Differences between groups, which may not be attributable to purposive

sampling criteria, include Group 1 having a higher percentage than Group
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2 reporting more visits to the GP. Importantly a quarter of Group 4 report 7
- 12 visits to the GP, and whilst over half the total sample report visiting the
practice nurse, Group 4 has a higher percentage than both Groups 1 and
2 with four or more visits. Group 4 also has the same number of visits, but
a higher percentage than Groups 1 and 2 reporting visits to other
therapists. Nine patients in the Hastings practice and only one in the
Lewisham practice report visits with other therapists. The chi-square test
suggests differences for visits to the GP and practice nurse may be highly
statistically significant for groups, and visits to other therapists may be
statistically significant for groups (see Table 7.2, page 254). Visits with
other therapists may be the only statistically significant primary health care

variable for practices.

Although purposive sampling criteria accounts for all of Group 1 and a high
percentage of Group 2 taking regular medication, over half of Group 4 and
a small percentage of Group 3 also report taking regular medication.
Purposive sampling criteria again accounts for all of Group 1 regularly
taking analgesic medication, with the majority taking 1 - 3 analgesics.
Within Group 4, nearly a third report taking regular analgesic medication,
but do not obtain repeat analgesic prescriptions from their GP. One Group
3 patient also reports taking 2 - 3 analgesics on a regular basis but denies
having chronic pain. The chi-square test suggests differences for regular
utilisation of any medication and analgesic medication may be highly
statistically significant for groups (see Table 7.2, page 254).

A higher percentage of those with no dependants than up to three
dependants report more visits to the GP overall, whilst those with four
dependants have the highest percentage with four or more visits to the GP
for themselves. More visits to the practice nurse are reported by a higher
percentage of the retired and unemployed than the employed, and a
higher percentage of women than men report visits to other therapists.
Clerical and secretarial, skilled construction, engineering and junior non-
manual workers report the most visits to the physio/OT. Utilisation of more
214



analgesics is found for a higher percentage of the unemployed and retired
than the employed, and also those reporting no SOC or SEG. Greater
analgesic utilisation is otherwise found for personal service, junior non-

manual and skilled manual workers.

The chi-square test suggests differences for visits to the GP and
physio/OT may be highly statistically significant for dependants and SEG
respectively, and regular utilisation of analgesic medication may be highly
statistically significant for employment status and SEG. The chi-square
test also suggests differences for visits to the practice nurse and
physio/OT may be statistically significant for employment status and SOC
respectively, and visits to other therapists may be approaching statistical

significance for gender.

Comparing primary diagnoses, all gastro-intestinal, ENT/opthalmology and
endocrine groups and half or more of other diagnoses report 2 - 6 visits to
the GP. More than six visits are reported for seven diagnostic groups, with
fewer than two visits only reported for thoracic, cardio-vascular and
musculo-skeletal diagnoses. Home visits by the GP are reported for a
range of primary diagnoses, with more than three visits for gastro-intestinal
/biliary and musculo-skeletal diagnoses. The chi-square test suggests
differences for visits to the GP and home visits by the GP may be highly

statistically significant for primary diagnoses.

With the exception of neurological diagnoses, 40 per cent or more of all
other diagnoses report 1 - 3 visits to the practice nurse. Whilst six
diagnostic groups have reports of 4 - 6 visits, only cardio-vascular and
musculo-skeletal diagnoses have more than six visits. Musculo-skeletal
diagnoses consistently report greatest utilisation of analgesic medication
for all primary diagnoses. The chi-square test suggests differences for
visits to the practice nurse and utilisation of regular analgesic medication

may be highly statistically significant for primary diagnoses.

215



For all secondary diagnoses except mental health, 60 per cent or more
have reports of 2 - 6 visits to the GP. More than six visits are also reported
by five groups, however, fewer than two visits are reported only for the
gastro-intestinal/biliary group. Musculo-skeletal diagnoses consistently
have the most visits to all therapists and the greatest utilisation of
analgesic medication. The chi-square test suggests differences for visits to
the GP and visits to other therapists may be highly statistically significant,
and regular utilisation of analgesic medication may be statistically

significant for secondary diagnoses.

SIP overall total, physical and psychosocial dimension scores generally
increase with more visits to the GP and physio/OT, and home visits by the
GP. Overall total scores also increase with more visits to the practice
nurse, although less clear patterns are evident for dimensioﬁs. High SIP
scores are evident for all home visits by the district nurse, with 2 - 3 visits
having higher overall total and psychosocial dimension scores, but slightly
lower physical dimension scores than more than 24 visits. Overall total and
dimension scores consistently increase with greater utilisation of analgesic -
medication, with higher "scores for thosé who take regular analgesic
medication than those who take other medication or no regular medication.

The Kruskal-Wallis test suggests differences folr visits to the GP and
physio/OT, and regular utilisation of analgesic medication may be highly
statistically significant for overall total, physical and psychosocial
dimension scores. Statistical significance is also suggested for home visits
by the GP and district nurse for overall total, physical and psychosocial

dimension scores, and visits to the practice nurse for overall total scores.

Physical dimension ambulation and mobility scores generally increase with

more visits to the GP, with slightly higher body care/movement scores also

evident for no visits than one visit. The highest physical dimension

category scores are for 7 - 12 home visits by the GP. Ambulation scores

are higher for one visit to the practice nurse than 2 - 3 visits, with mobility
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scores higher for up to four visits. Physical dimension category scores are
higher for 2 - 3 home visits by the district nurse than 7 - 12 visits. Body
care/movement and ambulation. have highest scores for 13 - 24 visits and
second highest for one visit to the physio/OT, with this pattern reversed for
mobility. Body care/movement and mobility scores increase with greater
utilisation of analgesic medication, whilst ambulation scores are higher for

2 - 3 analgesics than more than three anaigesics.

The Kruskal-Wallis test suggests differences for visits to the GP and
physio/OT and utilisation of analgesic medication may be highly
statistically significant for all physical dimension category scores, and
home visits by the district nurse may be highly statistically significant for
mobility scores. Statistical significance is also suggested for home visits by
the district nurse for body care/movement and ambulation scores, home
visits by the GP for body care/movement scores, and visits to the practice

nurse for ambulation scores.

Psychosocial dimension category scores increase with more visits to the
GP, except for alertness behaviour for 2 - 3 visits, which is lower than one
visit. The highest alertness behaviour and communication scores are for 7
- 12 home visits by the GP, with 2 - 3 visits being highest for emotional
behaviour and social interaction. The one patient reporting 7 - 12 home
visits by the district nurse has the highest psychosocial dimension
category scores for all but social interaction, whilst 13 - 24 visits to the
physio/OT is highest for all but emotional behaviour. Psychosocial
dimension category scores consistently increase with greater utilisation of
analgesic medication, except for emotional behaviour, which has the

lowest scores for more than three analgesics.

The Kruskal-Wallis test suggests differences for visits to the GP and

regular utilisation of analgesic medication may be highly statistically

significant for all psychosocial dimension category scores, and visits to the

physio/OT may be highly statistically significant for social interaction and
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alertness behaviour scores. Statistical significance is suggested for home
visits by the district nurse for social interaction, alertness behaviour, and
communication scores and home visits by the GP for alertness behaviour
and communication scores. Visits to the physio/OT for emotional

behaviour and communication scores may also be statistically significant.

Independent category scores, with the exception of eating, increase with
more visits to the GP and more home visits by the GP. Different patterns
are evident for independent categories and visits to the practice nurse,
although 7 - 12 visits consistently have higher scores than up to six visits.
Highest independent category scores for home visits by the district nurse
are equally divided between 2 - 3 and 7 - 12 visits, with no clear pattern for
visits to the physio/OT. Those who utilise more than three analgesics have
the highest scores for sleep/rest, home management and eating, with the

highest work and recreation/pastimes scores for 2 - 3 analgesics.

The Kruskal-Wallis test suggests high statistical significance for
differences for visits to the GP, home visits by the district nurse, and
regular utilisation of analgesic medication for all independent category
scores, and visits to the physio/OT for home management and
recreation/pastimes scores. Statistical significance is also suggested for
home visits by the GP for sleep/rest, home management, work and eating
scores, visits to the physio/OT for sleep/rest and work scores and visi.ts to

the practice nurse for eating scores.

All patients with more than one year of pain report visiting the GP two or
more times, with the highest percentage of those with up to 10 years of
pain consistently reporting 4 - 6 visits. No clear pattern of visits is evident
for those with 10 or more years of pain. All those with more than 25 years
of pain, and half or more with 5 - 15 years of pain report regular utilisation
of 2 - 3 analgesics, however, none with up to two years pain report taking
more than one analgesic regularly. The chi-square test suggests
differences for visits to the GP may be highly statistically significant, and
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regular utilisation of analgesic medication may be statistically significant

for duration of pain.

