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SUMMARY

This thesis reports a study of the role of personality, 

emotion and coping in patients suffering persistent pain. 

The matter of personality is of particular interest because 

although the factor has been shown im portan t in 

determining the response to acute pain, its role in chronic 

pain states is less well established. Review of the 

literatu re  leads to the hypothesis that the personality  

factor o f neuroticism  may predict pain and em otional 

responses in the chronic pain state. The thesis is also 

concerned with the extent to which chronic pain patients 

benefit from attending a Pain Relief Clinic, and the factors 

that predict benefit.

The literature review begins in Chapter 1 by briefly 

setting the scene of the problem  that persistent pain 

creates for sufferers. In Chapter 2, attention turns to 

theories that have attempted to explain the experience of 

pain in physiological and psychological terms. Chapter 3 

describes psychological factors in the patient's response to 

pain, including coping strategies and the im portance of 

support from family and other significant individuals. In 

Chapter 4, there is discussion of the role of personality in 

the experience of pain, and this leads to the rationale for 

the p re se n t experim en ta l w ork  and the resea rch  

hypotheses to be developed in Chapter 5.

The Methods section of Chapter 5 states the research 

hypotheses and describes the method to be used to test 

them. Three studies assess the role of personality, coping 

and social support in the chronic pain state, the response to

15



the pain clinic and the clinician's rating of the outcome. 

The following psychometric assessments are applied: the 

Eysenck Personality Questionnaire (EPQ), the Ways of 

Coping Checklist (WCCL), the McGill Pain Questionnaire 

(MPQ), the Hospital Anxiety and Depression Scale (HADS), 

the Pain Beliefs Questionnaire (PBQ), the Beliefs in Pain 

Control Questionnaire (BCPQ) and the M ulti-Dimensional 

Pain Q uestionnaire (MDQ) which was devised by the 

author. Patients were recruited from those aw aiting 

treatment at the Gartnavel Pain Relief Clinic in Glasgow. 

All patients gave their informed consent to participate. 

The principal research hypotheses are stated in Chapter 5: 

(1) that neuroticism  will predict higher pain scores and 

increased distress, (2) that active coping strategies may 

exert beneficial effects upon pain and distress, and (3) that 

social support may also exert a beneficial effect reflected in 

lower pain and distress scores .

The Results are described in Chapters 6 to 8 

inclusive. Chapter 6 considers the extent to which the 

main predictor variables above predict pain and distress 

prior to treatment at the clinic. Neuroticism is shown to be 

a significant predictor of pain and distress, and to interact 

with the perception of lack of social support (itself a 

significant predictor) to increase the intensity of those 

emotions. Extroversion is a significant predictor of lower 

pain scores. The diagnostic category is also seen to be 

predictive: those whose pain derived from prior surgical 

interventions report more pain. The results also describe 

the characteristics of the patient sample and shows them to

16
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be considerably more neurotic than age-matched norms. 

They also show high levels of anxiety, depression and 

distress on the HADS and the GHQ.

Chapter 7 describes factors that predict changes in 

pain  and distress after attending the c lin ic. The 

comparison is made between one group of patients who 

attend the pain relief clinic and a wait-lim ited control 

group who do not. Although personality does not exert any 

predictive effect, neuroticism is shown to be significantly 

associated with higher pain scores and greater distress in 

both groups. In contrast, individuals with extroverted 

tra its  cope rela tively  well with the persisten t pain  

condition. The diagnostic category is found to be predictive 

but this time it is low back pain that predicts sm aller 

improvement in pain scores. In contrast, prior surgery is 

predictive of some improvement in pain. Active coping is 

found to be predictive of a reduction in pain, while a belief 

in the importance of professional support actually predicts 

less improvement in pain state.

Chapter 8 considers various factors associated with 

the clinicians' rating of outcome. Personality itself was not 

shown to have any strong association with outcome, but an 

active coping strategy was a powerful predictor. Patients 

who were diagnosed as suffering a degenerative condition 

(prim arily arthritic) were found to be those for whom 

ratings of outcome were highest, and the factor was the 

only other variable to predict outcome.

In Chapter 9, the General Discussion considers the 

results in light of studies discussed in the literature review

17
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and concludes that the present results are both consistent 

w ith those earlier findings and provide new insigh t 

concerning the effects of personality. There is also 

discussion of the implications of the results for theory and 

practice in the pain relief clinic. It is concluded that it 

would be helpful for the clinician to have knowledge of the 

way in which certain personality factors, social support and 

coping styles may p red ic t those who b enefit from  

treatm ent in the pain re lief clinic. The chapter also 

describes the psychological interventions available to help 

patients in persistent pain, and considers some avenues for 

future research.

A substantial section of the chapter is devoted to 

discussion of methodological issues in the present work 

that would be revised if such a research programme were 

to be repeated.

The final section of the chapter considers briefly the 

role of unconscious processes as a neglected facet of the 

psychological approach to understanding persistent pain.
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CHAPTER 1

1.1 The Thesis Topic: The Problem of Chronic Pain

This thesis is concerned with two factors that may 

influence patients' experience of chronic pain. The study will 

focus upon the role played by personality  in patien ts' 

perception of chronic or persistent pain, and the coping

strategies that patients may adopt in order to live with their 

pain.

The issue is of importance because it will be shown 

that there is evidence to support the hypothesis that the 

experience of persistent pain may be made worse when the 

patien t has certain  personality characteristics. M oreover,

different coping behaviours are known to influence the extent 

to which pain affects patients in their daily activ ities, 

em otional state and family relationships. W hile these two 

factors have, to a certain degree, been examined in previous 

research, it w ill be shown below that some uncertainties

remain as to their influence. It is intended that the present 

thesis may provide a further degree of understanding. If it is 

possible to define reliably those personality  and coping

characteristics that influence the chronic pain state then there 

may be implications for the way in which patients are treated 

in pain relief clinics.

F irs t, how ever, the function  of this general

introduction to the thesis is to attempt to provide orientation
21
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for the reader. It will start by considering the definition of 

pain, and the chronic pain condition, and describe briefly why 

the issue is of relevance in the context of personality and 

coping (these issues will be discussed in much greater detail 

in later chapters). Discussion will then turn to theoretical 

stances that can be taken in attempting to subject the effects

and experience of pain to empirical examination.

1.2 The Definition of Pain and Chronic Pain

Consider first the definition of pain. The experience 

of pain is known to virtually all mankind apart from those 

unfortunate individuals who have congenital insensitivity to 

pain. The experience combines sensory qualities, indicating

the exact location of damage, an unpleasant emotional state, 

and related "pain behaviour" such as avoidance (Mathews et 

al., 1988). Pain is an unpleasant sensation caused by noxious 

stim ulation of the sensory nerve endings. It is card inal

symptom of inflammation and is valuable in the diagnosis of 

many disorders and conditions, Glanze et al. (1990).

As indicated above, pain is not only a physiological 

event. Lipchik et al. (1993) and Merskey (1986) refer to the 

earlier work of the International Association for the Study of 

Pain (1979) and point out that pain is also a psychological 

state associated  with unpleasant sensory and em otional 

experience resulting from actual or potential tissue damage. 

"Pain is prim arily  a signal that body tissues have been 

damaged, and serves to promote the avoidance of further 

damage by avoidance of the situation or agent causing pain" 

(Mathews et al. 1988).

22



The description above indicates that pain serves an 

adaptive function, but this may only be true of acute pain

conditions. In chronic pain states - for instance in the case of

terminal cancer pain - the pain has ceased to serve a useful 

function: it has become maladaptive. Miller (1990) notes the 

definition of chronic pain: "Formally chronic pain is defined as 

pain that persists for more than six months and results in the 

need for long-term treatment. Chronic pain is more complex 

and difficult to treat than acute pain." Perlm an (1996) 

observes further that "It (chronic pain) may be a m etaphor 

fo r m any underly ing  con flic ts , bo th  conscious and 

unconscious".

From the patient's point of view, chronic pain is 

certainly maladaptive and serves little function other than to

cause discomfort and distress. Many chronic pain patients

have endured numerous treatm ents, both pharm acological 

and surgical, which have proven ineffective so that they are 

fearful that they will have pain for the rest of their lives 

(McGrath, 1994). W olff et al. (1991) have pointed out that 

this fear that pain will continue and that little can be done to 

relieve it, conflicts with the fact that, while some health care 

professionals concede that im provem ent is likely to be 

limited, they still expect positive changes sim ilar to those 

achieved in patients suffering acute pain conditions. W here 

treatments fail, patients may also construe it as a 'personal 

failure' which may further compound any adverse em otional 

effects that pain has upon their mood. These issues will be 

discussed in detail in later chapters.
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1.3 Chronic Pain and Psychological Reactions

It may not be surprising that the experience of 

chronic pain will lead to psychological difficulties and that 

these might be far more marked than in the case of acute pain 

states. Tyrer (1992) confirms that acute pain, although not 

without psychological or psychiatric problems, is not usually 

associated with serious mental health difficulties. Christoph 

et al. (1994), however, point out that when the prospect of 

pain is life-long in nature it is associated with significant 

psychological problem s and im poses "severe em otional, 

physical, economic and sociologic stresses on the patient, the 

fam ily and society" (Bond 1984). These issues will be 

discussed in detail in later chapters.

Thus the modern medical emphasis on injections, 

electrical, acupuncture and drug treatment of pain should not 

obscure the important role that psychological factors can play 

in the experience and management of patients with chronic 

pain. A lthough recent advances in m edicine have brought 

substantial re lief to the majority of chronic pain patients, 

these patients continue to exhibit significant and persistent 

dysfunction such as psychological distress, depression, and 

avoidance of activity for fear of pain (W eisenberg, 1977; 

Beckham et al., 1994).

In d ee d , now adays, n o tio n s  o f p a in  as a 

psychophysiological construct are well acknowledged (M iller, 

1990). It is widely recognised that emphasis on change of 

m edication is often less than optim ally effective, and that 

psychological and social variables play a powerful role in the 

perception and control of pain. Investigation of pain coping in
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chronic patients has been shown to be a promising avenue of 

research because of the evidence that m aladaptive pain 

coping can be modified in chronic pain patients, (e.g. Beckham 

et al., 1994).

The interest of the present thesis concerns the way 

in which patien ts cope w ith chronic pain, and those 

psychological and social factors that may influence their 

coping behaviour and its effectiveness. The thesis w ill 

concentrate particularly on the role of personality and its 

in teraction w ith other significant variables in determ ining 

patients' reactions to persistent pain.

1.4 Approaches to the Study of Pain

Before turning to review the literature on these 

issues, it is worth concluding this introductory section by 

describing briefly four analytical stances, or models, that may 

be applied in attem pting to understand the experience of 

chronic pain. One of these will form the basis for the 

empirical work to be reported later. Note that the intention 

here is to provide a brief description purely to help orientate 

the reader: issues concerning three of these models will be 

discussed in much greater detail in later chapters. The 

models are term ed psychodynam ic, behavioural, attentional 

and psychometric.

1.4.1 Psychodynamic Approach to Pain

It was noted above that Perlman (1996) has taken a 

psychodynamic stance to suggest that a patient's reaction to 

chronic pain may reflect underlying psychological conflicts
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and problems that may be both conscious and unconscious in 

nature. He believes that unconscious phenomena have been 

largely ignored in this research area, probably because such 

processes are difficult to examine empirically although few 

would doubt the reality of their existence and influence. 

Perlman points out that the psychodynamic approach makes 

the in teresting assumption that patients communicate their 

pain at m ultiple levels: both consciously and unconsciously 

through their verbal descriptions of their state, the metaphors 

they use to describe their pain and its effects, and their 

behavioural activity.

W hile one m ight agree with such assum ptions, 

acceptance becom es more d ifficu lt of Perlm an’s fu rther 

suggestion that, through their pain, patients may also be 

projecting a need for help with other central conflicts within 

their psychic experience. This may be so, but it would be 

extrem ely d ifficu lt to exam ine em pirically and therefore 

encounters the fam iliar problem in evaluating models based 

upon psychodynamic theory. This issue will be discussed in 

greater detail in a later chapter.

1.4.2 Behavioural Approaches to Pain

Behavioural approaches to pain are, largely, the 

antithesis of the psychodynamic approach. The w ork of 

Skinner is, of course, associated with the operant model of 

hum an behaviour whereby our actions are governed by 

different processes of reinforcement. In the strict Skinnerian 

model 'the 'mind' as such is not seen as relevant, or even 

amenable to analysis because it is not observable.
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therapies that may be of help.
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Fordyce (1976) has been particularly associated with 

this approach to understanding patients' behaviour in pain. A 

later chapter will describe how a patient's family may exert 

subtle reinforcements that may affect pain behaviour in both 

positive and negative ways. The model is helpful in providing 

a means of explaining why particular pain behaviours are 

adopted and m aintained. It also has im plications fo r 

behavioural interventions which reinforce more positive  

behaviours that may result in pain exerting a less disruptive 

influence on the patient's life.

However, by the very nature of the model, it does 

not provide insight to the patient’s pain experience nor to 

those characteristics of the individual that may determ ine 

that experience. Some may argue pragmatically that such 

experience is imm aterial if  a behavioural intervention can 

reduce the impact of pain on the patient's ability to m aintain 

a more active life. This is a reasonable stance but 

unsatisfying from the point of view of the present author.

The fact that patients may, despite their pain, be made more
■

active by a behavioural intervention does not necessarily  

m ean that they suffer less or indeed experience any 

im provem ent in em otional state. In follow ing chapters, 

evidence will be reviewed and the case made that by 

understanding more about 'inner' determinants of the pain 

experience (i.e. personality, coping beliefs and em otional 

states) equal insight may be gained for other psychological



1.4.3 An Information-Processing Approach to Fain

An 'information-processing' or attentional approach 

has been described by Eccleston (1994). This approach bears 

very strong similarities to the early theoretical stance of those 

such as Kahneman (1973) and Moray (1967) who were early 

proponents of the view that in te llectual processes are 

dem anding of attentional resources in proportion to the 

d ifficu lty  of the processing task. Stressors and other 

emotional factors could, by their demands on the attentional 

resource, result in impaired processing ability and hence 

reduction in the capacity to cope with the on-going demands 

upon the person. Eccleston suggests that pain dem ands 

attentional resources from other tasks and hence has an 

"unparalleled  influence in its ability  to in te rup t o ther 

processing. Pain is the ultimate in controlled attention tasks."

Unlike the psychodynamic model applied to pain, the 

processing capacity model is am enable to em pirical test 

through, for example, tests of divided attention or dual task 

performance studies (Millar, 1975). To the present author's 

knowledge, however, this approach has not actually been 

applied despite Eccleston's plausible theorising.

The information processing approach m ight provide 

a means of objectifying the extent to which pain does distract 

the patient (due to the noxious qualities of the stim ulation 

which are difficult to ignore). One might then be able to 

define, for example those times of day, situations and mood 

states that were associated with relative reduction in the 

adverse effects of pain on processing. M oreover, it m ight 

provide a useful means of assessing the extent to which
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v a rio u s  th e ra p ie s  (p h a rm a c o lo g ic a l, s u rg ic a l  and

psychological) were effective in reducing pain as reflected in g

a relative increase in the patien t's attentional capacity  

resource. '-y
The practical difficulty that would arise with this 

information processing approach, however, is the fact that the 

many other effects of pain upon emotion and mood are also 

known to affect processing capacity (M.W. Eysenck, 1984).

The effects of pain would therefore be confounded with the 

influence of those other variables and it would be extremely f

difficult to disentangle their relative contribution to an overall 

effect upon processing capacity. This may explain why no 

em pirical study has attem pted to test E ccleston 's very

interesting proposal. It is certainly the reason why the model 

will not be used as the theoretical base in the present thesis.

1.4.4 A Psychometric Approach to Pain

The fourth analytical stance is termed psychom etric 

for the reason that it involves the use of va lidated

psychometric instruments of personality, coping and mood in 

order to gain insight to the pain experience. These are many 

and varied but the most familiar will be such as the McGill
"k

Pain Q uestionnaire , inven to ries to assess anx iety  and
yi

depression, personality questionnaires etc.

Such instruments are known from research in other 

areas of health and clinical psychology to be sensitive to 

changes in state which may reflect the effect of treatm ent 

interventions. They also have normative data against which a 

pain patient's state may be compared in order to determ ine

29

a



the extent of distress or the extreme nature of a personality 

characteristic. It will be seen in the review of the pain 

lite ra tu re  in fo llow ing chapters that the psychom etric  

approach has been a feature of the vast m ajority  of 

contemporary studies. It will form the basis of the empirical 

work to be reported in this thesis.

The discussion above has indicated that chronic pain 

is plausibly associated with psychological reactions. In the 

literature review that follows it will be seen that there is good 

reason to assume that factors of personality and coping may 

be significant determinants of those reactions. The review 

will begin by considering theories of pain perception, will 

then turn to factors that affect that perception and in 

particular the factor of personality.
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Chapter 2:

Theories of the Experience o f  
Pain
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CHAPTER 2

2.1 Theories of the Experience of Pain

"Theories of chronic pain have made enorm ous 

progress since Descartes' conceptualisation of pain as a 

straight-through sensory projection system" (Novy et al., 

1995b). Over the past few decades progress in theoretical 

perspec tives has revo lu tion ised  understand ing  of the 

cognitive and behavioural principles underlying chronic pain. 

The cognitive study of pain requires that any viable theory 

m ust include a psychological m echanism. Some of this 

psychological evidence is reviewed briefly below.

There is no doubt that psychological issues do need to 

be addressed. Eccleston (1994) states that the proliferation 

of research concerned directly with clinical issues at the 

expense of any wider theory or application has led to a 

confused and complicated picture of pain research. This is 

unfortunate because while the physiological point of view of 

pain may help us understand the physical properties and 

causes of pain, the psychological aspect often provides a 

different view of the causes and nature of pain.

A com prehensive  theory  w ould ex p la in  the

interrelations among facets of chronic pain and lead to

empirical testing of models leading to better understanding

of the chronic pain experience. Therefore, it seems that

em phasis on basic theory is needed. This m ight have

im plications for assessment, treatm ent and research. It

would also provide a basis for comparing various types of

pain and understanding differences among pa tien t sub
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populations (Novy et al. 1995a). "This basis would serve then, 

essentially, to test the tentative hypothesis of homogeneity of 

the chronic pain experience across those who suffer from 

pain" (Gamsa 1994b).

2.1.1 Specificity Theory

Specificity and pattern theories of pain derive from 

earlier concepts proposed by Von Frey and Goldscheider in 

1948, and historically they are held to be mutually exclusive, 

(M elzack et al. 1994). In 1895 Von Frey presented a 

specificity model to explain all sensations. He proposed that 

the quality of skin sensation (touch, cold, warmth, pain) 

depends, initially, on the type of sensory receptor that is 

stimulated (Bakal 1979). Although the facts of some theories 

like  the "specific ity  theory", are o f p h y sio lo g ica l 

specialisation, M elzack et al. (1994) state that its lack of 

psychological assum ptions is its w eakness. Specificity  

theories assume a rigid, fixed relationship between a neural 

structure and a psychological experience (M elzack et al., 

1982). The theory refers to a pain system based upon a 

specific set of peripheral nerve fibres that are nociceptive in 

function (W eisenberg, 1977). Bakal (1979) states that the 

relationship between the sensation of pain and activation of 

free nerve endings is not so simple.

Physiological models also fail when the cause of the 

pain is unknown and cannot be causally related to any 

organic process, or where the pain is more intense than 

expected and/or when it lasts longer than expected (Gibson, 

1994). Physiological theories also fail to account for the fact
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that pain has an individual subjective experience and is 

accompanied by personal perception, cognitive-m otivational 

and emotional reactions that lead to behaviour designed to 

control or avoid the pain stimulus. The source of these 

processes may be unconscious in nature. For example, Gibson 

(1994) refers to the work of Rossi and Cheek (1990) who 

suggested that in a hypnotic state the patient turns off all 

pain at an "unconscious level", and gives a conscious verbal 

report to confirm this has been done. There is also an 

acknow ledgem ent th a t pa tien ts  have consc ious and 

unconscious solutions to their problems (Gibson, 1994).

Thus Melzack et al. (1994) have concluded that the 

psychological evidence fails to support the assumption of a 

one-to -one  re la tio n sh ip  betw een pa in  pe rcep tio n  and 

intensity of the stimulus. Instead, the evidence suggests that 

the amount and quality of perceived pain are determined by 

many psychological variables in addition to the sensory 

input. The definition, m eaning, or in terpretation  of pain 

varies according to the theoretical point of view of the person 

who describes the concept. Even when psychologists do agree, 

the term inology used for the same condition can vary 

between specialities and also between countries, (e.g. Gibson, 

1994). For example, the psychoanalytic view would be that 

various repressed  fee lings or im pulses o f w hich the 

individual is unaw are (i.e. unconscious) may serve to 

threaten the patient (Gibson, 1994).
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2.1.2 Pattern Theory

Melzack et al. (1994) propose that as a reaction 

against the psychological assumption in specificity theory,
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new theories have been proposed which can be grouped

under the general heading of 'Pattern Theory'. Pattern 

theories superseded specificity theory. Their supporters 

proposed that excessive stimulation of the skin receptors 

created particu lar patterns of nerve im pulses that were 

summated in the dorsal horns of the spinal cord and caused 

pain. It holds that the intensity of a stimulus evokes a 

specific pattern, which is interpreted by the brain as pain.

This perception is the result of the intensity and frequency of -I 

stimulation of a non-specific end organ (Glanze et al. 1990).

Two kinds of theories have emerged from Von Frey 

and G oldscheider's (1894) concept. Both recognise the 

concept of patterning of the input as essential for any 

adequate theory  o f pain , but one kind  ignores the
I

physiological specialisation, while the other utilises them in 

proposing mechanisms of central summation (Melzack et al.,

1994). One of the biggest problems in pain research is that 

the actual cause of pain originating at the peripheral level is 

poorly understood (Glanze et al. ,1990).

Although, m ore complex types of specificity and
%

pattern theories have been proposed, the well known Gate 

Theory remains a major theory in understanding pain.
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2.1.3 Gate Control Theory

The Gate Control Theory of pain was developed by 

Melzack and W all (1965). It is a type of pattern theory 

because it proposes that the balance of the input between 

large and sm all fibres is im portant in pain sensation 

(Skevington, 1995). The theory is concerned with the 

balance between impulses from the large, fast conductors and 

those from the small, slow conducting afferents, and with the 

interpretation of these impulses at the spinal cord level and 

later during transmission to the brain (Melzack et al., 1982), 

Pain signals reaching the nervous system excite a group of 

small neurones that form a "pain pool". When the total 

activ ity  of these neurones reaches a minimum level, a 

theoretical gate opens to allow pain signals to proceed to 

higher brain centres. The areas in which the gates operate 

are considered to be in the spinal cord dorsal horn and the 

brainstem (Glanze et al., 1990).

The Gate Theory is an attempt to explain the higher 

degree of physiological specialisation of receptors, nerves, 

and spinal tracts in the central nervous system, the influence 

of psychological processes on pain perception and response, 

and the persistence of pain after healing (Bakal, 1979).

The theory provides a conceptual framework which 

allows testable hypotheses about factors influencing the 

experience of pain. Although, the theory has answered many 

requirements in past decades, "it is claimed that some of the 

evidence cited in support of theory has neither been reliably 

substantiated nor is it consistent with a gating mechanism
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(Skevington, 1995). Therefore the theory has not been 

accepted without criticism (Mathews et ai., 1988).

Melzack and Wall believe that it is possible for central 

nervous system activities subserving attention, emotion, and 

memories of prior experience to exert control over the 

sensory input. They also suggest that these central influences 

are mediated through the Gate Control System.

Although the Gate Theory is an attempt to explain the 

complexity of pain sensation, it is not clear how it explains 

the m odifying in fluence  of psycho-social factors on 

perception of pain, and whether there is an involvement of 

the conscious and unconscious processes. These shortcomings 

have been acknowledged by Melzack (1993) who notes the 

need for the Gate Control Theory to be further developed to 

take account of new empirical finding. Melzack (1993) points 

out that "it is evident that the Gate Control Theory has taken 

us a long way. Yet, as historians of science have pointed out, 

good theories are instrum ental in producing facts that 

eventually require a new theory to incorporate them. And 

this is what has happened. No single theory so far proposed 

is capable of integrating the diverse theoretical mechanisms" 

(Melzack et al., 1994). More importantly, these mechanisms 

still leave a great many unknowns (Weisenberg, 1977).

As additional evidence has been gathered since the 

o rig inal theory of M elzack and W all (1965), som e 

mechanisms have been disputed and have required revision 

and reformulation (Novy et al., 1995a).

The m anner in which the central activ ities are 

triggered into action presents a problem. While some central
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activities, such as anxiety or excitement, may open or close 

the gate for all inputs at any site on the body, others 

obviously involve selective, localised gate activity (Melzack et 

al., 1994). W eisenberg (1977) points out that it is possible 

that even in the healthy person, the gating mechanism itself 

is mostly determined by these central processes, rather than 

by peripheral mechanisms. "Similarly, diseases that destroy 

large fibres do not always produce chronic pain, contrary to 

the predictions of Gate Theory" (Mathews et al., 1988).

As observed above, Melzack (1993) has acknowledged 

the short comings of the Gate Theory and has pointed out 

that it is an inevitable part of theory-build ing  that 

modifications must be made in light of new evidence and 

discrepant findings. He suggests that further understanding 

of the mechanisms of pain will grow as more is understood 

about the functioning of the brain in general. This may well 

involve greater understanding of brain functions underlying 

both conscious and unconscious in te llec tu a l p rocesses. 

Charman (1989) states that, for instance, pain to lerance 

depends upon physio log ica l fac to rs  bu t also upon  

psychological factors including the patient's beliefs about 

pain. "Beliefs" may well correspond to certain brain states 

but neuroscience would seem a long way from beginning to 

establish what these might be.

Part of the difficulty lies in the difficulty of subjecting 

some of the more philosophical approaches to 'the mind' to 

empirical test. For example, many might agree in theory 

with the plausibility of the statement by Burbiel et al. (194) 

that "the central unconscious personality structure fulfils an
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in tegrating  and co-ordinating  function  for the w hole 

personality." This may have implications for understanding 

reactions to pain, and indeed to many other noxious and 

neutral events in life. However, it is unclear how the 

hypothesis might ever be tested.

However, to return specifically to the Gate Theory, 

whatever its present shortcomings the theory dem onstrates 

that p sycho log ical fac to rs very strong ly  affect pa in  

percep tion . S kev ing ton  (1995), how ever, sta tes th a t 

"Nevertheless, there is still room in the literature for a more 

com prehensive social psychological view w ithin w hich 

studies of chronic pain might be developed."

It seems relevant at this point then to turn to describe 

the way in which other psychological variables have been 

considered in the context of pain. The first to be considered 

will be the means of assessing an individual's experience of 

pain.
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CHAPTER 3

3.1 Assessing the Experience of Pain

Bond (1984) states that "A lthough much new 

information has been acquired during the past half century 

since the scientific study of pain began, much of this has not 

been as beneficial to patients as one might anticipate or as 

many people believe." Furthermore, it is known that a 

relatively large group of patients with chronic pain do not 

respond satisfactorily to medical treatm ent, and there has 

been much discussion as to whether this may be relevant to 

the different subjective experience of individuals or their 

coping behaviour.

There is certainly ample evidence that a change in 

pain perception occurs according to the patient's experience 

of the stimulation, and that this influences responses in the 

clinical assessment of pain. For example, a number of studies 

of pain relief clinics mention the attention given to the effects 

of the person's subjective experience (Gibson, 1994; L ipch ik  

et al., 1993; Skevington, 1993; Lautenbacher et al., 1994; 

Bates et al., 1993; Merskey, 1979, 1994b; Anderson et al., 

1984; Lazarus, 1991; Charman ,1989; Poussa, 1993; French 

1989). Im plications of this observation include the more 

general hypothesis that an individual's reaction to pain is a 

subjective perceptual experience that is influenced by many 

factors, including past experience, anxiety, cultural and social 

factors, ability to cope, and cognitive variables (W eisenberg , 

1977).
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Interest in the importance of subjective attitudes to 

pain perception has been stimulated by advancements in the 

empirical assessment of psychological reactions to pain. For 

instance Skevington (1993) points out that because pain 

assessments are notoriously susceptible to subjective bias a 

great deal of work on pain measurement has concentrated on 

seeking reliable instruments to give insight to the patient's 

perception.

The visual analogue scale (VAS), or linear analogue 

scale as it is sometimes know, is a popular means of assessing 

pain experience. Patients are presented with a 100-mm line, 

the ends of which have been labelled to reflect extrem e 

states of pain (i.e. the left-hand end may be labelled "no pain 

at all", while the right-hand end may be labelled "worst pain 

I can imagine"). Patients are asked to mark the line in a 

position that best describes their current experience of pain.