Over<30 per cent with one or more sites of pain report 7 - 24 visits to the
GP. A range of visits to the GP is evident for sites of pain, with the highest
percentage for several sites being 4 - 6 visits. All three patients who
receive visits from the district nurse have a long duration of pain and a
high total number of pain sites, with shoulder, pelvis/hips, legs, and feet
being the commonest sites. No clear picture is evident for specific pain
profiles and home visits by the GP or visits to the physio/OT. The chi
square test suggests differences for home visits by the district nurse may
be highly statistically significant for the total number of pain sites and
statistically significant for pelvis/hip, shoulder and neck pain. Statistical
significance is also suggested for vi.sits to the GP and physio/OT for neck

pain and home visits by the GP for pelvis/hip pain.

The highest MPQ total and dimension scores are consistently for regular
utilisation of 2 - 3 analgesic medications. The Kruskal-Wallis test suggests
differences for regular utilisation of analgesic medication may be the only
statistically significant primary health care variable for MPQ scores, with
high statistical significance for total and affective dimension scores, and

statistical significance for miscellaneous and sensory dimension scores.

7.3. Findings from secondary health care in the previous year

7.3.1. Visits to outpatients

Overall in the total sample, 32.4 per cent (n = 44) report outpatient visits,
with Group 1 having the highest percentage (62.5%, n = 25) and Group 4
the second highest (31.2%, n = 5). Group 2 has only a slightly higher
number of patients than Group 3 (20.0% vs. 15.0%, n = 8 and 6
respectively). This is reflected in the number of visits (for example 4 - 12:
Group 1 = 37.5% vs. Group 4 = 18.8% vs. Group 2 =7.5%, n =11, 3 and
3 respectively). The Hastings practice has a higher percentage of patients
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visiting outpatients than the Lewisham practice (40.3% vs. 24.6%, 27 and
17 respectively), and more visits (for example 4 - 12: 15.0%, n = 10 vs.
10.1%, n = 7 respectively). A higher percentage of the unemployed and
retired report more visits than the fully employed (for example 4 - 12 visits:
25.0% vs. 15.5% vs. 5.2%, n = 8, 7 and 2 respectively). For all diagnoses,
musculo-skeletal diagnoses consistently have the most visits to

outpatients (for example 1° diagnoses 4 - 12 visits: 25.6%, n = 11).

Overall total and psychosocial dimension scores increase with more visits
to outpatients (for example overall total mean for visits: 1 = 8.47 vs. 2-3=
1566 vs. 4 - 6 = 2302 vs. 7 - 12 = 2580, n = 13, 14, 10 and 7
respectively). This pattern is generally found for the physical dimension,
although 4 - 6 visits has slightly higher scores than 7 - 12 visits (mean =
20.38 vs. 20.35 respectively). Physical dimension category scores are
highest for 7 - 12 visits for body care/movement and ambulation (mean =
19.73 and 26.04 respectively) and 4 - 6 visits for mobility (mean = 15.50).
Such patterns are found for psychosocial dimension category scores, with
social interaction and communication being highest for 7 - 12 outpatient
visits (mean = 27.22 and 17.08 respectively) and emotional behaviour and
alertness behaviour highest for 4 - 6 visits (33.90 and 34.85 respectively).
For miscellaneous categories, 7 - 12 visits is highest for all but eating, for
which 4 - 6 visits is the highest (mean = 4.12 vs. 6.28 respectively).

Similar profiles are evident for visits to outpatients and duration, total
number and sites of pain. The highest percentage reporting most visits
have 15 - 25 years of pain (7 - 12 visits: 42.9%, n = 3) and 6 - 10 pain sites
(7 - 12 visits: 36.4%, n = 4). Although the highest MPQ total, affective and
miscellaneous dimension scores are for 4 - 6 outpatient visits, no clear
pattern is otherwise evident (for example total mean for visits: 1 = 26.15
vs.4-6=2731vs.7-12=25.10,alln=7).

The chi-square test suggests differences for visits to outpatients may only
be highly statistically significant for groups (p = 0.001), statistically
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significant for SEG and hand pain (p < 0.031), and approaching statistical
significance for shoulder pain (p = 0.055). However, more large scale
studies would be required to confirm statistical significance due to some
cells having less than the expected count (see Appendix U, 30 - 33). The
Kruskal-Wallis test suggests high statistical significance for all SIP overall
total, dimension and category scores (Asymp. Sig. = 0.000) except for
eating which may be statistically significant (Asymp. Sig. = 0.009) (see
Appendix V, 22 - 25), but finds statistical significance for MPQ scores.

7.3.2. Visits to accident and emergency

Overall in the total sample, 18.4 per cent (n = 25) report visiting accident
and emergency (A & E). Group 1 has the highest percentage visiting A&E
(22.5%, n = 9), with Groups 2 and 3 being second highest (both 17.5%, n
= 7) and Group 4 reporting two visits (12.5%). Similar patterns are found
for the Hastings practice and the Lewisham practice (for example: 1 visit =
14.9% and 14.5% respectively, both n = 10). Only those who are retired or
unemployed with no dependants report more than one visit to accident and
emergency ((2 - 6 visits = 6.6%, 6.3% and 56%, n = 3, 2 and 5
respectively). For all diagnoses, musculo-skeletal diagnoses consistently

have the most visits to A & E (for example 1° musculo-skeletal diagnoses:
1 visit = 14.0%, n = 6).

The highest SIP overall total, dimension and category scores are generally
found for 4 - 6 visits to A & E (for example overall total mean for visits: 1 =
892 vs. 2-3=1939vs. 4-6 =27.64, n= 20, 4 and 1 respectively).
Exceptions are body care/movement and alertness behaviour, for which 2
- 3 visits have higher scores than 4 - 6 visits (for example alertness
behaviour mean: 34.68 vs. 28.44 respectively). All scores otherwise
increase with the number of visits, with the exception of communication (1
visit = 3.08 vs. 2 - 3 visits = 2.41).

Similar profiles are evident for visits to A & E and duration, total number

and sites of pain. The three patients reporting more than one visit have 2 -
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10 years pain duration and up to 5 sites of pain, whilst the only patient with
more than 10 sites of pain reports no visits. Although the highest MPQ
total, affective and miscellaneous dimension scores are for 2 - 3 visits, no
clear pattern is otherwise evident (for example total mean for visits: 1 =
27.25vs. 2 -3 =46.68vs. 4-6=17.53, n=8, 2, and 1 respectively).

The chi-square test suggests differences for visits to A & E may only be
approaching statistical significance only for lower back pain (p = 0.051),
however, more large scale studies would be required to confirm statistical
significance due to some cells having less than the expected count (see
Appendix U, 34). The Kruskal-Wallis test suggests statistical significance
only for SIP work category scores (Asymp. Sig. = 0.042) (see Appendix V,
26), but finds no statistical significance for MPQ scores.

7.3.3. Inpatient admissions to hospital

Overall in the total sample, 13.2 per cent (n = 18) report being admitted to
hospital. Group 1 has the highest percentage being admitted to hospital
(27.5%, n = 11), with other patients from Groups 2 and 4 (10.0% and
18.8%, n = 4 and 3 respectively). Group 1 also reports a greater number of
admissions than Groups 2 and 4 (for example 2 - 5 admissions: 10.0% vs.
2.5% vs. 0%, n = 4 and 1 respectively). When comparing the length of time
in hospital, only Group 1 reports admission for one day and 1 - 2 months
(17.5% and 2.5%, n = 7 and 1 respectively). All other admissions are for 2
-7 days or 1 - 4 weeks (Groups 1,2 and 4: 2 - 7 days = 2.5% vs. 5.0% vs.
18.8%, n = 1, 2 and 3 respectively; 1 - 4 weeks = 5.0% vs. 5.0% vs. 0%,
both n = 2).

The Hastings practice has more patients reporting admission to hospital

than the Lewisham practice (16.4% vs. 10.1%, n = 11 and 7 respectively),

and also has a greater number of admissions (for example 2 - 5

admissions: 6.0% vs. 1.4%, n = 4 and 1 respectively). Comparing length of

time in hospital, the Hastings practice has more admissions for one day, 1

- 4 weeks and 1 - 2 months than the Lewisham practice (9.0% vs. 1.4%,
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45% vs. 1.4% and 1.5% vs. 0%:; n =6, 1, 3 1, 1 and O respectively). The
Lewisham practice, however, has more admissions for 2 - 7 days than the
Hastings practice (7:2% vs. 1.5%, n =5 and 1 respectively).

More than one hospital admission is reported by those who are married or
divorced, and the unemployed, retired and those with no dependants 2-5
admissions: 3.3%, 13.3%, 9.4%, 4.4%, and 5.7%; n =3, 2, 3, 2 and 5
respectively). The highest number of admissions for one day are for the
unemployed and those with no dependants (21.9% and 9.1%,n=7and 8
respectively). More than one week in hospital is reported by those who are
married or divorced, and the unemployed, retired and those with no
dependants (for example 1 - 4 weeks = 3.3%, 6.7%, 9.4%, 2.2% and
34%: n = 3, 1, 3, 1 and 3, respectively). Musculo-skeletal diagnoses
consistently have the most reports of admissions to hospital for all primary
diagnoses (1 = 16.3% and 2 - 5 =7.0%, n =7 and 3 respectively). Only
those with musculo-skeletal diagnoses also report admission for one day
and 1 - 2 months (16.3% and 2.3%, n = 7 and 1 respectively).