Although very simple, Poulton (1989) has pointed 

out that this is a not a familiar way for people to describe or 

rate their experiences. More commonly, people use words to 

describe pain and suffering, but the VAS requires them to 

describe their subjective state in quasi-spatial terms (M illar 

et al., 1995). Other investigators have also reported very 

variable response distributions associated with the VAS in 

pain research, and problem s of re liab ility  and valid ity  

(Chaput de Saintogne and Vere, 1982; Hunt et al., 1975; 

Maxwell, 1978). Its value as a research instrument m ight 

therefore be in doubt.

The M cGill Pain Questionnaire is perhaps the best 

known of the reliable instruments to assess pain. It allows
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the patient to choose from lists of descriptor words to define 

principally the sensory, affective and evaluative aspects of 

the ir pain  experience. This m arks a considerab le

improvement upon the use of simpler visual analogue scales 

where only one dimension of pain experience (usually

intensity) is recorded and where, as noted above, the pain is 

recorded in an unfamiliar way.

Lewis (1993) has recently discussed the outcome of 

a major factor analytic study of the MPQ (Holyroyd et al.,

1992). It appears that a four-factor structure which splits 

the sensory dimension may be more appropriate.

Pain beliefs are also important. The Pain Beliefs

Questionnaire (Edwards et al., 1992) permits definition of the

extent to which patients believe their pain to have an organic

or psychological basis. Patients use a rating scale to indicate

their degree of belief in the extent to which certain factors 

affect their pain experience. Similarly, the Beliefs about Pain 

Control Questionnaire (Skevington, 1990) includes assessment 

of the extent to which patients believe control of their pain is 

in their hands or those of health professionals.

Environmental factors are also relevant to patients 

reporting of pain. Lewis (1993) notes that some report a 

variation in their symptoms according to weather changes in

hum id ity  and tem perature. The "W eather and Pain

Questionnaire" has been an enterprising development in the 

assessment of pain experience (Shutty et al., 1992).

It is very valuable to be able to make such 

assessments of the subjective aspects of the pain experience, 

but these assessm ents are not w ithout problem s. It is
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know n from  Poulton's work that supposedly objective

m easures are not free from bias, instead they create new 

biases of their own (Poulton, 1989). For instance, rating 

scales such as those used in the Pain Beliefs Questionnaire or 

Beliefs about Pain Questionnaire are associated with the so-

called "central tendency bias" when patients choose the 

rating descriptor to describe their pain: it is common for 

patients to choose central categories on the scale rather than 

those at the extremes. Millar et al. (1995) have shown this 

tendency in ratings made by breast cancer patients. Also, 

B ritton  (1995) asserts that subjective beliefs precede

objective evaluation.

Further difficulties arise because measures of pain 

are often  poorly correlated . C linical researchers have

attem pted  to define a linear relationship betw een the 

sensory and affective components of subjective experience of 

pain, but the results have not been able to demonstrate such 

an actual relationship convincingly. For example, the result 

of a study by Fernandez et al. (1994) shows that rating of 

overall pain was not a simple summation of the sensory and 

affective ratings. Such a finding might be expected given the 

w ell established fact that pain thresholds vary w idely 

betw een individuals to the same objective stim uli (Kent, 

1984).

The suggestion that measures of pain experience 

may be strictly accurate or reliable then becomes weak. 

H ow ever, O 'Shaughnessy (1994) asserts in defence of 

subjective measures that their virtue is that "they extend the 

domain of psychology to the area of the mind's interior!ty,
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with its human experiences of subjective meaning, conscious, 

and especially  the unconscious." Skevington (1995) also 

suggests that emotional distress about pain is not dependent 

on the conscious experience of sensory pain. It implies that 

much of the processing of pain is preconscious. These are 

im portant points and it is true that such aspects of 

experience are often neglected. However, while they may 

give a richer and deeper dimension to the concept of pain, it 

rem ains unclear how preconscious elem ents m ight be 

assessed.

A possible route to access such inner experience 

might be via the personality. As noted above, this will be the 

main focus for this thesis and a later section will develop the 

case for such an approach. It is relevant to note here that 

Gibson (1994) contends that "pain, like anxiety, is an actual 

emotion. If it is emotion, then one would suppose that one 

would respond to the pain stimulus in many ways." In other 

words, it would seem important in any subsequent research 

to consider not only the differences between people in their 

responses to pain, but also whether it might be possible to 

explain these differences in terms of variable characteristics 

such as personality, social support and past experience in 

coping w ith stress, all of which may have em otional 

connotations.
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3.2 Psychological Reactions to Fain

3.2.1 Cultural Effects and Religious Beliefs

Mention of issues of individual difference makes it 

relevant to turn to consider further factors that influence the 

experience of pain. It is perhaps best to begin by taking a 

broader cultural or societal perspective.

The subjective intensity of pain relates to different 

percep tions, m eanings, attitudes, beliefs and em otional 

responses in different groups with different cultures and 

ideologies. Individual response to pain is influenced by a 

typical cultural pattern of beliefs about pain and how one 

should react to it. For example, in Eastern philosophy it is 

believed that those who suffer from pain and other difficult 

life events will derive spiritual value from the experience:
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I am happy in the world because the world is fresh and pleasant due 
to Him.
Beloved is the whole universe, because it belongs to Him.
I drink poison with sw eet satisfaction because the beautiful cupgiver 
is witness.
I bear pain with devotion because my healing is only from Him.
If my bloody wound gets not cured, that is fine.
Fine be that pain because my every treatment is from Him,

Sadi (1194-1291; Persian poet)

In other words, for some religious devotees, the 

experience of pain is to be borne as a recognition of devotion 

and acceptance.

Recognition of the spiritual dim ension and its

function as a vital component of human well being has led to 

an increased interest in its effects upon perception of health 

and illness, yet very little  progress has been made in 

identify ing  possible intervention m ethods for enhancing 

spirituality. Edwards (1984) distinguishes 'bodily' pain from 

'spiritual' pain, believing that the latter has been "seriously

neglected in medical practice." It is a matter which has not 

been considered in any depth.

The religious beliefs which patients have regarding 

their pain problem, and the consequences of the implications 

of pain may have a direct influence on negative and positive 

thoughts in their impact on coping efforts.

The factors of diverting attention, praying and hope 

often comprise the spiritual coping strategies (Rosenstiel et 

al., 1983). Skevington (1990) also suggests that beliefs about 

self control may be important in controlling pain. Jensen et 

al. (1991) proposed that a strong belief in control over pain

leads people to initiate and persist in the use of adaptive

c o p in g  strategies. The 118 patients in their sam ple
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comprised 46% suffering low back pain, but the remainder of 

the sample was unspecified as to their diagnosis. The authors 

em ployed regression analysis to determine those factors 

in flu e n c in g  a d ap ta tio n  to pain. Im provem en t in 

psychological functioning was related to coping strategies 

involving ignoring pain, using positive self-statem ents and 

incraesing activity. Such strategies also helped improve 

general activity levels but only in those patients reporting 

relatively low levels of pain severity. More generally, one 

m ight conclude that the positive effects of such strategies 

enhance the patient's perception that they have some degree 

of control over their pain.

The presence of apparently m aladaptive religious 

beliefs in pain perception is also concerned with the world 

view of individuals in which they may represent the 

significant inner and spiritual effects in their lives. For 

example, the study by Thomas (1992a) shows the ideological 

conflict between religious world-view and medical usage. 

Respondents differed markedly in their attitudes toward pain 

and their rationale for utilising medical treatment depending 

upon their religious views

Thomas {op. cit.) have suggested that such findings

em phasise the im portance of research into the relig ious 

factor in health care and treatment effects. However, such

research may not be welcomed by some religious bodies. 

McGarry (1996) has also addressed this issue of the in ter­

relationship of medicine, spirituality and prayer and it is

interesting that he identifies a surprising unwillingness on 

the part of some organised religions to acknowledge the place
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of the mind and spirituality in relation to health and well 

being. The reluctance is, according to McGarry, most marked 

in terms of acknowledgement that unconscious forces may 

influence the patient's actions and attitudes.

N onetheless, research studies are conducted to 

confirm the importance of spiritual beliefs and values in 

relation to pain. Hunt Raleigh (1992) reports that patients 

who have a religious belief or philosophy may cope better 

with their illness. The study of 90 patients was concerned 

with the role of hope in coping with chronic illness. Those 

with greater hope had more positive attitudes and specific 

cognitive and behavioural strategies for m aintaining hope. 

These effects were not explained by differences in disease 

state. Of particular interest was the fact that although 45 of 

the patients had cancer whilst the others had a variety of 

non-m alignant chronic illnesses, there were no sta tistical 

differences betw een the two groups in terms of their 

psychological state and coping. This result is interesting 

given that the diagnosis of cancer might be expected to have 

greater affective impact and perhaps cause more problems in 

coping.

Just as cancer may add a traumatic component to the 

patient's affective response to pain, so may cultural beliefs 

and rituals serve to reduce the apparent perception of pain. 

Dramatic cultural differences in the perception of pain are 

seen in the hook hanging ritual perform ed in India. A 

villager allows a hook to be inserted under the muscles of his 

back. He is then hung from a rope attached to the hook while 

showing joy rather than pain. A similar absence of pain has
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been described in other religious rituals (Mathews et ah,

1988). In the case of such rituals, much time is spent in

preparing the individual psychologically  by prayer and

positive statements about the function of the ceremony and 

'meaning' of the sensory perceptions. This influences the 

individual's reaction  to the stim ulation, ju s t as giving 

information about sensory qualities of a medical procedure 

helps patients cope with less distress.

Further evidence of the im portant effects of the

'meaning' or implications of pain were often reported during 

the Second W orld War, some soldiers who had received 

severe wounds had no complaint of pain and received no

analgesia. Their ability to tolerate this pain was attributed to

the fact that, far from being stoical, they were so "overjoyed" $

at leaving the battlefield by any means that they did not

perceive any pain (Greer et al., 1990). Moreover, the clearly 

verifiable nature of their wound gave them a 'respectable' 

reason for being withdrawn from the conflict.

Kodiath and Kodiath (1995) asserted that there are 

sign ifican t d ifferences in com paring ph ilosophies and 

spiritualities betw een white Am erican and native N orth 

American Indian patients. Indian patients are able to find

significant meaning in life, suffering, and death, which they 

relate to a higher source of good. Indians, no matter what 

religion they profess, believe firmly in the concept of "life 

after death". Sim ilarly, patients in some Eastern cultures

would say that they have spiritual values that bring them 

ultimate fulfilment by guiding them through life and death.

"Western culture has a tendency to view the open expression
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of emotion with some distaste and is of the opinion that this 

has resulted in the overuse of drugs in hospital" (French,

1989).

More generally, Tyrer (1992) confirms that social, 

econom ic , c u ltu ra l ,  p as t h is to ry  and p e rso n a lity  

characteristics predispose some individuals to develop a 

chronic painful state. Moreover, Charman (1989) asserts that, 

both as individuals and as representatives from different 

cultures, people vary widely as to when sensation becomes 

pain. The example of vociferous complaints about pain by 

Latin races is a well known, if perhaps stereotyped, example.

Overall, the influence of religious beliefs and the

cultural environm ent appear relevant to the d ifficu lties

encountered by chronic pain patients. Hunt Raleigh (1992)

referred to the earlier work of Highfield (1983) who reported

that many patients found their religion or their philosophy to

be helpful in coping with their illness and pain. Such beliefs

can provide a 'purpose' or 'reason' for suffering in that the

individual may becom e a better or stronger person as a

consequence. Some religious beliefs also provide confidence

that the pain will be rewarded and relieved in the afterlife.

Such findings lend credence to the importance of the spiritual

dimension of the individual with chronic illness. Future 
research should take account of patien ts ' perception of

religious beliefs, and that will be done in the present thesis.

3.2.2 Locus of Control

In clinical settings the patient's successful passage 

from a passive (external) to an active (internal) role in
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responsibility for health or management of illness has been 

referred to as "reconceptualization" (Tyrer, 1992). Early 

research into beliefs about controlling events (unconnected 

with health) were measured initially using scales designed 

around the concept of "locus of control" (R otter,1966). 

Individuals are designated as having an internal locus of 

control if they believe in their personal ability to control 

events, or an external locus of control if they believe that 

events are beyond their control either at the whim of fate or 

in the hands of others.

"In general internal control conviction tends to be 

more connected with active coping strategies and a great 

satisfaction  w ith life, whereas the externalisation  of 

responsib ility  tends to have a less favourable effect" 

(Strickland 1978). Miller (1993c) referred to earlier work 

of Kores et al. (1985) that a strong relationship is found 

between self efficacy (the belief in one's own effective coping 

abilities and better treatm ent outcom e) in chronic pain 

patients, both in terms of patient self-ratings of pain and 

low er m ed ication  use. Indiv iduals holding in te rn a l 

expectancies are m ore likely than externals to take 

responsibihty for their actions (Davis, 1972).

Jensen et al. (1991) found that the more that chronic 

pain patients perceived that they controlled their pain, the 

better was their level of psychological functioning and this 

reflected greater satisfaction with life. Some research shows 

that strong beliefs in the internal control of health are the 

best predictors of a good outcome (e.g. Skevington, 1995). 

Benefit may arise for two reasons. Patients who believe that
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behaviour and the outcomes they experience. They then 

tend to adopt more active coping strategies than those with

they can control their pain may feel better because the sense 

of control affects general well being. On the other hand, 

strong beliefs in self control of pain may encourage those 

patients to persevere with adaptive startegies. Implicit here 

are concepts inherent in the model of self-efficacy in human 

behaviour.

In a review of past research, Crisson and Keefe

(1988) reflect upon evidence that an individual’s locus of

control relates to coping and adjustm ent (Calhoun, 1974;

Lefcourt, 1972; Levenson, 1974; Rotter, 1966; Skevington,

1983; Smith, 1970; Walston et al., 1978; Watson, 1967).

Individuals who have an internal locus of control believe that 
. .a positive cause/effect relationship exists between their own

1
external control (Strickland, 1978). This fact has had 

im p lica tio n s fo r therapeu tic  in te rv en tio n s  such tha t
".Î

psychologists encourage many individuals to develop an 

’internal’ sense of control rather than attributing pain control 

to factors ’external’ to them (Tyrer, 1992).

The goal of therapy is o ften  seen as the 

encouragem ent of an internal locus of control signifying 

m astery over the environment and competence (Levenson,

1973). ’In chronic pain the person has to take on an active 

role in their own pain m anagement because the health  

service does not have all the answers." (Tyrer 1992).

Skevington (1995) concluded that new interventions 

that enable people in pain to take more appropriate control 

over what is happening to them could have widespread
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benefits in the treatment of chronic pain patients. This need 

not necessarily mean increasing personal or internal control,

3.2.3 Family and Social Support

but perhaps a combination of more than one style of control 

or a sequence of different styles depending upon the way in
'

which the illness progresses.

Even when a patient has spiritual or in ternal 

resources to cope with pain, there is no doubt that support

from family and other significant people can help. Hunt

Raleigh (1992) reported the family as a chief source of 

support with religion and friends being the next common 

responses. The process is a two-way interaction in that

Roller (1991) used the "Critical Care Family Need Inventory" 

to show that the degree to which families are successful in 

managing the crisis of critical illness depends largely on how 

the situation is perceived by the patient.

Kohler's descriptive study of 22 patients and their

families found that optimism and a willingness to confront

the reality of the diagnosis was identified as the best coping 

method, Hope was found to be a commonly-used strategy, 

and one may note the similar finding in the study by Hunt 

Raleigh (1992). generally, these seem to be active coping 

strategies that are proving most helpful to the patient. 

Unfortunately, in common with many studies in this area, 

Kohler does not describe her patient sample in detail.

The family situation of the patient has been shown 

to play an important role in coping with pain (Turk et al., 

1987; Benjamin, 1989; Miller, 1990; M iller, 1994b; Lundqvist
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et al., 1994). Chronic pain affects others beyond the patient 

and the clinician, especially the family and others within the 

immediate social sphere. Persistent pain may render the 

patient both unable to work and housebound, thus placing 

extra burdens on other family members. Clearly that can 

have adverse effects where fam ilies do not have the 

psychological or financial resources to cope. However, in 

many cases the family is an important source of support to 

the patient in coping with chronic illness and pain. Families 

respond to the patient's dependency in different ways and 

these may have particular effects upon the patient. For 

instance Flor et al. (1987) found that patients who perceive 

their spouses as solicitous have higher levels of pain and 

lower levels of activity. Thus, showing solicitous care alone 

may not always be in the patient's best interest.

Gil et al. (1987) suggested that it is likely that the 

spouse is a pow erful social reinforcer, and that fu ture 

research should attempt to examine the relative contribution 

of social support from the spouse versus the social support 

from other significant people in the patient's social network. 

There is certain ly  a strong re la tionsh ip  betw een pain  

behaviour and perceived quality of social support (M iller,

1993c).

Gil and her colleagues (1987) found in their 

heterogeneous sample of 51 chronic pain patients that th o se  

who reported a high level of satisfaction with their social 

support exhibited a higher total level of pain behaviour and 

higher levels of individual pain behaviour such as guarding 

and rubbing of the painful area. They hypothesised that
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subtle operant conditioning was occurring whereby patients

were "rewarded" for their behaviour by increased attention, 

sympathy and supportive behaviour from their spouse and

family. Interestingly, there was no significant difference in 

total pain behaviour between those patients having high 

versus low availability of support.

The result of the study by Gil et al. may suggest that 

it is not social support per  se that is deleterious in chronic 

pain patients, but it is evident that such support can, 

ironically , enhance pain behaviour w hile im proving the 

patient's psychological state. A possible criticism of the study 

is the fact that the patients were divided into high and low 

support groups on the basis of a median split of the data.

This would result in very little difference between those 

members of the two groups whose data lay around the 

median. Perhaps a split at the upper and lower quartile 

would have been more appropriate.

Swim m er et al. (1992) suggest that additional 

studies are needed to understand how and when individuals 

in the patient's social support netw ork respond to pain

behaviour. For instance, it would be particularly useful to 

know which p a tien t behaviours are a ttended  to by

individuals in the patient's support netw ork. There is 

probably a reciprocal effect in that the patient's coping 

ability and character may influence his or her social support 

situation.

As noted above, the presence of a persistent pain 

patient within the home may place a strain upon the other 

family members, and particularly on the spouse or partner.
I
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1
Even when re la tionsh ips go seriously  wrong, m arita l 

d isharm ony  m ay ac tua lly  have p o sitiv e  th e rap eu tic

implications because it may result from the spouse failing to

endorse the patient's invalidism (Benjamin, 1989). In the

long term, this may be beneficial to the patient's perception 

of their state and abilities. Paulsen (1995) indicated that 

pain behaviours varied as a function of spouse presence and 

the nature of support given. Her 110 chronic pain patients 

were selected to exclude cancer-related pain. The results 

were consistent with the operant behaviour model noted 

above in the study by Gil et al. (1987). Paulsen suggested 

that additional research is warranted to better understand 

the impact of support on the rehabilitation of patients with 

chronic pain.

Further research would certainly seem important in 

view of more general social influences upon pain. People are 

guided in their in terp retation  and influenced in their 

behaviour by the interpretation and attitude of others. For 

example Shorben et al. (1954) made an early observation 

that children's dental phobias were directly influenced by the 

attitudes of their fam ilies toward dental care. M cGrath 

(1994) proposed that children also learn to evaluate the 

significance or relevance of pain from their parents' reaction. 

They learn from  parents how to express pain through 

behaviours and language.

There is also evidence that how a person defines his 

or her pain symptoms is largely based upon consultation with 

family members. Anderson and Rehm (1984) found that the 

in tensity  of pain was related significantly  to solicitous
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behaviours of family members, and the reverse was also
• s

true. The 60 patients in that study were black Americans 

suffering non-cancer pain. The effects described above were 

most pronounced in patients suffering lower back pain when 

compared to arthritic and sickle cell patients. The differences 

were not explained by differences in the experience of pain: 

all three groups had similar MPQ scores. The authors relied 

exclusively upon multiple correlation analysis in an attempt 

to understand the relationship between coping, suppport and 

pain when, in fact, a regression analysis might have provided 

better insight.

M cG rath  (1994) has added the in te re s tin g
I

observation that "Studies suggest that both heredity  and
■3

family and culture not only modify pain expressions, but also |

predisposition to certain painful conditions that develop in 

the absence of organic disease".

Bates et al. (1993) suggest that culture has an 

im portan t influence on perception of, and response to.

experim en ta l and acute pain. "The source of social
V

com parison is home and family, where adults transm it to 

children the values and attitudes of their cultural or ethnic 

group" (Bates et al., 1993).

Social life has important roles in enabling people to 

cope with pain problems. People learn in social communities, 

where conventional ways of interpreting, expressing and 

responding to pain are acquired. People who have sim ilar 

learn ing  experiences are likely  to show sim ilar pain

perception, expression and response pattern (Bates et al., y

1993).
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W eisen b erg  (1977) p ro p o sed  a " th e o re tic a l 

framework for ethnocultural variations in pain expression." 

Pain is characterised as a private, ambiguous experience that 

requires definition and structure. The sufferer turns toward 

others in the social environment to determine how to react 

appropriately and how to com m unicate suffering. Is it 

permissible to cry, or must one grin and bear it? When is it 

permissible to seek assistance? W hat type of assistance is 

appropriate? People learn to express their reactions by 

observing the reaction of others. The models chosen are

learned from family and culture. The effect can be seen 

when "modelling" is used to provide children with a model 

for appropriate behaviour during uncom fortab le dental 

procedures (Kent and Blinkhorn, 1991).

3.2.4 Patients’ Beliefs About their Pain

Just as the nature and degree of support may have

an important effect upon a patient's perception of their pain,

so may their beliefs about the origins and nature of pain.

The publication of a number of pain belief questionnaires 

(already mentioned above in the section on assessment of 

pain) are helpful in this regard. Such scales include the Pain 

Beliefs and Perceptions Inventory (PBAPI; W illiam s and 

Thorn, 1989), the Survey of Pain attitudes (SOPA; Jensen et 

al., 1987), Beliefs about Pain Control Questionnaire (BPCQ;
I

Skevington, 1990) and the Pain Beliefs Questionnaire (PBQ; 

Edwards et al., 1992).

The study by Jensen et al. (1991) has already been 

mentioned and it is important to restate their conclusion that 

beliefs about pain play a central role in the coping process by
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!influencing both the initiation of coping efforts and one's 

overall sense of well-being (Bandura, 1977; Lazarus et aL, 

1984).

Some other studies in this area have exam ined 

whether the fact that patient's beliefs about their pain were 

consistent with the treatment they were being offered might 

have an effect on outcome. For example, W illiams et al.

(1994) had 79 chronic pain patients of heterogeneous 

diagnosis (some undefined) view an educational videotape 

p ro v id in g  in fo rm a tio n  on trea tm e n t ra tio n a le  and 

interventions. Those patients who rated the information as

applicable to their pain condition had much better treatm ent 

outcomes.

Bowers (1968) found that during the presentation of

aversive events in the laboratory, pain was attenuated for

those given the facilities to control their pain, irrespective of

whether they elected to use that control, and these results 

suggest that be lie f about potential control may be as 

im portan t to con tro lling  of pain as actual con tro l 

(Skevington, 1990).

Such findings as these have led some authors to 

conclude that the beliefs of chronic pain patients about the 

nature of the pain and about their own capabilities are 

predictive of their coping efforts and their efficacy (Jensen et 

al., 1991; Williams et al., 1991; Elton et al., 1994),
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3.3 Implications

It is evident from the discussion above that there is 

considerable variation in response to pain. Some of that 

variation can be explained physiologically  by inevitable 

d ifferences betw een patients' sensory system s. O ther i

variation is due to the cultural environment where one learns 

the 'acceptable' ways to respond to pain and its meaning in |

relig ious term s. Yet further variation is explained by 1

differences in individuals' beliefs about pain and their past 

history of suffering and coping, or failure to cope.

One m ight also hypothesise that a sign ifican t 

determ inant of response to pain m ight be the individual 

characteristic of personality. The term 'personality' itse lf
c

conveys the concept of individual difference or variation.

The relationship between personality and pain is considered 

in the next chapter.
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Chapter 4

Personality
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CHAPTER 4
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4.1 Personality

Previous chapters have established a range of issues

regarding patients' reactions to the state of persistent pain.

Factors such as pain beliefs, culture and family support have

been seen important in determining such reactions. Attention

now turns to the focus of main interest in this thesis, namely

the possible influence of personality in the experience of

p e rs is ten t pain  and the in ter-re la tionsh ip  w ith coping 
.

strategies.

In considering 'personality ', discussion will include 

m easures of em otionality such as anxiety and depression 

because these are elements of personality and are seen as 

common reactions in states of persistent pain. Issues of 

'coping' will also be considered because, as already shown in 

previous sections, coping may vary according to many factors.

The review will not be concerned with pathological 

states of personality (although an interesting example will be 

m entioned as a way of introducing this discussion). It is, 

however, notable that some 50% of patients referred to pain 

clinics are estimated to have some kind of mental disorder
"V

(Benjamin, 1988). Once again the issue of cause and effect 

arises: did pain precede the mental disorder and cause it, or 

was the disorder pre-existing (Wolff et al., 1991)?



4.1.1 An Unusual Study: Within-Patient Effects of 
Different Personalities

When conducting studies of the influence of different 

types of personality upon the experience of pain, one would 

normally make comparisons between groups having different 

personality  types. However, in an im aginative study, 

M cFadden and W oitalla (1993) examined the pain coping 

strategies of a patient suffering multiple personality disorder. 

Three personalities were identified, although not closely 

specified, in addition to the normal "host" personality. Quite

different coping strategies (e.g. active ve r su s  passive) were 

adopted depending upon the particular personality type taken 

on by the patient.
.

M arked differences were also seen on the various 

dimensions of the McGill Pain Questionniare. Interestingly, the 

multiple personality disorder was thought to mask a history of 

sexual abuse of the patient in childhood.

This is an enterprising study because it employs the 

patient as his own control; something that would be impossible 

with patients who do not suffer from this disorder. Equally, 

however, the responses of a patient suffering from m ultiple 

personality  disorder may be 'unusual' and d ifferent from 

those of others so that it would be hazardous to draw 

conclusions from this otherwise ingenious study.

1

4.1.2 Psychodynamic Approaches

The psychodynamic approach to personality  is well

known and personified in the theorising of Freud and his

colleagues. It is important for completion to mention this

approach in the context of pain and to note that there are few
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published studies dealing with the psychodynamic treatm ent 

of chronic pain. Recent review s suggest that, w hile 

psychoanalytic approaches may be helpful in understanding 

the process of psychogenic pain development, patients with 

these disorders are regarded as unsuitable for psychoanalytic 

treatm ent and techniques are usually limited to information, 

explanation, reassurance, support and theory (e.g. M iller, 

1993c; Benjam in,1989). It is interesting that the treatm ent 

approach itself is not psychodynamic but rather more of a 

cogn itive-behav ioura l m odel. N onetheless, W eiss and 

Sampson (1986) have proposed that the patient's unconscious 

mind should take a central role in analytic approaches to the 

treatment of pain.

Some analytical psychologists have also commented on 

the connection  betw een personality  and various pain 

reactions. Bromberg (1993) suggests that one aspect of 

hum an personality  structure is usefully understood as a 

balance "between dissociation and conflict and argues that 

psychoanalysis must continue to broaden its concepts of 

psychic structure, unconscious phenomena, and therapeutic 

action beyond the model provided by conflict theory".

4.1.3 Modern Approaches: the Minnesota Mnltiphasic 
Personality Inventory (MMPI) and Eysenck 

Personality Questionnaire (EPQ).

A common criticism of psychodynamic theory is that

its concepts, while interesting and apparently illum inative,

are difficult to subject to empirical examination. In contrast,

b io log ically -based  theories o f personality  have gained

particular ground because they rely on well validated and
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reliable questionnaire assessments which are free of much 

of the subjectivity of the psychodynamic approach. Two of 

these assessments have been applied in pain research and 

will be described now. One of them will be used as the main 

research instrument in the present thesis.

4.1.4 The MMPI

Lousberg et al. (1996) have stated that an "almost 

inca lcu lab le" num ber of research  investigations have 

employed the M innesota Multi-Phasic Personality Inventory 

(MMPI) to examine the potential role of personality. At first 

sight, the use of such an instrument might seem of value: 

the MMPI has had wide use in psychiatric research and 

there are w ell-established norms by which to classify 

p a r t ic u la r  p e rso n a lity  types , p a rtic u la rly  in the ir 

relationship to psychiatric diagnosis.