All SIP overall total, dimension and category scores consistently increase
with a greater number of in-patient admissions (for example overall total
mean for admissions: 1 = 2369 vs. 2 - 5 = 3353, n = 13 and 5
respectively). The highest scores are generally found for 1 - 2 months in
hospital (for example overall total mean: 1 day = 24.25 vs. 2 - 7 days =
7.81 vs. 1 - 4 weeks = 19.30 vs. 1 - 2 months = 40.16, n =7, 6, 4 and 1
respectively). Exceptions are emotional behaviour and eating with highest
scores for one day in hospital (for example emotional behaviour mean: 1-
2 months = 29.65 vs. 1 day = 30.58 respectively), and social interaction
with slightly higher scores for 1 - 4 weeks. One day in hospital also has the
second highest scores for all but the psychosocial dimension and

alertness behaviour and social interaction.

Only the one patient with pain for less than a year and all three patients
with more than 25 years duration of pain report no admissions to hospital.
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A longer stay in hospital of 1 - 4 weeks or 1 -2 months is only reported by
those with 5 - 10 years and 10 -15 years duration of pain respectively
(14.3% and 16.7%, n = 2 and 1). The only patient with 1 - 2 months in
hospital also reports 6 - 10 sites of pain. The highest MPQ total, affective
and miscellaneous scores are found for 2 - 5 hospital admissions (for
example overall total mean for admissions: 1 = 2466vs.2-5=26.70,n=
10 and 4 respectively). One admission, however, has higher sensory
dimension scores than 2 - 5 (mean = 12.87 vs. 10.93 respectively).

The chi-square test suggests differences for admissions to hospital may
be statistically significant for groups, marital and employment status and
primary diagnoses (p < 0.035). Length of time in hospital is also suggested
to be highly statistically significant for groups (p = 0.001) and statistically
significant for marital status and primary diagnoses (p < 0.029). However,
more large scale studies would be required to confirm statistical
significance due to some cells having less than the expected count (see
Appendix U, 35 - 41).

The Kruskal-Wallis test suggests differences for in-patient admissions may
be highly statistically significant for SIP mobility and recreation/pastime
scores (Asymp. Sig. < 0.003) and statistically significant for overall total,
physical and psychosocial dimension, all psychosocial dimension category
and body care/movement, ambulation, home management and work
scores (Asymp. Sig. < 0.030), with sleep/rest scores also approaching
statistical significance (Asymp. Sig. = 0.059) (see Appendix V, 27 - 30).
Length of stay in hospital may be highly statistically significant for physical
dimension, all physical dimension category, work and recreation/pastime
scores (Asymp. Sig. < 0.005), and statistically significant for overall total,
psychosocial dimension, all psychosocial dimension category, sleep/rest
and home management scores (Asymp. Sig. < 0.034) (see Appendix V, 31

- 34). No statistical significance is found for MPQ scores.
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7.3.4. Visits to a specialist pain clinic

Aithough all Group 1 have identifiable chronic pain, only three report
visiting a pain clinic (4 - 6 visits = 5.0% and 2 - 3 visits = 2.5%,n=2and 1
respectively). One Group 4 patient (6.3%), who was not identified as
having chronic pain prior to the study because of not receiving repeat
analgesic prescriptions, also reports 2 - 3 visits to a pain clinic. This small
number of pain clinic visits is equally distributed across both practices. All
three Group 1 patients who report visiting a pain clinic are male, with the
one Group 4 patient being female. All four patients are in the 35 - 64 year
age group, married and with a primary musculo-skeletal diagnosis.
Employment status is equally for full-time employment and unemployed,
with two reporting skilled construction and engineering trades (SOC 5).

SIP overall total, physical and psychosocial dimension and physical
dimension category scores all increase with more visits to a pain clinic (for
example overall total mean for visits: 2 - 3 = 24.96 vs. 4 - 6 visits = 31.35).
No clear pattern is evident for psychosocial dimension categories or
independent categories, with 2 - 3 visits having higher scores for social
interaction, alertness behaviour, work and recreation/pastimes (for

example work mean for visits: 2 - 3 = 54.56 vs. 4 - 6 = 42.82).

Visits to a pain clinic are reported for those with 1 - 15 years duration of
pain (duration in years: 1-2,2-5,5-10, 10 - 15; all n = 1), with two
reporting 6 - 10 sites of pain. No visits, however, are reported for the one
patient with three months to one year of pain and all those with more than
15 years pain duration (n = 7). MPQ profiles consistently increase with
more visits to a pain clinic (for example total mean for visits: 2 - 3 = 14.69
vs. 4 - 6 = 27.52). Importantly, however, those Group 1 and 4 patients not
visiting a pain clinic (n = 52) have higher sensory dimension scores than
those reporting visits (mean for visits: 0 = 12.85vs.2-3=7.79vs. 4 -6 =
12.26). Total, affective and miscellaneous dimension scores are also
higher for those with no visits than those reporting 2 - 3 visits (for example
affective dimension mean for visits: 0 =5.25 vs. 2 - 3 =0.87).
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'I:he chi-square test suggests differences for visits to a pain clinic may be
highly statistically significant for SEG and pelvis/hip pain (p = 0.000).
However, more large scale studies would be required to confirm statistical
significance due to some cells having less than the expected count (see
Appendix U, 42 - 43). The Kruskal-Wallis test suggests differences for
visits to a pain clinic may be highly statistically significant for SIP
communication scores (Asymp. Sig. = 0.005) and statistically significant for
overall total, physical dimension, and body care/movement, ambulation,
work, recreation/pastimes and eating scores (Asymp. Sig. < 0.032) (see

Appendix V, 35 - 37), but finds no statistical significance for MPQ scores.

7.3.5. Summary
Group 1 has the highest percentage of patients reporting visits to

outpatients, with Group 4 the second highest. Such patterns are reflected
in the number of outpatient visits. Group 1 also has the highest percentage
of patients being admitted to hospital and the greatest number of
admissions. When comparing the length of time in hospital, only Group 1
reports admission for one day and 1 - 2 months, with Groups 1, 2 and 4
reporting other admissions for 2 - 7 days or 1 - 4 weeks. The chi-square
test suggests differences for visits to outpatients and length of time in
hospital may be highly statistically significant, and admissions to hospital
may be statistically significant for groups (see Table 7.2, page 254).

More visits to outpatients are reported by a higher percentage of the
unemployed and retired than the fully employed. The married or divorced,
unemployed or retired, and those with no dependants, report more than
one admission and more than a week in hospital. The unemployed and
those with no dependants also have the highest number of hospital
admissions for one day. Musculo-skeletal diagnoses consistently have the
most reports of admissions to hospital and also the only reports of
admission for one day and 1 - 2 months. The four patients visiting a pain
clinic are equally fully employed or unemployed, with two having skilled
construction and engineering trades. The chi-square test suggests
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differences for visits to a pain clinic may be highly statistically significant
for SEG. Statistical significance is suggested for visits to outpatients for
SEG, hospital admissions for marital and employment status and primary

diagnoses, and time in hospital for marital status and primary diagnoses.

All SIP overall total and dimension scores increase with a greater number
of in-patient admissions and visits to a pain clinic, and increase with more
visits to outpatients with the exception of the physical dimension, which
has slightly higher scores for 4 - 6 visits than 7 - 12 visits. The highest
overall total and dimension scores are consistently found for 1 - 2 months
in hospital. The Kruskal-Wallis test suggests differences for visits to
outpatients for all overall total and dimension scores, and length of stay in
hospital for physical dimension scores may be highly statistically
significant. In-patient admissions for all overall total and dimension scores,
length of stay in hospital for overali total and psychosocial dimension
scores, and visits to a pain clinic for overall total and physical dimension

scores may also be statistically significant.

All physical dimension category scores increase with a greater number of
in-patient admissions and more visits to a specialist pain clinic. Physical
dimension category scores for body care/movement and ambulation are
highest for 7 - 12 visits to outpatients, whilst 4 - 6 visits has the highest
mobility scores. The highest and second highest physical dimension
category scores are consistently for 1 - 2 months and one day in hospital
respectively. The Kruskal-Wallis test suggests differences for visits to
outpatients and length of stay in hospital for all physical dimension
category scores, and in-patient admissions for mobility scores may be
highly statistically significant. In-patient admissions and visits to a pain
clinic may also be statistically significant for body care/movement and

ambulation scores.

Social interaction and communication, and emotional behaviour and
alertness behaviour psychosocial dimension category scores are highest
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for 7 - 12 and 4 - 6 outpatient visits respectively, with emotional behaviour
and communication, and social interaction and alertness behaviour highest
for 4 - 6 and 2 - 3 pain clinic visits respectively. Alertness behaviour and
communication are highest for 1 - 2 months in hospital, whilst emotional
behaviour and social interaction are highest for one day and 1 - 4 weeks
respectively. The Kruskal-Wallis test suggests differences for visits to
outpatients for all psychosocial dimension category scores, and visits to a
specialist pain clinic for communication scores may be highly statistically
significant. In-patient admissions and length of stay in hospital may also be

statistically significant for all psychosocial dimension category scores.