A number of investigators have suggested that the 

MMPI classification system might be used to group chronic 

pain patients into hom ogeneous groups (Sternbach, 1974; 

Prokop et al., 1980; Guck et al., 1988; Swimmer et al., 1992; 

Kleinke, 1994), Unfortunately, the outcome of such studies 

has not been consistent; for instance Guck et al. (1988) 

concluded that chronic pain patients did consist of a group 

having a particu lar personality  profile  while Sternbach 

(1974) had concluded quite the opposite.

The MMPI profile or grouping defined as the "neurotic 

triad" has been considered an im portant determ inant of 

response to pain and its treatment. The triad is composed of 

the components of hysteria, hypochondriasis and depression.

67



Reactivity to stress and avoidance of personal responsibility 

by developing physical symptoms are commonly reported as 

characteristics of this profile (Lousberg et aL, 1996). 

Recently, Riley et al. (1995) have applied the MMPI to a 

sample of 77 patients undergoing spinal fusion for chronic 

lower back pain. They found that patients whose scores on 

the neurotic triad were characterised by low scores on 

depression tended to report more satisfaction with their 

post-surgical condition despite high scores on the other two 

components of the triad. They suggested that their results 

were consistent with those of Long (1981) who showed that 

scores on the depression component of the triad seemed 

critical: patients reported little improvement in their state, 

despite enhanced scores on hysteria and hypochondriasis, 

unless their score on depression also showed improvement. 

These results might raise the question as whether one would 

gain sufficient insight about patients' conditions and reaction 

to pain by simply assessing their depression by one of the 

m any specific inventories (e.g. H ospital A nxiety and 

D epression Scale; Beck Depression Inventory etc.) rather 

than subjecting them to the lengthy task of completing the 

MMPI.

N onetheless, the neuro tic  triad  has also been 

concluded to be im portant in the very recent work of 

Lousberg et al. (1996). Their study involved a sample of 86

chronic patients of widely varying diagnoses none of which, 

however, were defined. Their grouping of patients showing

the n e u ro tic  triad  (e lev a ted  scores on h y s te ria ,

h y p o ch o n d ria sis  and dep ression ) were c la ss if ied  as
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"dysfunctional" in their response to pain. The patients were 

seen to be using denial and repression excessively, and had 

little insight to their needs, conflicts and symptoms. This 

group contrasted with that defined by Lousberg et al. as 

being "active copers" and who were less impaired by their 

pain, and who showed low scores on the triad components.

An obvious criticism of the study by Lousberg et al. is 

their use of a very heterogeneous sample of chronic pain 

patients. In fact it is remarkable that they provide no 

details whatsover about their sample. With so much 

betw een-patient variability seeming to be inevitable, one 

m ust wonder whether their overall conclusion about the 

relevance of the neurotic triad must mask some significant 

differences between sub-groups of patients. For instance, 

had they defined a group of low back pain patients, it is 

conceivable that they may have found a similar effect to 

that of Riley et al. described above whereby depression was 

the critical factor in the triad. In their discussion, Lousberg 

et al. (1996) did, however, note that the psychom etric 

properties of the MMPI have been criticised (e.g. Turk,

1990) and that this may reduce confidence in its application.

Further difficulties for the MMPI have arisen from 

Fordyce's (1976) observation that it does not distinguish 

reliably between the personalities of patients suffering from 

organic versus psychogenic pain. Given the marked levels of 

anxiety seen in patients with psychogenic pain, one might 

have anticipated some indication of specific neurotic traits in 

those patients that distinguished them from the organic pain 

group. Carruthers (1991) has observed that such problems
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create difficulties for the clinical interpretation of the

validity of the MMPI scales in respect of pain.

Moreover, a recent study by Hansen et al. (1995) has 

shown that a patient's MMPI profile does not determine 

their response to pain, but rather that the pain experience 

determines the MMPI profile. The investigators conducted 

an in teresting study over several decades where they

assessed MMPI profiles in patients suffering chronic low

back pain. MMPI profiles at age 50 were not different 

between those patients with or without (matched control) 

back pain when they reached their 60th or 70th decade,

provided they had not experienced low back pain during the 

10 years between 50 and 60 years of age. Thus the MMPI 

profile did not precede, or predict, low back pain; rather the 

experience of low back pain appeared to change the MMPI 

profile.

The latter finding is interesting in the context of 

emotional responses to pain. It was noted earlier in this 

chapter that Adams et al. (1994) concluded that it was 

d ifficu lt to establish cause and effect with respect to

em otion and chronic pain. The study by Hansen et al.

(1995) would seem to provide evidence to answer at least 

part of the uncertainty, namely that pain itself can be a 

precursor to change in some personality characteristics.

The finding of Hansen et al. might also seem consistent 

with the contention of Main and his colleagues that there is 

little  evidence of a so-called "pain personality": in other 

words that having a particular personality profile does not 

make one more vulnerable to become a victim of persistent
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pain. Furthermore, Main et al. (1995) have recently argued 

that the use of the MMPI in regard to pain is no longer

justifiable, not least for the reason that it incorporates out­

dated views of psychopathology.

D espite  these  c ritic ism s of the M M PI, the

questionnaire continues to be used by some investigators 

(e.g. Bachiocco et aL, 1993a, 1993b; Mongini et al., 1994). It 

is notable that the outcomes of some of such studies have 

supported those who have questioned the value of the 

MMPI. For instance, Bachiocco et al. (1993a) found that the 

MMPI provided no insight in their attempt to understand 

the effectiveness of analgesic drugs. The best predictors

were duration and intensity of the pain suffered by the 

patients. Their 126 patients were having thoracic surgery 

for both malignant and benign conditions. The authors did 

not provide details of whether the results varied as a

function of the diagnostic state of the patient. One might 

have anticipated that a diagnosis of malignant disease would 

have emotional effects that might influence pain.

In their further study with the same patient group,

Bachiocco et al. (1993b) did report some relationships i

betw een personality  and percep tion  of pain con tro l.

Patients who perceived themselves to have weak control 

scored relatively higher on MMPI traits of depression and 

introversion. Interestingly, they also scored highly on the 

EPI measure of neuroticism. These results were established 

using regression analysis, but again the authors did not take 

account of their patients' diagnostic state.
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A study by K leinke (1994) also used regression 

analysis to examine the relationship between MMPI factors 

and coping with chronic pain. The diagnostic categories of 

the 300 patients were, again, not specified in detail but 

social support was shown to relate to low levels of 

neuroticism and good adjustment to pain. Helplessness, on 

the other hand, was associated with higher levels of 

neuroticism.

It would be wrong to dismiss the MMPI entirely out of 

hand. One might note Hart's (1984) observation that MMPI 

profiles may be more relevant to the investigation of 

personality disorders such as hypochondriasis and hysteria 

(which may, of course, be features of the chronic pain 

condition).

4.1.5 The EPQ - Neuroticism and Extroversion

Given the uncertainties attached to use of the MMPI, it 

seemed im portant in the present study to employ a less 

contentious but valid and reliable measure of personality. 

In the United Kingdom, perhaps the best known assessment 

of personality is the Eysenck Personality Questionnaire (EPQ; 

Eysenck and Eysenck, 1991). The EPQ assesses the 

p e rso n a lity  d im ensions of e x tro v e rs io n -in tro v e rs io n , 

neuroticism  and psychoticism. Other variants of the test 

include such traits as impulsivity and venturesomeness, but 

they have not been employed in pain research and will not 

be considered further here.

The EPQ personality traits are known to have long­

term stability (Eysenck and Eysenck, 1991). In other words



they assess enduring personality characteristics that are 

unlikely to change over time in response to changes in the 

individual's physical condition or circumstances. One might 

therefore expect that traits present prior to the onset of a 

chronic pain condition might remain largely stable over time 

(a lthough  this proposal w ould require  experim en ta l 

verification).

It is important to provide a brief description of the

theoretical background to the EPQ. Eysenck proposes that the 

two main dimensions of personality, extroversion-introversion 

and neuroticism -stability , have their basis respectively in

levels of tonic and reactive activity within the central nervous
.

system  (CNS). Very simply, extroverted behaviour patterns

are hypothesised to reflect levels of low tonic activity within 

the CNS such that the individual develops stim ulus-seeking 

behaviour patterns in order to increase that activity (or

"arousal") to a more optim al level. This is seen in

characteristic extroverted behaviour such as sociability and

ou t-go ingness. In troversion , on the o ther hand, is

characterised by high tonic CNS activity. The classic introvert 

is reserved and tends to avoid social situations in an attempt 

to reduce stimulation.

Evidence to support Eysenck's hypothesis has been 

found in sedation studies conducted by Claridge et al. (1981).

It was shown that introverts required a significantly greater 

dose of a sedative drug to induce sedation than did a group of 

extroverts matched for body weight.

Neuroticism is hypothesised to be a function of the

lability or reactivity of the CNS to stimulation. The classic
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neurotic is someone who tends to over-react em otionally to 

events that others would not find disturbing. Their behaviour 

is characterised by anxiousness and w orrying, and with 

pessim istic  or catastrophic views of the future. It is 

interesting that Eysenck regards anxiety as being composed of 

elem ents from both neuroticism  and extroversion and that 

anxiety might be considered a prime personality trait (F razer 

et al., 1988).

One reason that neuroticism  (and anxiety) may be 

relevant to the experience of pain is that such traits seem to 

act as a 'volume control' to the experience of noxious physical 

or emotional stimulation. In other words, neurotic traits may 

lead an individual to over-react to stimulation so that the 

experience is made worse for them.

This may be seen in the period prior to a potentially 

uncomfortable or painful procedure. Millar et al. (1995) note 

that ind iv iduals with high levels of in troversion  and 

neuroticism  suffer from a greater anxiety prior to painful 

procedures. Anxiety about pain may create an expectation 

that becomes a self-fulfilling prophecy.

The difficulties for the anxious and neurotic patient 

are compounded by the fact that such people are known to 

have objectively lower pain thresholds. Early confirmation 

of this fact was provided by Lautch (1971) in his study of 

33 patients suffering extreme fear and phobia about dental 

treatment. Lautch's subjective measures were supported by 

Klepec's (1975) more objective analysis examining the pain 

threshold to electrical stimulation of an incisor. Thresholds 

(m easured in milliam ps) were shown to be significantly
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lower in neurotic patients. The latter finding may be due to 

the association between neuroticism and anxiety: high levels 

of anxiety are themselves known to dispose an individual to 

experience relatively greater levels of pain (Thorp et al., 

1993X

Thorp et al. (1993) have alluded to this fact in a wider 

surgical context. Neuroticism is associated with postoperative 

pain, impairm ent of vital capacity and postoperative chest 

complications. Moreover, postoperative pain scores correlate 

with both anxiety and neuroticism scores. Thus, individuals 

h av in g  h igh  n e u ro tic ism  (and a tendency  tow ards 

introversion) are more prone to anxiety regarding pain than 

other personality types (also Boyle, 1977; Thomas, 1990).

The studies by Anderson and Rehm (1984) and Williams 

et al. (1994), which have been described above in another 

context, are also relevant here. Anderson and Rehm report 

using the "Maudsley Personality Inventory" although this is 

not described in detail in their method section: one can only 

assume that it relates to the EFT In their results, the authors 

claimed that neither neuroticism nor extraversion showed any 

relationship with coping variables. However, in the absence of 

any data to describe the distribution of scores on extroversion 

and neuroticism, and the equivalence of the sample to age- 

matched 'norms for the factors, it is difficult to evaluate their 

result.

In contrast, W illiams et al. (1994; study 3) employed the 

"N E O -P erso n a lity  In v en to ry "  w hich assess n eu ro tic , 

extroverted and "openness" traits to show that neurotic traits 

were significantly and positively associated with beliefs in the
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"mystery" of pain, pain permanence and self blame for the 

pain condition. In contrast, extroverted traits showed no such 

correlation. The authors also used the Beck depression 

Inventory and found that higher scores on depression were 

associated with self-blame. Unfortunately, the authors did not 

conduct any analysis betw een pain, p e rsonality  and 

depression. Interestingly, however, French (1989) observes 

that it has frequently been shown that extroverts express pain 

more freely than introverts, even though they appear to be 

less sensitive to painful stimuli.

It is therefore evident that there may be grounds to 

h y p o th es ise  that neu ro tic ism  may be an im portan t 

determinant of how a patient responds to pain. Those with 

high levels of neuroticism appear to suffer more emotionally 

in anticipation of a painful procedure and in its aftermath. 

Extroverted types, while perhaps more likely to be vociferous 

when in pain, seem less disturbed by the experience.

The examples above concern the experience of acute 

pain where the potential duration of the unpleasant stimulus 

is likely to be brief. It remains uncertain, however, how these 

personality factors might determine responses in chronic pain 

conditions. Moreover, the effects of personality do not exert 

their influence in isolation but may interact with other aspects 

of the individual's response to pain. A highly salient 

in te rac ting  variable may be that of coping behaviour: 

Spinhoven et al. (1991) have observed that few investigations 

of pain coping behaviour have included personality factors. 

Those studies that have considered personality and coping will 

be considered now.
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4.1.6 Coping Strategies and Personality

Factors relating  to individual d ifferences may be 

important in determining the ability to cope. As noted above 

with regard to personality, Spinhoven et al. (1991) have 

observed the neglect of any interaction of that factor with 

coping although it was also noted that Kleinke (1994) has 

recently shown some relationship between MMPI factors and 

coping.

Spinhoven and his colleagues have attempted to explore 

the relationship between personality and coping in a study of 

111 patients suffering chronic tension headache. They 

administered the Coping Strategy Questionnaire and the Dutch 

version  of the C alifo rn ia  Personality Inventory which 

provides a measure of neuroticism. The analysis employed 

m ultiple correlations (without correction for type 1 error) to 

show only that neuroticism and helplessness were positively 

correlated. In subsequent regression analysis, neuroticism  

was found to predict generally higher levels of psychological 

distress. The latter finding might have been predicted in the 

case of many m edical situations, and would not seem 

exclusive to pain. The study provided no evidence of a 

relationship between personality and the nature of the pain 

experience, nor between coping behaviour and pain.

Spinhoven et al. acknowledged the rather uncertain 

nature of their findings and concluded that more research 

was required to explore the relationship between personality 

and coping with pain.
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One might also note that while the study by Spinhoven 

et al. had the virtue of a very homogeneous sample, that 

hom ogeneity may itse lf have restricted the generality of 

conclusions to be drawn from the study. For example, the fact 

that neuroticism seemed to predict higher levels of distress 

can be concluded only to be true for these patients suffering 

tension headache.

One would agree that given that personality variables 

have been shown important in the experience and reporting 

of pain, and in recovery from painful operations and 

procedures, it would seem to be clinically useful to examine 

the relationship between personality types and the use of 

coping strategies among chronic pain patients.

The relevance of personality to coping may be evident 

in the fact that, when in pain, some patients becom e 

d istressed  or unstable, whereas others rem ain resilien t. 

"Coping theorists assume that these outcomes result from  

people's coping efforts to alter the stressful situation or to 

reg u la te  the ir em otional reactions" (Folkm an, 1984). 

Personality may explain why some patients can control their 

pain (or endure it) while others cannot.

There is some evidence from previous research that 

different types of psychological characteristics may relate to 

coping strategies with pain. For example, those who believe 

that they have a high internal locus of control show good 

adjustment. Sternbach (1986) asserted that patients having 

a more external locus of control report a higher incidence and 

severity of pain than those with a more internal locus of 

control. Those with high internal health locus of control are
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more likely to have healthy behaviour. This finding confirms 

that it is important to be aware of the potential influence of 

individual differences of coping. The finding seems relevant 

to the observation by Ridgeway et al. (1982) that there would 

be some value to clinicians if it were possible to identify those 

patients who might benefit from psychological interventions

to develop or enhance coping skills.

Individual variation in the conceptualisation of illness 

may also be relevant here. Miller (1993c) suggested that

patients* beliefs about chronic pain strongly influence the 

nature of the syndrome. Patients who believe that their pain 

is an unexplained mystery show poorer treatment compliance 

and outcome. Keefe and Williams (1989) also observe that

patients who blame themselves for their pain tend to have 

lower pain levels.

Lazarus and Folkman (1984) classify hopefulness as a

coping strategy related to one's beliefs as faith in God, fate, or 

the natural order of the universe which help people to create 

meaning out of their lives and offer an explanation for their 

particular situation. Specific beliefs in the competence of the 

physician, treatm ent or fam ily mem ber also can generate 

hope (Hunt Raleigh, 1992).

4.1.7 Fear, Anxiety and Depression with Pain

As noted above, it seems plausible to propose that 

personality  characteristics do not in te rac t with pain in 

isolation. Neurotic individuals suffer high levels of anxiety 

(Thorp et al., 1993), and depression may also be a feature.
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Both of these emotions, and that of fear, are relevant as factors 

that vary between individuals in their response to pain.

Patients often describe having fear of pain. This may be 

fear of the pain itself, avoidance of activity for fear of pain, 

fear of being alone, fear of the unknown and fear related to 

procedures and equipm ent (Copp, 1974); Evely, 1967; 

Fernandez et al., 1994; Beckham et al., 1994). The interaction 

between pain and anxiety in the setting of somatic illness is 

widely recognised and it was noted above that people who are 

anxious are more sensitive to pain than calm people (French, 

1989). Moreover, memory of fear and anxiety carries over 

from one pain experience to the next. Thus the anticipation of 

pain and memory for actual pain and discom fort create 

considerable difficulties for helping patients to manage their 

anxiety (Millar et al., 1991). Uncertainty about the ability to 

cope and the uncertain  effect of treatm ent may arouse

anxiety. Perception of self-efficacy and the presence or 

absence of support from others may also be important factors.

The findings of Arntz et al. (1991, 1993) suggest that the

main effect of anxiety is that it either attracts one's attention

to pain or distracts one from it. From this viewpoint the effect 

of anxiety on pain perception may depend more on the

resulting focus of attention rather than anxiety per se.

More accurate knowledge about the association between 

anxiety and pain, and also about the means of assessing 

anxiety in a clinical setting would be of use to the clinician. 

Unfortunately, research can be hampered by poor definition 

of the term and the use of assessments of anxiety which fail 

to distinguish betw een the emotional disorder and possible
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physical symptoms (Velikova et ah, 1995). Jelicic et al.

(1993) reported that anxiety is often inadequately assessed by 

q uestionna ires because some in tense em otions rem ain  $

unconscious and the possibility of denial is not addressed. #

Patients who deny their feelings typically do not acknowledge i

feeling apprehensive, but their emotions remain active at an 

unconscious level. Thus assessments of preoperative anxiety 

may not always be reliable when they tap only consciously 

experienced emotions.

S im ila rly , pa in  may be accom panied  by m any 

psychological experiences such as distress, "hassles" and stress 

which relate to the impact of pain upon domestic and social 

life. It may not be the pain itself which causes the distress I

but rather the impact upon the person's lifestyle. Thus high 

ratings of anxiety and stress may be mistakenly ascribed to 

the pain condition alone. Sternbach (1986) reported that 

greater stress and more hassles are associated with more 

frequent and more severe pain.

Similar problems of interpretation apply to studies of 

depression in relation to somatic illness and pain. For example 

Tope et al. (1993) point out that a diagnosis of m ajor 

depression may be an artefact of the somatic symptoms of the 

physical illness. They conclude that there is therefore a 

growing awareness of the need to recognise emotional factors 

in somatic illness especially chronic pain.

Certainly, it does appear that chronic pain is closely 

related to depression. Indeed, more attention has been paid to 

the association between pain and depression than anxiety. A 

recent study by Kuch et al. (1993) concluded that depression
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was a more significant emotional disorder in the context of 

pain. The authors studied 61 patients suffering persistent 

pain caused by road traffic accidents. The location and 

severity of the pain varied widely across the group of patients 

and was acknowledged by the authors to lend heterogeneity to 

the sample. The results showed that depression was associetd 

with the frequency of the pain symptoms, but not the severity 

of the pain. Kuch et al. proposed that the results might reflect 

the fact that the patients found it more difficult to cope with 

frequently recurring symptoms because they had no respite 

from the pain. They concluded that their results reinforced 

the im portance of considering the affective or em otional 

nature of "suffering" as part of the experience of persistent 

pain.

Lautenbacher et al. (1994) confirmed the view of Kuch 

et al. by conducting a meta analysis and reported that 

depression constitutes a state of increased vulnerability to 

pain problems and changes the way one deals with such 

problem s. They noted that chronic pain is frequently  

accompanied by depressive symptoms and sometimes leads to 

a full-blown depressive disorder. Interestingly, although 

these authors concentrated on psychopathological factors, they 

made no analysis to account for differences in the physical 

causes of the pain state.

The study by Beckham et al. (1994) concludes that "the 

w orst possible outcom e when experiencing pain was 

assoc ia ted  w ith decreased  functional status, increased  

psychological distress, depression, and avoidance of activity 

for fear of pain. Reinterpreting pain sensations in a positive
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way was associated with decreased depression." M erskey 

(1993a) suggests that chronic m uscular pain has to be 

unders tood  as an organic d iso rder m ade w orse by 

psychological phenomena. He concludes that psychological 

reactions which occur as a consequence of muscle pain needs 

appropriate psychiatric treatment. It is significant that these 

common psychological reactions are depression and anxiety.

The emotional reactions of chronic pain patients need to 

be viewed in context. According to Skevington (1993), the 

type of psychological disorder expressed by those with organic 

diseases with painful symptoms is arguably different from the 

qualities of the same disorder found in a psychiatric  

population. Moreover, they "may comprise the largest group 

of disabled persons of all the psychophysiological disorders, 

and perhaps of all the psychiatric classifications" (Sternbach et 

al., 1973b).

The emotional reactions are also more complex than may 

be conveyed by the concepts of 'anxiety' and 'depression' 

alone. Miller (1990) asserts that "feelings of hopelessness, 

helplessness, and despair are common, as are multiple visits to 

various physicians and clinics. With each new treatment, the 

patient "experiences a resurgence of hope, which is followed 

by disappointment and eventually increasing resentm ent and 

bitterness toward the treating physician."

These findings suggest that psychological fac to rs 

associated with, or contributing to, em otional disturbance 

should be accounted for when considering chronic pain 

patients. Adams et al. (1996) observe that one should note 

that "While a substantial body of literature does show that
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pain patients tend to be depressed, mechanisms linking pain 

to depression are not well understood." It is interesting, 

however, to note that both pain and depression may be linked 

independently with inactivity and pasivity. The chronic pain

■f

patient may believe that by reducing activity they can avoid
-,

painful sensations. The depressed patient may be so 'low' as 

to have no interest other than inactive rumination about their 

misfortune and suffering. In the case of the latter patient, 

psychological interventions often advocate simple activ ity  

schedules to break the circle of depressed thoughts. Given 

that inactive pain patients may be prone to pessim istic  

brooding, a similar schedule may be helpful by stopping the 

thoughts and providing distraction. Indeed, just such simple 

behav ioural techniques have been shown effective  in 

increasing positive activity and thoughts about pain (Adams et 

al., 1994).

4.1.8 Overview and Rationale for the Present Study

It is evident from the preceding review that there has 

been a considerable focus of research upon the role of 

psychological factors in the experience of acute and chronic 

pain. These factors have included coping behaviour, emotional 

responses and the role of personality . In the case of 

personality, while there is considerable evidence to relate the 

factor of neuroticism  to responses to acute pain, the 

relationship  to behaviour in chronic pain is less clear.

Although some investigations have attempted to clarify the 

latter position, their use of the MMPI has not added to our 

understanding for reasons described above.
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It is proposed here that an investigation of the 

relationship  between personality and chronic pain may be 

better served by use of the EPQ. The EPQ has already been 

shown to explain individual variation in responses to acute

pain experiences, and it would therefore seem logical to

extend that analysis to chronic pain conditions. Given that the 

factor of neuroticism has been shown important in explaining 

responses to acute pain, one might anticipate that the factor 

would have salience in chronic pain conditions.

Personality is, however, unlikely to act in isolation to 

influence the experience of, and response to, chronic pain. It 

was shown above that in the case of chronic tension headache, 

neuro ticism  and help lessness were correlated, and that

neuro ticism  was also associated  with higher levels of

psychological distress (Spinhoven et al., 1991). The restricted 

nature of of the latter patient sample made it impossible to 

generalise from the result but it might imply that factors of 

coping and emotional distress should also be included with |

personality in a study of chronic pain. This conclusion would 

seem confirmed by evidence reviewed above that depression
■i

is a common emotional concomitant of pain and is associated 

w ith increased vulnerability  to pain (Kuch et al., 1993;

Lautenbacher et al., 1994). Similarly, coping behaviour in pain 

is influenced by many factors internal and external to the 

patien t and these should also be included in a study of 

personality and chronic pain (e.g. Gil et al., 1987; Jensen et al.,

1991).

An obvious factor that should also be included as a

potential independent variable relevant to pain and distress is
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that of social support. The factor was shown in the literature 

review  above to have a significant influence upon the 

response to chronic pain and might interact with the factors of 

personality and coping.

The fact that several variables, in addition to that of 

personality, may influence chronic pain has implications for 

the analysis of data from a multi-factorial study. It was noted 

above that some previous studies have employed simple pair­

wise comparisons between factors (e.g. correlations) in order 

to attem pt to understand their impact upon pain. A more 

satisfactory approach is that of regression which permits one 

to assess the relative impact of factors when they act together
I

to affect pain.

The follow ing chapter describes the hypotheses and 

m ethodology for the present study which arises from the
■3

issues considered in the preceding chapters.

:sî
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CHAPTER 5

5.1 The Present Research Study: Research Plan, Hypotheses 

and Method

5.1.1 Research Plan and Hypotheses

The final section of Chapter 4 described the rationale 

for the present study. The primary aim of the present thesis 

is to subject the role of personality in persistent pain to 

empirical examination. It has been seen that the Eysenck 

Personality Questionnaire (EPQ) provides a reliable and valid 

measure of personality and it has been shown useful in 

understanding different reactions to acute pain. The present 

thesis will therefore use the EPQ as the instrum ent for 

assessment in preference to the MMPI which, as show n |

above, may not be reliable for this purpose.

Interest will attach to whether certain  personality  

factors are characteristic of the persistent pain state. Given 

that the factor of neuroticism has been shown to influence 

responses to acute pain it seems reasonable to hypothesise 

that it may also predict responses in chronic pain.

Coping behaviour was also seen to vary betw een 

individuals and to result in different responses to the chronic 

pain state. It would seem important to consider the extent to 

which coping might interact with personality in determining 

the reaction to chronic pain.

Chronic pain is associated with psychological distress.

As neuroticism is correlated with measures of depression and 

anxiety, it is important to consider the extent to which the
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la tte r em otional factors m ight in te rac t w ith tha t of 

personality.

The following hypotheses are proposed regarding the 

relationship between the factors of personality and coping, 

and the patient's experience of, and response to, chronic pain. 

These hypotheses follow  log ically  upon the ev idence  

reviewed in previous chapters.

1 ) Patients having high levels of neuroticism would be 

predicted to have a more adverse experience of chronic pain. 

It is hypothesised that this will be reflected by:

(a) high scoring on the McGill Pain Questionnaire

(b) high scoring on measures of emotionality and distress 

(assessed by inventories described below) and where chronic 

pain patients will be predicted to score above the criterion 

denoting 'significant' or 'clinical' levels of psychological 

distress ("caseness") when compared to population norms.

(c) It is also hypothesised that the personality characteristics 

of extroverted individuals w ill be associated with a less 

adverse experience of pain when com pared w ith their 

neurotic counterparts.

2) Coping strategies would be predicted to influence the 

experience of chronic pain as inferred from pain and distress 

scores. The Ways of Coping Checklist (WCCL, described in 

detail below) will assess the individual's coping strategy. The 

hypothesis must be non-directional because prior research 

has shown that both active and passive strategies may be 

effective in the chronic pain state

3) Social support has been seen to be im portant in 

determining the response to pain. It is hypothesised that
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"support" variables will predict pain and distress in the

present study. The presence of support may be expected to

'buffer' the effects of pain, w hile its absence m ay be

associated with greater levels of pain and distress.