Miscellaneous category scores are highest for 4 - 6 visits to A & E, and
increase with a greater number of in-patient admissions. Category scores
are highest for 7 - 12 visits to outpatients and 1 - 2 months in hospital, with
the exception of eating for which 4 - 6 visits and one day respectively are
highest. No clear pattern is generally evident for visits to a pain clinic. The
Kruskal-Wallis test suggests differences for visits to outpatients for
sleep/rest, home management, work and recreation/pastimes, in-patient
admissions for recreation/pastimes, and length of stay in hospital for work
and recreation/pastime scores may be highly statistically significant. Pain
clinic visits for work, recreation/pastimes and eating, in-patient admissions
for home management and work, length of stay in hospital for sleep/rest
and home management, outpatient visits for eating, and A & E visits for
work scores may be statistically significant. In-patient admissions may also

be approaching statistical significance for sleep/rest scores.

The highest percentage of those who report the most visits to outpatients
and half of those visiting a pain clinic have 6 - 10 sites of pain. The only
patient with more than 10 sites of pain reports no visits to A & E. The chi-
square test suggests differences for visits to a pain clinic may be highly
statistically significant for pelvis/hip pain, visits to outpatients may be
statistically significant for hand pain. Visits to A & E, may also be
approaching statistical significance for lower back pain.
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7.4. Findings from social care in the previous year

7.4.1. Visits with the social worker

Overall in the total sample, only 2.2 per cent (n = 3) report visits with the
social worker (Group 1 = 1 and 2 - 3 visits; Group 2 = 4 - 6 visits), with two
from the Hastings practice and one from the Lewisham practice. Two of
the three patients are male, divorced, retired with no dependants and have
primary musculo-skeletal diagnoses. The one patient reporting 2 - 3 visits
has the highest SIP overall total, dimension and category scores for all but
ambulation (for example overall total mean for visits: 4 - 6 = 721 vs. 1=
28.15 vs. 2 - 3 = 54. 45). No clear pattern is otherwise evident for one visit
or 4 - 6 visits. One patient with 2 - 5 years of pain and 3 - 5 pain sites
reports one visit, and one patient with 5 - 10 years of pain and more than
10 pain sites reports 2 - 3 visits. MPQ scores are found to be consistently
higher for 2 - 3 visits than one visit (for example total mean: 59.01 vs.

29.78 respectively).

The chi-square test suggests differences for visits with the social worker
may be highly statistically significant for secondary diagnoses and
pelvis/hip pain (p = 0.000) and statistically significant fbr dependants and
neck pain (p < 0.011). However, more large scale studies would be
required to confirm statistical significance due to some cells having less
than the expected count (see Appendix U, 44 - 47). The Kruskal-Wallis
test suggests statistical significance for SIP mobility and communication
scores (Asymp. Sig. < 0.045), whilst alertness behaviour scores may be
approaching significance (Asymp. Sig. = 0.052) (see Appendix V, 38), and
no statistical significance is found for MPQ scores.

7.4.2. Visits with the social security benefits officer

Overall in the total sample, 15.4 per cent (n = 21) report visits with the

social security benefits officer. Group 1 has the highest percentage

reporting visits (47.1%, n = 10), with other visits for Groups 2 - 4 (12.5%,

10.0% and 12.5%: n = 5, 4 and 2 respectively). Group 1 also reports the
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highest number of visits (for example 2 - 6 visits: Group 1 =125%,n=5
vs. Groups 2 and 3 both = 2.5%, n = 1), with both Group 4 patients
reporting one visit. The Hastings practice has more patients reporting visits
than the Lewisham practice (19.4% vs. 11.6%, n =13 and 8 respectively),
and also has a slightly higher number of visits (for example 2 - 6 visits:
8.5% vs. 2.9%, n = 5 and 2 respectively). The highest percentage of those
who report visits are under 35 years of age, divorced and unemployed
(34.8%, 40.1% and 37.6%; n = 8, 6 and 12 respectively). Only primary
musculo-skeletal and thoracic diagnoses have reports of more than one
visit (for example 2 - 6 visits: 11.7% and 10.0%, n =5 and 1 respectively).

The highest SIP overall total, dimension and category scores are generally
for 2 - 3 visits (for example overall total mean for visits: 1 = 14.85vs. 4-6
= 16.12 vs. 2 - 3 = 21.06, n = 14, 3 and 4 respectively). The only
exceptions are alertness behaviour and communication, for which 2 - 3
visits have the lowest scores and one visit the highest scores (for example
communication mean for visits: 2 - 3 = 18.28 vs. 4 - 6 = 6.44 vs. 5.28), with
no clear pattern otherwise evident for visits. The one patient with pain for
less than a year and all three patients with more than 25 years of pain
report no visits. Only two patients with 5 - 10 years and 15 - 25 years
duration of pain and 6 - 10 or more than 10 pain sites report 4 - 6 visits.
However, these two patients consistently score lowest for all MPQ total
and dimension scores (for example total mean for visits: 4 - 6 = 19.72 vs. 2
-3=28.40vs. 1=230.46, n=2, 3 and 7 respectively), with no clear pattern

otherwise evident.

The chi-square test suggests differences for visits with the social security
benefits officer may be highly statistically significant for SEG, marital status
and foot pain (p < 0.005) and statistically significant for employment status,
secondary diagnoses and neck pain (p < 0.011). However, more large
scale studies would be required to confirm statistical significance due to
some cells having less than the expected count (see Appendix U, 48 - 53).

The Kruskal-Wallis test suggests statistical significance for SIP overall
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total, psychosocial dimension, social interaction, alertness behaviour,
communication and work scores (Asymp. Sig. < 0.048), whilst body
care/movement and home management scores may be approaching
significance for (Asymp. Sig. < 0.058) (see Appendix V, 39 - 41), and no

statistical significance is found for MPQ scores.

7.4.3. Summary
Two of the three patients reporting visits with the social worker have no

dependants and musculo-skeletal diagnoses, whilst the highest
percentage are under 35 years of age, divorced and unemployed. Only
musculo-skeletal and thoracic diagnoses have reports of more than one
visit. The chi-square test suggests differences for visits with the social
security benefits officer for SEG and marital status, and visits with the
social worker for secondary diagnoses may be highly statistically
significant. Statistical significance is also suggested for visits with the
social security benefits officer for employment status and secondary
diagnoses and visits with the social worker for dependants.

The one patient reporting 2 - 3 visits with the social worker has the highest
SIP overall total, dimension and category scores for all but ambulation.
Such patterns are generally found for visits with the social security benefits
officer, with the exception of alertness behaviour and communication, for
which 2 - 3 visits have the lowest scores and one visit the highest scores.
No clear pattern is otherwise evident for visits with either the social worker
or benefits officer. The Kruskal-Wallis test suggests differences for visits
with the social security benefits officer may be statistically significant for
overall total, psychosocial dimension, and social interaction, alertness
behaviour, communication, and work scores. Statistical significance is also
suggested for visits with the social worker for mobility and communication
scores. Visits with the social security benefits officer for body
care/movement and home management, and visits with the social worker

for alertness behaviour scores may be approaching statistical significance.
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Two patients with 3 - 5 or more than 10 sites of pain report visits with the
social worker, whilst two patients with 6 - 10 or more than 10 pain sites
report 4 - 6 visits with the social security benefits officer. The chi-square
test suggests differences for visits with the social worker for pelvis/hip pain
and visits with the social security benefits officer for foot pain may be
highly statistically significant. Statistical significance is suggested for visits

with the social worker and social security benefits officer for neck pain.

7.5. Findings from the financial benefits system in the previous year

7.5.1. Income support

Overall in the total sample, 19.1 per cent (n = 26) report receiving income
support. A similar number of Group 1 and 2 and less of Group 3 receive
income support (27.5% vs. 22.5% vs. 12.5%,n=11,9and 5 respectively),
with one Group 4 patient (see Figure 7.20).
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Groups 1 and 2 also have similar patterns for the length of time income
support has been received (for example: 1 - 5 years, both groups = 12.5%,
n=5 >5years = 50% vs. 7.5%, n = 2 and 3 respectively). A higher
percentage in the Lewisham practice receive income support than the
Hastings practice (21.7% vs. 16.4%, n = 15 and 11 respectively), with a
higher percentage of the Lewisham practice receiving support for1 -5
years (15.9% vs. 6.0%, n = 11 and 4 respectively) (see Figure 7.21).
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Figure 7.21. Years means-tested benefits claimed: % for practices

For demographic findings, those who are divorced and unemployed have
the highest percentage receiving income support (66.7% and 43.8%, n =
10 and 14 respectively). However, similar numbers for the time that
income support has been received is found for other marital and
employment status (for example > 5 years: divorced 20.0% vs. married
3.3%, both n = 3). All but two of those who receive income support have
one or no dependants (32.2% and 17.0%, n = 9 and 15 respectively).
Primary musculo-skeletal diagnoses have the greatest number receiving

income support (28.0%, n = 12).
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The highest SIP overall total, physical and psychosocial dimension scores
are for those who have received income support for up to one year (for
example overall total mean score for years: > 5 = 1270 vs. 1 - 5= 13.62
vs. < 1= 16.58, n = 6, 15 and 5 respectively). However, less clear patterns
are evident for category scores, with receipt of income support for1-5
years and more than five years each having highest scores for three
categories. Similar patterns are evident for duration and sites of pain and
receipt of income support. Only two patients with 2 - 5 and 5 - 10 years
pain duration and one with more than 10 sites of pain report receiving
income support for more than five years. The highest MPQ total and
dimension scores are consistently found for those who report receipt of
income support for 1 - 5 years (for example total mean for years: < 1 =
18.29 vs. > 5=19.09 vs. 1 — 5 =28.29, n = 4, 2 and 6 respectively).