5.1,2 Methods, Materials and Procedure and Ethical 
Approval

The study received  approval from  the E th ica l 

C om m ittee o f the W estern  In firm ary , G lasgow  (see  

correspondence in Appendix I T All new attenders to the 

Pain R elief Clinic at Gartnavel Hospital were invited  to 

participate on the basis of informed consent. Their general 

practitioners were also informed of their involvem ent in the 

study.
5.1.3 Sample Size

Determination of the sample size was based upon the 

requirement to be able to distinguish the effects of attending 

the Pain R elief Clinic on w ell-being and other outcom e 

measures. This would entail two groups, one being the 

"study group" which would be assessed before and after 

visiting the clinic, and the other being the "control group" 

which would be assessed over a similar period of time but 

without the clinic visit. (This is the second part of the 

empirical investigation to be reported in this thesis and 

described above. The rationale for the investigation was 

described in Chapter 4 above. Full details of the specific 

methodology are given below.)

The required sample size was com puted after the 

procedure advocated by W einer (1971) using representative 

data from the HADS scale to estimate the parameter 0 '. With
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0 ' = 0.43, calculations show that to detect a change from 

borderline / clinical anxiety and depression to the 'norm al' 

range, then for alpha = 0.01 and power of 0.90, a sample size 

of 41 is required in the study and control groups. The 

proposed sample sizes will be seen to meet this requirement.

5.1.4 Recruitment

The recruitm ent of patients was undertaken to serve 

the requirements of the main and secondary aims of the 

study as described above. It should be pointed out here, 

however, that the present thesis is a re-subm ission of an 

earlier version. The very helpful and constructive criticism  

of the external and internal examiners has led to re-analysis 

that necessitated merging data from what were, initially, two 

separate groups of patients recruited at slightly d ifferen t 

times. If the study were to be run again, clearly it would be 

methodologically more sound to recruit all the patients as 

one group and then divide them random ly later for the 

purposes of the second study (i.e. the evaluation of the Pain 

Clinic as described above). It seemed appropriate to describe 

here how the patients were recru ited  in the o rig ina l 

methodology, to acknowledge the short-com ings of that 

approach as just done above, and to proceed with the new 

analysis to be reported in the Results section in due course. 

Issues of methodology will also be considered in detail in the 

main Discussion in Chapter 9.

The o rig in a l recru itm en t of p a tien ts  th e re fo re  

proceeded as follows. Initial discussion between the author 

of the thesis, his supervisor and consultants at the Pain Relief
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Clinic confirmed that the study group would be recru ited  

from patients awaiting their first appointment at the Clinic. 

The m atter of the control group was, how ever, m ore 

contentious. Although a wait-limited control group was the 

first preferred option, advice from the Pain Relief Clinic was 

that it might be unlikely that patients would be w illing to 

participate on that basis. Accordingly, it was agreed that 

patients suffering persistent pain who were being m onitored 

and cared for by their general p rac titioner w ould be 

recmited as controls.

Recruitment of the study group and collection of data 

from the study group patients therefore began. Although it 

was anticipated that recruitment and collection of data from 

the general practice control group would begin at the same 

time this did not prove to be the case. It eventually became 

obvious that, for administrative and other reasons, such a 

control group would be difficult to recruit. It was therefore 

decided to revert to the original plan of attempting to recruit 

Pain Rehef Clinic patients to a wait-limited control condition.

It transpired that wait-lim ited patients were in fact 

identified quite readily and recruitm ent and data collection 

began, but it should be noted that the collection of data from 

the latter group did not proceed in parallel in time with that 

of the study group. While hardly ideal, it is, however, 

thought unlikely that this aspect of the methodology had an 

adverse effect upon the data form.

Demographic characteristics, confirming that the study 

and control groups did not d iffer significantly  w ill be 

presented in due course in the Results section.
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It should be emphasised again here that in this re- |
.4

submission of the thesis, the first and main analysis consists 

o f m erging the study and control groups w hich w ere
'a :

recruited separately. However, it is im portant to provide 

detail on how those two groups were initially recruited and 

this will be done now.

5.1.5 Study Group

All new patients holding appointments for their first 

visit to the Pain Relief Clinic were sent a personal letter 

explaining the purpose of the study and inviting them to 

participate. The letter included a consent form and the 

questionnaires to be described below (see Appendix II and 

III). The letters and questionnaires were sent out 2 weeks 

prior to the patient's appointment at the Clinic. If  they 

wished to participate, they were requested to com plete the 

questionnaires and consent forms and return them to the 

author on their first visit to the clinic for assessment.

In the second phase of the study (to be described in 

detail later), patients were sent further questionnaires 6 

months later (and after they had attended the pain re lief 

clinic for treatm ent) in order to determine any change in 

their perceptions and emotions that might have occurred in 

the in tervening  period. A further questionnaire  was 

enclosed to assess the patients' perception of the benefit
'.'i

from having attended the Pain Relief Clinic in terms of pain 

reduction, acceptability of medical treatment and their view 

of staff attitudes. All of these questionnaires were returned 

to the author by post.
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5.1.6 Control Group

Patients for the control group were recruited from the 

same population of patients awaiting their first appointm ent 

at the Pain Relief Clinic. The function of the control group 

was to establish whether time alone might exert an influence 

upon the pa tien ts ' perception of their pain and the ir 

emotional state. Therefore, the patients were sent the first 

questionnaire and consent forms, and then the second batch 

of questionnaires at equivalent times to the study group but 

before attending the clinic. Thus the time interval between 

the questionnaires was the same as for the study group, but 

the crucial difference between the groups was that the study 

group had attended the Pain Relief Clinic before completing 

the second batch of questionnaires.

5.1.7 C om m ents on Sam ple C h a ra cter istics  and  
Completion of the Questionnaires.

The Pain Relief Clinic at Gartnavel Hospital provides a 

service for a very heterogeneous population of chronic pain 

patients. It was noted in the literature review that there 

may be methodological advantages to ensuring that samples 

are homogeneous in nature (i.e. that they comprise patients 

suffering from the same persistent pain condition: e.g. lower 

back pain) because it is likely that this will reduce variability 

which may obscure the effects of independent variables of 

interest.

The literature review observed, however, that many 

studies have used markedly heterogeneous samples. W hile 

this can be a point of criticism which will be discussed in
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much more detail in Chapter 9, it should be acknowledged 

that researchers m ust often be pragm atic and adapt their 

research to local circumstances. It may, for instance, be 

impractical due to limits on the time available for sampling 

to recruit patients purely w ithin one diagnostic category. 

Moreover, even if a sample is heterogeneous in nature, it will 

often be possible to analyse the data as a function of the 

different diagnostic categories in order to determine whether 

they are associated with different values of the dependent 

variables. Thus the variation of a heterogeneous sample can 

be parti ailed out in an analysis in order to gain deeper 

insight.

It should also be borne in mind that the second aim of 

the research is to examine the extent to which patients 

benefit from attending the Pain Relief Clinic at Gartnavel: it 

would seem logical on that basis that the sample should be 

representative of the range of chronic pain conditions treated 

at the clinic. The final pragmatic point is that given the time- 

limited nature of the research and uncertainty as to how 

easy it would be to recruit patients, it seemed im portant to 

ensure the gathering of a valid sample size by recruiting all 

potential patients. As will be seen later in the results, it was 

as well that this approach was adopted because recruitm ent 

proved d ifficu lt in that only som e 50% of pa tien ts  

approached agreed to participate. The im plications of this 

will be discussed later.

Some c ritic ism  m ight also be d irec ted  to the 

m ethodology that perm itted  pa tien ts  to com plete  the 

questionnaires at home over a period of time. In this
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circumstance, patients may have sought the opinion of family 

members and friends in deciding how to respond to some 

questions, hence failing to reflect their own views. This 

problem must be acknowledged. However, given the number 

of questionnaires to be administered, it seemed that the only 

feasible way to have them completed was to allow patients to 

do so in their own time, and hence at home. The demands on 

the patients at the clinic were such that there was not 

enough time for them to complete the questionnaires in that 

environment (see also Chapter 9).

5.1.8 Questionnaires

As described in the final section of the introduction,

questionnaires w ere adm inistered to assess p e rso n a lity ,

emotional state, pain beliefs and coping behaviour. The

questionnaires were chosen because they have been shown

sensitive in previous investigations of pain and distress, and

their psychom etric  p roperties have been su b jec t to

assessment of validity and reliability. A number also have

'normative' data against which the results of the present

study can be compared. These include norms which perm it

definition of "caseness": i.e. an indication of whether a given

patient is expressing levels of distress that may place him or

her w ithin a c lin ica l category th a t m igh t req u ire

psychological intervention. Moreover, given that one part of

the thesis is concerned with whether attendance at the Pain

relief Clinic is associate with a change in levels of pain and

distress, it was important to use assessments that have been

shown sensitive to change both in previous pub lished

investigations and in terms of their own reliab ility  and
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validity data (e.g. Snaith and Zigmond, 1994): G oldberg, 

1992).

5.1.8.1 Eysenck Personality Questionnaire

Eysenck Personality Questionnaire (Revised Short Scale; "EPQ- 

R") (Eysenck et al. 1991). The EPQ-R provides assessment of 

th ree  dim ensions of personality , E x troversion  (E) 

Neuroticism (N) and Psychoticism (P), and incorporates a so- 

called Lie Scale (L). The latter scale is useful in detecting 

those individuals who may seek to present themselves in an 

ideal or socially-acceptable light. High L scores may cast

doubt upon how rea lis tic  patients are being in the ir 

responses to other questions in the EPQ-R.

5.1.8.2 Hospital Anxiety and Depression Scale (HADS),

The Hospital Anxiety and Depression Scale (HADS), (Snaith & 

Zigmond, 1994).

The HADS consists of 14 statements, half of which relate to 

symptoms of anxiety and half to depression. For each 

statement the patient records which one of four descriptors 

indicating increasing symptom strength (score 0-3) best 

describes their degree of emotion (minimum possible score 

on the dimension of anxiety or depression = 0 , maximum = 

21). Normative data for the HADS define a score of 7 or less 

as "normal", 8 -10 as "mild", 11 - 14 as "moderate", and 15 or 

more as "severe" anxiety or depression.
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5.1.8.3 General Health Questionnaire (GHQ-28)

The GHQ-28 (G oldberg and H illier, 1978) assesses the 

p resen ce  and degree  of p sy ch ia tric  m o rb id ity  and 

psychological d istress. It com prises the fo llow ing  4 

subscales: som atic sym ptom s; anxiety /insom nia ; social

dysfunction ; severe depression . Scores on the four 

dim ensions are usually summed to give a to tal score. 

Goldberg (1992) advocates use of the "GHQ scoring method" 

which reduces the tendency for individuals to bias their 

scores by avo id ing  se lec tio n  of ex trem e re sp o n se  

alternatives. The GHQ method is employed here.

5.1.8.4 Beliefs about Pain Control Questionnaire (B.P.C.Q.)

The Beliefs about Pain Control Q uestionnaire (B .P.C .Q .: 

Skevington 1990) is derived from the M ultid im ensional 

Health Locus of Control Questionnaire (W allston, 1978). It 

was designed to evaluate beliefs about controlling pain and is 

divided into three subscales. An Internal Scale (IS) measures 

beliefs that pain is personally controlled by internal patient 

factors. Two external scales measure beliefs that pain is 

controlled by factors which are beyond or outside personal 

control. The Powerful Doctors Scale (PD) measure beliefs that 

pain control is in the hands of powerful others; in this case 

doctors are specified. The Chance Happenings scale (CH) 

m easures beliefs that pain is con tro lled  by chance 

happenings or misfortune .
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5.1.8.5 Pain Beliefs Questionnaire

The Pain Beliefs Questionnaire (P.B.Q: Edwards et al. 1992) 

consists of two belief factors. Factor 1 consists of 10 items 

prim arily  concerning beliefs in the organic basis and 

implications of pain. The 4 items of factor 2 are related to 

beliefs in psychological influences upon the experience of 

pain.

5.1.8.6 McGill Pain Questionnaire

The McGill Pain Questionnaire (MPQ: Melzack, 1973) The

MPQ provides several m easures. The m ost com m only 

reported m easure, the pain -ra ting  index to ta l (PR IT ), 

provides an estimate of overall pain intensity. This measure,

obtained by summing all the descriptors selected from the 2 0

subclasses, has a possible range of 0 -78. Separate scores for 

each of the sub categories of pain experience m ay be 

obtained by summing the values associated with the words 

selected from subclasses that comprise a given dim ension. 

Scores on these dimensions vary in range from 0 to 42 for 

the "sensory" class (PRIS), 0 to 14 for the "affective" (PRIA) 

and 0 to 5 for the "evaluative" (PRIE). In addition, the 

"number of words chosen" (NWC), which can range in value 

from 0  to 2 0 , provides an indicator of how many of the 

subclasses were chosen by any one subject. The latter 

measure is assumed to reflect more pain when more words

are chosen from the subclasses by the patient.
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5.1.8.7 Ways Of Coping Checklist

The Ways Of Coping Checklist (WCCL: Folkman and Lazarus, 

1980). The WCCL is a checklist of 68  items describing a 

broad range of behavioural and cognitive coping strategies 

that an individual might use in coping with a stressful event 

or medical conditions. The authors do not provide specific 

details as how best to summarise an individual's responses 

on the questionnaire, but one approach is to subject the data 

to Factor Analysis in order to establish whether there is a 

particular style of coping that characterises the individual. 

However, responses on the WCCL can also be usefu lly  

categorised  according  to the fo llow ing  fou r cop ing  

dimensions: (1) active coping, (2) denial, (3) passive coping, 

and (4) rehance on external support.

5.1.8.8 Multidimensional Pain Questionnaire (MDQ)

The MDQ was devised by the author and uses a 5-point

Likert scale to assess a patient's perceptions of the impact of 

pain upon daily life, em otion, work, support from  or 

avoidance by family, friends and neighbours, and the value 

of religious beliefs. These issues were seen to be im portant 

in the research reviewed in previous chapters.

The initial questionnaire consisted of 58 questions. 

However following piloting of the questionnaire on a sub 

group of 20 patients, 36 questions were established to 

compose the final questionnaire. Questions were om itted 

where they were redundant because they overlapped with 

other questions and where the patients' consensus was 

that they were difficult to understand or irrelevant.
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The final questionnaire is shown in A ppendix III. 

The six explicit categories addressed by the questionnaire 

are: effects of pain on daily life (7 items), avoidance by 

fam ily and friends (8  items), comfort from relig ion (7 

item s), support from  health  professionals (4 item s), 

support by family and friends (7 items) and confidence 

about the future (3 items).

(a) Reliability

The reliability of the questionnaire was assessed in 

the following ways.

T est-retest reliability  - The questionnaire was given on 

two occasions, 6 weeks apart, to a further sample of 2 0  

pain patients. The correlation coefficien t was then 

calculated to compare responses to the questionnaire on 

those two occasions. The correlation was 0.73 (p<0.001) 

which indicates that the questionnaire had good test-retest 

reliability.