The chi-square test suggests differences for receipt of income support
may be highly statistically significant for marital and employment status,
and shoulder pain (p < 0.005). However, more large scale studies would
be required to confirm statistical significance due to some cells having less
than the expected count (see Appendix U, 54 - 56). The Kruskal-Wallis
test suggests statistical significance for SIP communication, home
management, work and recreation/pastime category scores (Asymp. Sig. <
0.037) (see Appendix V, 42 - 43), but finds no statistical significance for

MPQ scores.

7.5.2.Housing benefit

Overall in the total sample, 22.8 per cent (n = 31) report receiving housing
benefit (see Figure 7.20). Group 1 have the highest percentage (45.0%, n
= 18), with other reports for Groups 2 - 4 (20.0% vs. 10.0% vs. 6.3%, n =
8. 4 and 1 respectively). The majority have received housing benefit for 1 -
5 years (64.5%, n = 20), with only Groups 1 and 4 reporting a longer
period (> 5 years = 15.0% and 6.3% n = 6 and 1 respectively). A higher
percentage of the Lewisham practice receive housing benefit than the
Hastings practice (26.1% vs. 19.4%, n =18 and 13 respectively), and have
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also received support for 1 - 5 years (20.3% vs. 9.0%, n = 14 and 6
respectively) (see Figure 7.21).

For demographic profiles, those who are separated and divorced have the
highest percentage receiving housing benefit (75.0% and 46.7%, n = 3 and
7 respectively). However, those who are divorced and married also have
the same number receiving housing benefit for more than five years
(20.0% vs. 3.3%, both n = 3). All but three in the total sample who receive
housing benefit are unemployed or retired (46.9% and 28.9%, n = 15 and
13 respectively). Primary musculo-skeletal diagnoses have the highest

percentage receiving housing benefit (34.2%, n = 19).

The highest SIP overall total and physical dimension scores are reported
for those receiving more than five years housing benefit (for example
overall total mean for years: 1-5=13.80 vs. >1=19.73 vs. > 5 = 19.90,
n = 20, 4 and 7 respectively). Those receiving housing benefit for up to
one year, however, have the highest affective dimension scores (mean for
years:1-5=1277vs.>5=1723vs. <1= 19.43). The highest category
scores are generally found for those receiving housing benefit for more
than five years (for example mobility mean for years: 1 -5 = 10.07 vs. < 1
=14.33 vs. > 5 = 16.07). Exceptions are ambulation, social interaction and
work, for which up to one year of housing benefit has the highest scores
(for example social interaction mean for years: 1 - 5§ = 11.13 vs. > 5=
12.32 vs. < 1 =24.48).

Similar patterns are evident for duration and sites of pain and receipt of
housing benefit, with receipt for more than five years reported by those
with 2 - 10 years of pain (2 - 5 years = 17.6% and 5 - 10 years = 21.4%,
both n = 3). The highest MPQ total and dimension scores are consistently
found for those who receive housing benefit for more than five years (for
example total mean for years: 1 - 5 =2571vs. <1 = 2649 vs. > 5 =

33.22, n =9, 4 and 6 respectively).
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The chi-square test suggests differences for receipt of housing benefit may
be highly statistically significant for groups, marital and employment status
and SEG (p < 0.003). However, more large scale studies would be
required to confirm statistical significance due to some cells having less
than the expected count (see Appendix U, 57 - 60). The Kruskal-Wallis
test suggests high statistical significance for SIP overall total, physical and
psychosocial dimension, body care/movement, ambulation, emotional
behaviour, home management and recreation/pastime scores (Asymp.
Sig. < 0.005) and statistical significance for mobility, sleep/rest, work and
eating scores (Asymp. Sig. < 0.009) (see Appendix V, 44 - 47), but finds

no statistical significance for MPQ scores.

7.5.3. Community charge benefit

" Overall in the total sample, 26.5 per cent (n = 36) report receiving
community charge benefit (see Figure 7.20). Group 1 have the highest
percentage (42.5%, n = 17), with other reports for Groups 2 - 4 (30.0% vs.
15.0% vs. 6.3%, n = 12, 6 and 1 respectively). The majority have received
community charge benefit for 1 - 5 years (52.8%, n = 19), with more long-
term benefit evident for Group 1 than Groups 2 - 4 (for example > § years:
17.5% vs. 5.0% vs. 2.5% vs. 0%, n = 7, 2 and 1 respectively). A similar
number in the Lewisham practice and the Hastings practice receive
community charge benefit (27.5% and 25.4%, n = 19 and 17 respectively)
(see Figure 7.21). Whilst a higher percentage of the Lewisham practice
receive community charge benefit for 1 - 5 years (20.3% vs. 7.5%, n = 14
and 5 respectively), the same number in each practice have received
benefit for more than five years (7.2% and 7.5%, both n = 5).

For demographic profiles, half or more of those who are widowed,
divorced or separated receive community charge benefit (80.0%, 60.1%
and 50.0%, n = 3, 9 and 2 respectively). However, those who are divorced
and married have the same number receiving benefit for more than five
years (26.7% vs. 4.3%, both n = 4). The unemployed or retired also have

the highest percentage of those who receive community charge benefit
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(46.9% and 35.6%, n = 15 and 16 respectively). Primary musculo-skeletal
diagnoses also have the highest percentage receiving community charge
benefit (41.9%, n = 18).

SIP overall total, dimension and category scores consistently inc;ease with
the length of time 'community charge benefit is received (for example
overall total mean for years: <1=727vs.1-5=13.12vs. >5 = 19.72).
Similar patterns are evident for duration and sites of pain and receipt of
benefit, with receipt for more than five years reported by those with 2 - 10
years of pain (2 - 5 years = 17.6% and 5 - 10 years = 28.6%, n = 3 and 4
respectively). MPQ total and dimension scores consistently increase with
the length of time that community charge benefit is received (for example
total mean for years: <1 =18.16vs. 1-5= 23.19vs.>5=36.90,n=3,8
and 7 respectively). However, those not in receipt of community charge
benefit have higher scores than those receiving benefit for up to one year
for total, sensory and affective dimensions (for example total mean for
none = 22.90), and up to five years for the miscellaneous dimension.

The chi-square test suggests differences for receipt of community charge
benefit may be highly statistically significant for marital status (p < 0.002)
and statistically significant for practices and employment status (p <
0.011). However, more large scale studies would be required to confirm
statistical significance due to some cells having less than the expected
count (see Appendix U, 61 - 63). The Kruskal-Wallis test suggests
statistical significance for SIP physical dimension, ambulation, sleep/rest,
recreation/pastimes and eating scores (Asymp. Sig. < 0.047) (see

Appendix V, 48 - 49), but finds no statistical significance for MPQ scores.

7.5.4. Disability premium

Overall in the total sample, only three Group 1 patients in the Hastings
practice report receiving disability premium (see Figures 7.20 and 7.21).
All three patients have no dependants and primary musculo-skeletal

diagnoses. Two are unemployed females in the 35 - 54 year age group,
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one single and one divorced who report receiving disability premium for 1 -
5 years. One is a retired, divorced male in the 55 - 64 year age group who

reports receiving disability premium for more than 5 years.

The two patients with 1 - 5 years receipt of disability premium report the
highest SIP overall total, psychosocial dimension, psychosocial dimension
category, and body care/movement, sleep/rest, home management, and
rgcreatioqlpastimes scores (for example overall total mean: 43.76 vs.
28.18 respectively). They have 5 - 10 years and more than 25 years pain
duration, and 6 - 10 and more than 10 pain sites. The patient receiving
disability premium for more than five years has 5 - 10 years pain duration
and more than 10 pain sites. MPQ scores are higher for those receiving
disability premium for 1 - 5 years, and those not in receipt of disability
premium have higher scores than the patient in receipt for more than five

years (for example total mean for years: > 5=20.75vs. 0 = 23.80).

Whilst the chi-square test suggests differences for receipt of disability
premium may be highly statistically significant only for shoulder pain (p =
0.001), more large scale studies would be required to confirm statistical
significance due to some cells having less than the expected count (see
Appendix 'U, 64). The Kruskal-Wallis test suggests high statistical
significance for SIP mobility, communication and recreation/pastime
scores (Asymp. Sig. < 0.005) and statistical significance for overall total,
.physical and psychosocial dimension, body care/movement, ambulation,
emotional behaviour, social interaction, alertness behaviour, sleep/rest,
home management, work and eating scores (Asymp. Sig. < 0.043) (see

Appendix V, 50 - 53), but finds no statistical significance for MPQ scores.

7.5.5. Unemployment benefit

Overall in the total sample, only 3.7 per cent (n = 5) from Groups 2 and 3

report receiving unemployment benefit for 7 - 12 months (10.0% and 2.5%,

n = 4 and 1 respectively) (see Figure 7.22). Four patients are in the

Lewisham practice (see Figure 7.22), male and unemployed, three are in
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the 35 - 44 year age group, two under 35 years of age, and three have one
dependant. Two patients report primary thoracic diagnoses. Higher SIP
scores are found for those who do not receive unemployment benefit than
those who do (for example overall total mean: 9.44 vs. 0.77 respectively).

The chi-square test suggests differences for receipt of unemployment
benefit may be statistically significant for age, dependants, employment
status and primary diagnoses, (p < 0.050), and approaching statistical
significance for SEG (p = 0.056). However, more large scale studies would
be required to confirm statistical significance due to some cells having less
than the expected count (see Appendix U, 65 - 69). The Kruskal Wallis test
suggests statistical significance for SIP overall total scores, with sleep/rest
scores approaching statistical significance (Asymp. Sig. = 0.053) (see
Appendix V, 54), but finds no statistical significance for MPQ scores.
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- 7.5.6. Invalidity benefit

Overall in the total sample, 12.5 per cent (n = 17) report receiving invalidity
benefit, with Group 1 having the highest percentage and Group 4 the next
highest (32.5% vs. 18.8%, n = 13 and 3) (see Figure 7.22). All but one
patient in each group report receipt for more than one year. One Group 3
patient who has not visited the GP in the previous six months and is
supposedly fit and well reports receipt for more than five years. Similar
numbers receive invalidity benefit in the Hastings practice and the
Lewisham practice (11.9% and 13.0%, n = 8 and 9 respectively), with
slightly more of the Lewisham practice in receipt for longer (for example: 1
-5years =4.5%vs. 10.1%,n=3and 7 respectively).

A higher percentage of males claim invalidity benefit than females (for
example 1 - > 5 years: 19.7% vs. 4.0%, n =12 and 3 respectively), with all
claimants being unemployed or retired (25.0% vs. 20.0%, n = 8 and 9
respectively). The majority also have no dependants (dependants: none =
158% vs. 1 =7.2% vs. 3 =20.0% vs. 2 and 4 = 0%, n = 14, 2, 1 and 0
respectively). Musculo-skeletal and cardio-vascular diagnoses have the
highest and second highest reports for receipt of invalidity benefit (for

example 1° diagnoses: 32.5% and 18.2%, n = 14 and 2 respectively).

The highest SIP overall total and dimension scores are for those receiving
invalidity benefit for 6 - 12 months (for example overall total mean: > 5
years = 20.69 vs. 1 - 5 years = 28.34 vs. 6 - 12 months = 30. 45, n = 5, 10
and 2 respectively). Clear patterns are not evident for category scores,
with more than five years receipt only having the highest scores for
ambulation. Those receiving invalidity benefit report diverse duration of
pain, and number of pain sites (1 - 25 years and 1 - >10 sites). The highest
MPQ total, affective and miscellaneous dimension scores are for those in
receipt for 1 - 5 years (for example total mean: > 5 years = 19.95 vs. 6-12
months = 25.07 vs. 28.28, n = 4, 2 and 10 respectively), with the highest
sensory dimension scores for 6 - 12 months. Those Group 1 and 4
patients who do not receive invalidity benefit (n = 40) consistently have
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higher MPQ scores than those in receipt for more than five years (for

- example sensory dimension mean: 11.53 vs. 12.49 respectively).

The chi-square test suggests differences for receipt of invalidity benefit
may be highly statistically significant only for groups (p = 0.001), and
statistically significant for gender, employment status, and primary and
' secondary diagnoses, (p < 0.011). However, more large scale studies
would be required to confirm statistical significance due to some cells
having less than the expected count (see Appendix U, 70 - 74). The
Kruskal-Wallis test suggests high statistical s_igniﬁcance for all SIP overall
total, dimension and category scores (p < 0.004) with the exception of
eating scores (see Appendix V, 55 - 58), but finds no statistical

significance for MPQ scores.

7.5.7. Severe disablement allowance

Overall in the total sample, only 3.7 per cent (n = 5) from Groups 1 and 4
report receiving severe disablement allowance (10.0% and 6.3%, n = 4
and 1 respectively) (see Figure 7.23). Four patients report receipt for more
than five years, with one Group 1 patient in receipt for 6 - 12 months.
Similar patterns are found the Hastings practice and the Lewisham
practice (4.5% and 2.9%, n = 3 and 2 respectively) (see Figure 7.24). Four
patients receiving severe disablement allowance are female and one male,
with three being married, one single, one separated and none having
dependants. A broad age range from under 35 years to over 64 years is
evident. Four report being unemployed and having no SOC, with the other
patient being retired, whilst four report pﬁmary musculo-skeletal

diagnoses, and one a secondary musculo-skeletal diagnosis.

SIP overall total, dimension and category scores are consistently higher
for the patient in receipt of severe disablement allowance for 6 - 12 months
except for social interaction (for example overall total mean: > 5 years =
19.76 vs. 6 - 12 months = 37.83). All those receiving severe disablement

allowance report more than five years pain duration and two or more sites
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of pain. More than 25 years of pain and 10 sites of pain are reported once,
with two reports of 15 - 25 years of pain and 6 - 10 sites of pain. The
highest MPQ scores are consistently for 6 - 12 months receipt, although
those not receiving the allowance have higher scores than those in receipt
for more than five years (for example total mean: > 5 years = 18.10 vs.

none = 24.79 vs. 6 - 12 months = 32.03).
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The chi-square test suggests differences for receipt of severe disablement
allowance may be highly statistically significant for SEG and foot pain (p <
0.004) and statistically significant for SOC (p = 0.048). However, more
large scale studies would be required to confirm statistical significance due
to some cells having less than the expected count (see Appendix U, 75 -
77). The Kruskal-Wallis test suggests high statistical significance for SIP
mobility and ambulation scores (p < 0.003) and statistical significance for

overall total, physical dimension, body care/movement, communication,
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home management, work and recreation/pastime scores (p < 0.028) (see
Appendix V, 59 - 62), but finds no statistical significance for MPQ scores.
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7.5.8. Occupational/industrial injury pension

Overall in the total sample, only three per cent (n = 4) receive
occupationalfindustrial injury pension. Two Group 1 patients report receipt
for more than five years, whilst one patient in each of Groups 2 and 4
report receipt for 1 - 5 years. Three patients are in the Lewisham practice
and one in the Hastings practice (see Figures 7.23 and 7.24). Three
patients are male and one female, with two being married, one single, one
divorced, and none having dependants. A broad age range is evident (<
35 years - > 64 years), with three being retired and one unemployed.
Primary musculo-skeletal diagnoses and cardio-vascular diagnoses are
both reported by two patients, with secondary musculo-skeletal,

neurological or endocrine diagnoses each being reported once.
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SIP overall total, dimension and category scores are consistently higher
for the two patients reporting receipt of occupational/industrial injury
pension for more than five years (for example overall total mean: 1 - 5
years = 11.59 vs. > 5 years = 49.41) with the exception of eating. All three
chronic pain patients in receipt of the pension have more than five years
duration of pain, with two reporting 10 - 15 years or 15 - 25 years of pain.
All three have two or more sites of pain, with two patients reporting 6 - 10
sites or more than 10 sites of pain. The patient receiving
occupationalfindustrial injury pension for more than five years consistently
has the highest MPQ total and dimension scores. However, those not
receiving the pension consistently have higher scores than those in receipt
for 1 - 5 years (for example total mean: 1 - 5 years = 5.80 vs. none = 24.10

vs. > 5 years = 42.90).

The chi-square test suggests differences for receipt of occupational/
industrial injury pension may be highly statistically significant for secondary
diagnoses, neck and pelvis/hip pain (p < 0.003). However more large scale
studies would be required to confirm statistical significance due to some
cells having less than the expected count (see Appendix U, 78 - 80). The
Kruskal-Wallis test suggests high statistical significance for SIP
communication scores (p = 0.002) and statistical significance for overall
total, physical dimension, body care/movement, mobility, social interaction,
alertness behaviour, home management, work and recreation/pastime
scores (p < 0.046). Ambulation scores may be approaching statistical
significance (p = 0.056) (see Appendix V, 63 - 66). The Kruskal-Wallis test
also suggests statistical significance for MPQ miscellaneous dimension

scores (see Appendix V, 67).

7.5.9. Disability living and attendance allowances

Overall in the total sample, 8.1 per cent (n = 11) receive disability living

allowance, all of whom are from Group 1 (27.5%) (see Figure 7.23). Whilst

the same number report receipt for up to one year and more than five

years (both = 5.0%, n = 2), the greatest number report receipt for 1 - 5
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years (17.5%, n = 7). Overall in the total sample, six patients (4.4%) from
Groups 1 and 4 receive attendance allowance (10.0% and 12.6%,n=4
and 2 respectively) (see Figure 7.23). One patient in each group reports
receipt for up to a year, with three Group 1 and one Group 4 patient
reporting receipt for 1 - 5 years and more than five years respectively. The
Hastings practice has more patients receiving disability allowance than the
Lewisham practice (11.5% vs. 5.8%, n = 7 and 4 respectively). However,
the Lewisham practice has more patients receiving attendance allowance
(5.7% vs. 3.0%, n = 4 and 2 respectively) (see Figure 7.24).

A broad age range is evident for receipt of disability living allowance, for
which eligibility is up to 65 years of age (< 35 - 64 years). The highest
percentage in receipt report no SOC (28.6%, n = 4), with all others being
unemployed or retired (21.9% vs. 8.8%, n = 7 and 4 respectively). A higher
percentage of males receive disability living allowance than females
(13.1% vs. 4.0%, n = 8 and 3), with the pattern reversed for attendance
allowance (1.6% vs. 6.7%, n = 1 and 5 respectively). The greatest number
receiving both allowances are married (7.6% and 4.4%, n = 7 and 4
respectively), and all but one patient receiving disability living allowance
have no dependants. All those receiving disability living allowance and four
receiving attendance allowance report primary musculo-skeletal
diagnoses, whilst three patients receiving attendance allowance also

report secondary musculo-skeletal diagnoses.

The highest SIP overall total, dimension and category scores are generally
found for those receiving disability living allowance for up to one year (for
example overall total mean for years: > 5 = 17.57 vs. 1-5=27.71 vs. <1
= 39.00, n = 2, 7 and 2 respectively). The only exceptions are social
interaction, for which 1 - 5 years receipt has the highest scores, and work
which has the same scores for up to one year and 1 - 5 years (both =
70.10). Different patterns are evident for attendance allowance, with the
highest overall total, dimension and category scores generally found for 1 -
5 years receipt (for example overall total mean for years: > 5 = 17.42 vs. <
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1 =2696vs. 1-5=4291, n=1, 2 and 3 respectively). The only
exceptions are emotional behaviour and eating, for which receipt for up to
one year has the highest scores (for example emotional behaviour mean
for years: > 5=29.50 vs. 1-5=43.50 vs. <1 =45.74).

A broad range of pain duration and number of pain sites is evident for
receipt of disability living allowance (1 - 25 years, 1 - > 10 sites). A higher
percentage of those with more sites of pain also report receipt (6 - 10 sites
= 36.4%, > 10 sites = 60.0%, n = 4 and 3 respectively). Only one patient
receiving attendance allowance reports less than 10 years pain duration,
with two patients reporting more than 25 years pain. The greatest number
of patients receiving attendance allowance report 6 - 10 sites of pain
(36.4%, n = 4).
The highest MPQ total and dimension scores are consistently for those
receiving disability living allowance for up to a year, with those not in
receipt having the second highest total and sensory dimension scores.
The lowest scores are consistently for more than five years receipt (for
example total mean for years: > 5 = 17.89 vs. 1 — § = 23.66 vs. none =
2453 vs. <1 =31.71,n =2, 7, 45 and 2 respectively). The highest MPQ
total, sensory and miscellaneous dimension scores are for those receiving
attendance allowance for 1 - 5 years, with receipt for up to a year having
the highest affective dimension scores. Those not in receipt also have the
second highest total and miscellaneous dimension scores (for example
total mean for years: <1 =18.28 vs. >5=23.80 vs. none =24.14 vs. 1 -5

=33.80, n =2, 1, 50 and 2 respectively).

The chi-square test suggests differences for receipt of disability living
allowance may be highly statistically significant for groups, SEG and
shoulder pain (p < 0.004) and statistically significant for employment and
marital status (p < 0.044). Attendance allowance may be highly statistically

significant for duration of pain and total number of pain sites (p < 0.005),
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statistically significant for groups and ~ secondary diagnoses, and
- approaching statistical significance for ieg pain (p = 0.057). However, more
large scale studies would be required to confirm statistical significance due
to some cells having less than the expected count (see Appendix U, 81 -
90).

The Kruskal-Wallis test suggests differences for receipt of disability living
allowance may be highly statisticallyA significant for overall total, physical
and psychosocial dimension, and all category scores (p < 0.003) except for
emotional behaviour, which may be statistically significant (p < 0.017) and
eating. Attendance allowance may be highly statistically significant for
overall total, physical dimension, all physical dimension categories, social
interaction, alertness behaviour, communication, home management and
recreation/pastime scores (p < 0.004), and statistically significant for
psychosocial dimension, emotional behaviour, sleep/rest and eating
scores (p < 0.037) (see Appendix V, 68 - 75). No statistical significance is

found for MPQ scores.

7.5.10 Summary _

All patients receiving disability living allowance and the highest percentage
in receipt of housing benefit and invalidity benefit are from Group 1. All
those receiving attendance allowance are from Groups 1 and 4, with
Group 4 also having the next highest percentage for those in receipt of
invalidity benefit (see Table 7.2, page 254). The majority has received
housing benefit and disability living allowance for 1 - 5 years, with only
Groups 1 and 4 reporting receipt of both benefits for a longer period. All
but one patient in each group report receipt of invalidity benefit for more
than one year, and one Group 3 patient reports receipt for more than five
years. The chi-square test suggests differences for receipt of housing
benefit, invalidity benefit and disability living allowance may be highly
statistically significant for groups, and attendance allowance may be

statistically significant for groups.
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A similar number in both practices receive community charge benefit, with
the same number in each practice in receipt of the benefit for more than
five years. However, a higher percentage of the Lewisham practice reports
receipt for 1 - 5 years than the Hastings practice. The chi-square test
suggests differences for receipt of community charge benefit may be the

only statistically significant financial benefit variable for practices.

A higher percentage of males receive invalidity benefit than females, whilst
all in receipt of unemployment benefit are under 45 years. The highest
percentage receiving income support and housing benefit are respectively
divorced, and divorced or separated. Half or more of those who are
widowed, divorced or separated receive community charge benefit, whilst
the greatest number receiving disability living allowance are married. The
majority receiving unemployment benefit and income support has one
dependant, and one dependant or no dependants respectively. All those
receiving invalidity benefit and the highest percentage in receipt of housing
benefit, community charge benefit and disability living allowance are
unemployed or retired, whilst the unemployed also have the highest
percentage receiving income support, unemployment benefit and severe
disablement allowance. The highest percentage of those receiving severe
disablement allowance and disability living allowance report no SOC.

The chi-square test suggests differences for receipt of housing benefit for
marital status, SEG and employment status, income support for marital
and employment status, disability living allowance for SEG, community
charge benefit for marital status, and severe disablement allowance for
SEG may be highly statistically significant. Receipt of unemployment
benefit for employment status, dependants and age, disability living
allowance for employment and marital status, and invalidity benefit for
gender and employment status may be statistically significant. Receipt of
community charge benefit for employment status and severe disablement
allowance for SOC may also be statistically significant, and unemployment
benefit may be approaching statistical significance for SEG.
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Primary musculo-skeletal and cardio-vascular diagnoses have the most
reports for invalidity benefit, whilst unemployment benefit has two reports
of thoracic diagnoses. Secondary musculo-skeletal diagnoses are mostly
reported for receipt of attendance allowance and occupational/industrial
injury pension. The chi-square test suggests differences for receipt of
unemployment benefit and invalidity benefit may be statistically significant
for primary diagnoses. High statistical significance is suggested for
occupational/industrial injury pension and invalidity benefit for secondary
diagnoses, whilst attendance allowance may be statistically significant.

The highest SIP overall total, physical and psychosocial dimension scores
are for up to one year receipt of income support, disability living allowance,
invalidity benefit and severe disablement allowance, 1 - 5 years receipt of
attendance allowance and more than five years of community charge
benefit and occupationalfindustrial injury pension. More than five years
receipt of housing benefit has the highest overall total and physical
dimension scores, whilst the highest affective dimension scores are for up
to one year. The two patients with 1 - 5 years receipt of disability premium

report the highest overall total and psychosocial dimension scores.

The Kruskal-Wallis test suggests differences for receipt of housing benefit,
invalidity benefit and disability living allowance for overall total, physical
and psychosocial dimension, and attendance allowance for overall total
and physical dimension scores may be highly statistically significant.
Statistical significance is suggested for receipt of disability premium for
overall total, physical and psychosocial dimension, severe disablement
allowance and occupationalfindustrial injury pension for overall total and
physical dimension, community charge benefit for physical dimension, and

attendance allowance for psychosocial dimension scores.

The highest physical, psychosocial and independent category scores are
for receipt of severe disablement allowance and disability living allowance

for up to one year except for social interaction, and social interaction and
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work respectively. Receipt of attendance allowance for 1 - 5 years has the
highest category scores except for emotional behaviour and eating.
Community charge benefit, occupationalfindustrial injury pension except
eating, and housing benefit except ambulation, social interaction and work
is highest for more than five years receipt. No clear pattern is otherwise

evident for category scores and benefits.

The Kruskal-Wallis test suggests differences for receipt of invalidity benefit
may be highly statistically significant for all category scores except eating.
High statistical significance is suggested for attendance and disability
living allowances for all physical dimension category scores, housing
benefit for body care/movement and ambulation, severe disablement
allowance for mobility and ambulation, and disability premium for mobility
" scores. Statistical significance is suggested for disability premium for body |
care/movement and ambulation, occupational/industrial injury pension for
body care/movement and mobility scores, housing benefit for mobility,
severe disablement allowance for body care/movement, and community
charge benefit for ambulation scores. Occupational/industrial injury

pension may be approaching statistical significance for ambulation scores.

For psychosocial dimension categories, high statistical significance is
suggested for attendance and disability living allowances for social
interaction, alertness behaviour and communication, disability premium
and occupational/industrial injury pension for communication, and housing
benefit for emotional behaviour scores. Statistical significant is suggested
for disability premium for emotional behaviour, social interaction and
alertness behaviour, occupationalfindustrial injury pension for social
interaction and alertness behaviour category, attendance and disability
living allowances for emotional behaviour, and severe disablement

allowance and income support for communication scores.

For independent categories, high statistical significance is suggested for
disability living allowance for sleep/rest, home management, work and
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recreation/pastimes, attendance allowance and housing benefit for home
management and recreation/pastimes, and disability premium for
recreation/pastimes scores. Disability premium for sleep/rest, home
management, work and eating, and occupationalfindustrial injury pension,
severe disablement allowance and income support for home management,
work and recreation/pastimes scores may be statistically significant.
Housing benefit for sleep/rest, work and eating, community charge benefit
for sleep/rest, recreation/pastimes and eating, and attendance allowance
for sleep/rest and eating scores may also be statistically significant.

Receipt of income support for more than five years is found for 2 - 5 and 5
- 10 years pain duration, with more than five years receipt of disability
premium being reported once for 5 - 10 years of pain. Only one patient
receiving attendance allowance for up to one year reports less than 10
years pain duration, whilst more than 25 years of pain is reported for 1 - 5
and more than five years receipt. Receipt of disability premium for 1 - 5
years is reported for 5 - 10 years and more than 25 years pain duration.

Receipt of income support and disability premium for more than five years
is found for more than 10 sites of pain, and 6 - 10 and more than 10 pain
sites respectively. All those receiving severe disablement allowance and
occupationalfindustrial injury pension have two or more sites of pain, with
reports of both 6 - 10 and more than 10 pain sites. The greatest number
receiving attendance allowance report 6 - 10 pain sites. Although there is a
broad range for the number of pain sites and receipt of disability living
allowance, a higher percentage with more sites of pain report receipt.
Receipt of occupationalfindustrial injury pension for more than five years
consistently has the highest MPQ scores, whilst those not in receipt have

higher scores than those in receipt of the pension for 1 - 5 years.

The chi-square test suggests differences for receipt of attendance

allowance for pain duration and number of sites, occupationalfindustrial

injury pension for neck and pelvisthip pain, income support, disability
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premium and disability living allowance for shoulder pain, and severe
disablement allowance for feet pain may be highly statistically significant.
Attendance allowance may be approaching statistical significance for leg
pain. The Kruskal-Wallis test suggests only differences for receipt of
occupationalfindustrial injury pension may be statistically significant only

for the MPQ miscellaneous dimension.

7.6. Summary of findings from the Resources Questionnaire
Findings from the Resources Questionnaire provide description and further

insight into the utilisation of health care, social care and financial benefit
resources, which are utilised by general practice patients in the
community. Table 7.1 provides a summary of those resources, which have
not been included in this chapter for analysis. This lack of inclusion may be
attributed to either too few patients utilising the resource (n < 2), or the
population who utilise the resource comprising those not eligible to take

part in the study because of exclusion criteria such as mental impairment.

Category of resource | Resource descriptor | Comments

Primary health care Health visitor N = 1 from Lewisham
_ Group 2, < 1 yr. old baby
Social care Residential care N = 3 from Hastings
excluded due to mental
impairment
Social services N =2, 1 from each
practice / Groups 1 & 4
Voluntary agencies N = 2 from Group 2
1 from each practice
Financial benefits Severe disability No reports of receipt
premium
Sickness benefit N = 1 from Hastings
Group 1 (see Table 7....)
Statutory sick pay N =2, 1 from each

practice / Groups 1 & 4
(see Table 7....)

Invalid care allowance N = 1 from Lewisham
Group 1 (see Table 7....)

Figure 7.1. Resources not included in the data analysis of Chapter 7
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These findings particularly provide further insight into the similarities and
differences between the four patient groups, with the pattern generally that
of high utilisation for those with chronic pain compared to other ‘non pain’
patients. A summary of resource utilisation for Groups 1 - 4 is provided in
Figure 7.2. Findings of the Resources Questionnaire develop the
description of the multi-dimensional impact that chronic pain has on
patients in the community, with evidence complementing that obtained
from the Demographic Front Sheet, MPQ and SIP. However, as with the
findings from the other questionnaires, these findings also support for the
need for further more large-scale research in relation to the impact of
chronic pain, for all dimensions of lifestyle and resource utilisation in the
community. Taken together, the data described supports and informs the

proposed model of primary/secondary care described in Chapter 8.
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Resource Group 1 Group 2 Group 3 Group 4
Visits to GP * 95.0% (n=38) | 100% (n=40) | 32.5% (n=13) | 87.5% (n=14)
GP home visits | 17.5% (n=7) | 17.5% (n=7) 0% 12.5% (n=2)
Practice nurse * | 67.56% (n=27) | 77.5% (n=31) | 22.5% (n=9) | 75.0% (n=12)
District nurse 7.5% (n=3) 0% 0% 0%
Health visitor 0% 0% 0% 6.3% (n=1)
Physio / OT 30.0% (n=12) | 5.0% (n=2) 2.5% (n=1) | 12.5% (n=2)
Other therapy ** | 7.5% (n=3) 7.5% (n=3) 2.5% (n=1) | 18.8% (n=3)
Any reg. med. * | 100% (n=40) | 72.5% (n=29) | 15.0% (n=6) | 62.5% (n=10)
Analgesic med * | 100% (n=40) 2.5% (n=1) 0% 31.3% (n=5)

Outpatients * 62.5% (n=25) | 20.0% (n=8) | 15.0% (n=6) | 31.3% (n=5)
A&E 22.5% (n=9) | 17.5% (n=7) | 17.5% (n=7) | 12.5% (n=2)
Inpt admission** | 27.5% (n=11) | 10.0% (n=4) 0% 18.8% (n=3)
Pain clinic 7.5% (n=3) 0% 0% 6.3% (n=1)
Social worker 5.0% (n=2) 2.5% (n=1) 0% 0%
Social services 2.5% (n=1) 0% 0% 6.3% (n=1)
Benefits officer | 25.0% (n=10) | 12.5% (n=5) | 10.0% (n=4) | 12.5% (n=2)
Vol. agency 0% 5.0% (n=2) 0% 0%
Income support | 27.5% (n=11) | 22.5% (n=9) | 12.5% (n=5) 6.3% (n=1)
Housing ben. * | 45.0% (n=18) | 20.0% (n=8) | 10.0% (n=4) 6.3% (n=1)
Com ch/ge ben. | 42.5% (n=13) | 30.0% (n=12) | 15.0% (n=6) 6.3% (n=1)
Disability prem. 7.5% (n=3) 0% 0% 0%
Unemployment 0% 10.0% (n=4) 2.5% (n=1) 0%
Sickness ben. 2.5% (n=1) 0% 0% 0%
Invalidity ben. * | 32.5% (n=13) 0% 2.5% (n=1) | 18.8% (n=3)
Stat. sick pay 2.5% (n=1) 0% 0% 6.3% (n=1)
Sev dis/ment all | 10.0% (n=4) 0% 0% 6.3% (n=1)
Occlind injury 5.0% (n=2) 2.5% (n=1) 0% 6.3% (n=1)
Dis. living all. * | 27.5% (n=11) 0% 0% 0%
Attendance all** | 10.0% (n=4) 0% 0% 6.3% (n=1)
Invalid care all. 2.5% (n=1) 0% 0% 0%

* Chi-square test suggests high statistical significance (p < 0.005)

** Chi-square test suggests statistical significance (p < 0.05)
Figure 7.2. Summary of the Resources Questionnaire for Groups 1 - 4
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8. IMPLICATIONS FOR MODELS OF CARE

8.1. Introduction

Looking at the findings from this study, it is evident that there are clear
implications for models of care provided in the community. As highlighted
throughout Chapters 4 - 7, this was a small exploratory study, but the data
analysis does indicate that statistical significance may be achieved for
several variables with a larger sample size. Key issues have implications
for chronic pain patients, health/social care professionals and society, and
there are potential developments for the care of chronic pain patients in
the community. Drawing together key findings and implications, a model of
primary/secondary care for chronic pain patients in the community can be
proposed. The following framework is therefore used to present key
findings, implications of these findings, and development of a proposed

model of care.

8.2. Chronic pain profiles in the community

8.3. Impact of chronic pain on lifestyle

8.4. Impact of chronic pain on health and social care services
8.5. Impact of chronic pain on financial resources

8.6. Proposed model of primary/secondary care for chronic pain

8.2. Chronic gaih profiles in the community

There is evidence of ambivalence surrounding pain prevalence, both
overall and in relation to sub-definitions (Von Korff et al 1992, Birse and
Lander 1998, Verhaak et al 1998), with the majority of studies focusing on
unique