In te rna l consistency re liab ilitv  - This was applied to 

groups of items that were thought to measure different 

aspects of the same concepts. Internal consistency is an 

indicator of how well the different items measure the same 

issue. This is important because a group of items that 

purports to measure one variable should indeed be clearly 

focused on that variable. Internal consistency  was 

measured by calculating the coefficient alpha. It measures 

internal consistency reliability among a group of item s 

combined to form a single scale and it is a reflection of how 

well the different items complement each other in their
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measurement of different aspects of the same variable or 

quality.

The Cronbach coefficient alphas are shown in Table

5.1 for the seven categories of the questionnaire. It can be 

seen that with the exception of "Confidence in the Future" 

which has only 3 items and where the coefficient alpha 

was 0.69, the coefficient alphas are all >0.70 indicating 

good internal consistency.

(b) Validity

V alidity concerns the extent to which a questionnaire 

really assesses the constructs which it purports to assess. 

In other w ords, the exten t to which the p resen t 

questionniare actually assesses the supposed effects of 

pain upon daily life etc., rather than some other constructs.

Face and content validity - This was based on a review of 

item s by both untrained and trained judges, and pain 

patients. Before adm inistering this new questionnaire, it 

was presented to 10 postgraduate students, 3 nurses, 2 

psychologists, and 2 0  pain patients to review each of the 

item s (all had English as their first language). In 

discussion with the author, these reviewers were required 

to rate each question and the questionnaire as a whole for 

appropriateness and relevance to the general issue of the 

effects of pain. In some ways, therefore, this was a similar 

but more formal process to the initial examination of the 

questionnaire items by the pain patients.

Criterion Validity fconcurrent validity) - Concern here is 

with the extent to which the dimensions of psychological 

experience  assessed  by the questionnaire  show  a
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correlation with assessments on established questionnaires 

which may be assessing similar sorts of experience. For 

example, the concept of 'distress’ may be inherent in a 

number of dimensions of the MDQ and thus may be 

expected to correlate with distress as measured by other 

standard questionnaires such as the HADS or GHQ.

Table 5.2 shows the correlations betw een the six 

dimensions of the MDQ and the HADS and GHQ in the 20 

pain patients mentioned above. It is evident that the 

category "Confidence in the future" correlates negatively 

and significantly with HADS anxiety and depression, and 

with GHQ distress. The category of "Denial" also correlates 

positively  and sign ifican tly  with HADS anxiety  and 

depression, and GHQ distress. Thus these two categories 

would seem to have some measure of em otional upset. 

The "Effects of pain on daily life" are also significantly 

correlated with HADS anxiety and depression, and again 

this would seem plausible given the likely em otional 

im pact of pain upon daily life. "Religion" showed a 

significant negative correlation with depression indicating 

that stronger beliefs in religious belief were associated 

with lower levels of depression in response to pain. The 

category of "Perceived support" was not sign ifican tly  

related to scores on these assessments of emotional state, 

although negative correlations are evident in the case of 

HADS depression and GHQ.
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5.1.9 Presentation of Questionnaires to Patients

The questionnaires were bound together in a 'pack'. As the 

bulky appearance of the pack might at first have seemed 

daunting for patients, they were instructed to complete them 

over a period of a few days and return them to the author. 

Possible criticisms of this approach are discussed in Chapter 

9.
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Part Three 
Results
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Chapter 6:

The R esults Section  One
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CHAPTER 6: Results

Factors Predicting Pain and Distress in Patients 
Suffering Chronic Pain

6. An Introduction to the Results

The principal aim in the analysis of the results is to 

determ ine whether the hypotheses proposed in the previous 

chapter are supported. Therefore, the main concern will be

the extent to which personality and coping are predictors of 

the patient’s pain state. This part of the analysis will be 

composed of three main sections.

The first section describes the characteristics of the

patients in terms of personality, emotional state and pain

experience, and the ex tent to which they d iffer from

published normative data. The analysis will also establish 

the coping styles adopted by the patients. The function of 

the first section is therefore largely descriptive in order to 

provide the reader with an overview of the characteristics of 

the patient sample.

The second section of the results is brief and serves as 

a prelude to the regression  analysis. It w ill repo rt 

correlations between variables in order to establish  the 

occurrence of collinearity  which can create problem s for 

regression analysis. M uch of the tabular outcome of the 

analysis of this part of the results will be found in the 

appendix.
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The third section of the results w ill be the most

im portant and will apply m ultiple regression analysis to 

establish whether personality and coping are predictors of 

the pain and distress experienced by these patients.

6.1 Characteristics of Patients in Persistent Pain

6.1.1 Demographic V ariables

Table 6.1.1 shows the principal demographic variables 

of gender, age, social class and duration of persistent pain.

The sam ple was, on average, m iddle-aged but with a 

relatively wide range.

The duration of pain showed an average of some 7 

years, but again a wide range was evident from 1 to 37

years.

The distribution of social class showed that the

m ajority of the sample was drawn from the lower socio­

economic classes 4 to 7 (65%). This exactly parallels the 

proportion of such classes seen in the general population as 

reported in the Registrar General's statistics. W ithin the 

higher socio-economic groups 1 to 3 (35%), there was, 

however, more than would have been anticipated in the 

managerial and professional groups (28% in this sample vs. 

23% in the Registrar General's statistics).

It should be noted that all the data reported in this 

thesis were analysed to include the factor of the patients' 

gender. Only three significant differences were found and 

these will be reported in the appropriate sections of the 

results. As the factor of gender had virtually no effect upon 

the results, it will not be considered in further detail other 

than reporting of the effects.
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Table 6.1.1 Demographic characteristics of patients:

Sex Male; female 44:62 (41% :59%)

Age years 50.6 (range 21-82)

Duration of pain years 7.7 (range 1 -37)

Social class

Social class-1 20 (19%)

Social class-2 8 (7.5%)

Social class-3 13 (12.3%)

Social class-4 18 (17%)

Social class-5 20(18.9%)

Social class-6 18 (17%)

Social class-7 9 (8.5%)

Religion and

cultural status Catholic 31 (29.2%)

Protestant 51 (48.1%)

Islam 2(1.9%)

Unknown 22 (20.8%)

Marital Status

Married 70 (66.0%)

Single 15 (14.2%)

Divorced 11 (10.4%)

Separated 4 (3.8%)

Widowed 5 (4.7%)

U n k n o w n 1 (0.9%)

Demographic characteristics of patients showing sex, ratio, age, 
duration of pain, social class, religion and marital status.
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6.1.2 Diagnostic Categories

The diagnostic classification is shown in Table 6.1.2 

according to the diagnostic categories used at the Pain Relief 

Clinic. There are eight diagnostic categories, the m ost 

common diagnosis being that of chronic pain  as a 

consequence of previous surgical intervention, and the 

second most common being due to general degeneration of 

joints symptomatic of arthritic conditions. Low back pain 

patients formed the third most common diagnosis. Only two 

patients were suffering chronic pain due to m alignant 

conditions of the bone.

6.1.3. Patient Characteristics - Personality and Emotional State

The patients’ scores on the EPQ, HADS and GHQ are 

shown in Table 6.1.3

6 .1.3.1 Personality - Table 6.1.3 shows scores on the EPQ

and includes the EPQ normative data (Eysenck and Eysenck,

1991) for the patients’ age group (N = 212). It is evident that

the groups' personality profiles are very similar to those of

the norms with the exception of the factor of neuroticism

where the present sample score higher than the norm .

Analysis by t-test confirms that the average neuroticism

score of the present sample is significantly higher than that

of the population norms (t = 3.67, df = 272, p <0.01).

The factor of gender was found to have a significant

effect upon lie scale scores whereby female patients scored

more highly than males (mean of 6.3 vs. 4.6: t = 7.7, df=104,

p<0.007). Although not shown here, the same tendency is
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Table 6.1.2 Diagnostic categories of patients.

D iagnostic Category Num ber (p ercen tage)

Cancer of Bone 2(1.9%)

General Degeneration 26 (24.5%)

Infection 4 (3.8%)

General Illness 6 (5.7.5%)

Post Surgical 34 (32.1%)

C N S 4 (3.8%)

Back Pain 19 (17.9%)

Others 11 (10.3%)
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Table 6.1.3 Scores on the B.P.Q, HADS and GHQ 
Questionnaires.

V ariab les Mean (S.D.)
Norms
Mean (S.D.)

E x traversion 6.74 (3.84) 6.35 (3.66)

N euroticism 6.25 (3.62) 4.9 (3.57)

Psychoticism 2.07 (1.87) 2 .0 (1.64)

Lie Scale 5.57 (3.11) 5.06 (2.76)

A nxie ty 9.28 (4.32) See text

D epression 7.39 (4.13) See text

G.H.Q. 8.77 (7.22) 3.92 (0.17)

7.

Scores on Extraversion, Neuroticism, Psychoticism  and 
the Lie Scale from the Eysenck Personality Questionnaire. 
Scores on Anxiety and Depression from the H ospital 
Anxiety and Depression Scale. GHQ 'distress' scores from 
the General Health Questionnaire.
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seen in the EPQ normative data published by Eysenck and 

Eysenck (1991).

6 .1.3.2 Anxietv - Table 6.1.3 shows scores on the anxiety 

scale of the HADS. The average anxiety of the sample lies 

w ithin the "mild" category according to the HADS norms 

(Zigmond and Snaith, 1983). However, reference to the

individual patien t data in Appendix IV shows that 81 

patients (76%) score w ithin the mild to severe anxiety 

classification.

6 .1 .3.3 D ep ression  - Table 6.1.3 shows that mean

depression scores are below the threshold for "mild" levels of 

depression according to the HADs norms. Again, however, 

the individual patient data (Appendix IV) shows that 46 

patients (43%) score within the low to severe depression 

classification.

6 .1.3.4 GHQ - Table 6.1.3 shows the GHQ mean scores. The 

average score is some 3 points above the threshold for 

caseness (scores greater than 5), hence indicating generally 

high emotional distress in this sample of patients. The mean 

score is also substantially higher than that of an age-matched 

UK normative sample (Goldberg and W illiams, 1991, Table 

8.2). Reference to the individual patient data in Appendix IV 

confirms that 73 patients (69%) score above the criterion for 

caseness. Again, this compares with 29% of the age-matched 

UK normative sample.

If one takes a more extreme level of caseness as 

denoted by scores >/= 10, then 41 patients (39%) fall in this 

category.
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6 .1.3.5 Diagnostic Categories and Personality. HADS and GHQ 

In order to provide a comprehensive view of the

characteristics of the sample, the mean personality and 

emotion scores of patients in the eight diagnostic categories 

are shown in Table 6.1.4. It must first be stated that the

very small numbers in some of the diagnostic categories 

means that comparisons between categories must be made 

cautiously (e.g. there are only two patients suffering cancer 

of the bone; four in the "infection" category etc.). However, if 

one considers the three groups with relatively larger patient 

numbers ("degeneration", "surgery" and "back pain"), it is
;

evident that the mean values are very similar. Analysis 

confirm s that there are no significant differences between

the groups on these measures.

6 .1 .3 .6  O verview  of the Patients' C haracteristics - In 

summary, the patients in this sample have more neurotic

tra its  than the popu lation  norm. They also report 

considerably greater degrees of em otional distress when 

compared to population norms. The most common source of 

their pain is prior surgical intervention. Arthritic conditions 

and lower back pain are the next most common conditions.

In total, these three conditions account for 75% of the sample.

6.1.4 Pain Beliefs

6 .1.4.1 Beliefs about Pain Control Questionnaire (BPCO) and 
Pain Beliefs Questionnaire (PBO)

Results for the BPCQ and PBQ are shown in Table 6.1.5.

The BPCQ shows that the present patients believe their

pain to be more in the control of powerful others (i.e.
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Table 6.1.5 The Beliefs in Pain Control  
Quest ionna i re  (BPC Q)  and Pa in  B e l i e f  
Questionnaire (PBQ).

B.P.C.Q Mean (S.D.) Skevington Data

In te rn a l 9.90 (3.96) 12.1 (4.7)

Powerful others 19.35 (4.616) 16.8 (4.0)

Chance 19.16 (4.39) 14.6 (4.1)

P.B.Q.

Organic 33.04 (5.23)

Psychological 14.50 (4.46) -

The Beliefs in Pain Control Questionnaire (BPCQ) and Pain 
Belief Questionnaire (PBQ) results. For the BPCQ, "Internal" 
= belief in the patient's control of pain; "Powerful others" = 
belief in control by doctors and other health professionals; 
"Chance" = belief in control of pain by chance events or 
luck. Data from Skevington (1990) are shown for 
comparison but note that her sample size of chronic pain 
patients was only 29. For the PBQ, "Organic" = a belief that 
the cause of pain is largely organic or physical in nature; 
"Psychological" = a belief that much of the pain experience 
is psychological in nature. Figures in parentheses are 
standard deviations.

I
4
■
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doctors), and to be controlled by chance, than by their own 

internal control.

There are no norms for the PBQ but data are available 

from Skevington (1990) for chronic pain patients (diagnosis 

not defined) and patients suffering from breast and ovarian 

cancer. It is evident that the present sample score slightly 

higher in their perception of an "internal" control of their 

pain when compared to those in Skevington's study, the data 

from which are also shown in the table for comparison. It is 

important to note, however, that her small sample size when 

compared to the present study may reduce the reliability of 

her data.

The present sample tend to score higher in beliefs 

about the role of powerful others in controlling pain, and in 

the role of chance factors. Note, however, that the relative 

balance of beliefs is the same as for Skevington's chronic pain 

sample in that stronger beliefs are held in the influence of 

powerful others than for chance or internal control.

An incidental finding is that male patients showed 

significantly stronger beliefs in the organic basis of pain (t = 

5 .8 ,df=99, p<0.02).

On the PBQ, it is evident that patients have stronger 

beliefs in an organic, rather than a psychological, basis of 

pain. No normative data are available.

6.1.4.2 McGill Pain Scores rMPOl

The mean scores on the six dimensions of the MPQ are 

shown in Table 6.1.6. The table also includes normative data 

from Melzack and Torgeson (1971) for patients suffering low 

back pain. The mean data from the present sample can be
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seen to be almost identical to that of Melzack and Torgeson's 

sam ple. (Note that the latter authors did not provide 

measures of variability around their means.)

6.1.5 Coping with Pain and Perceptions of Pain

6.1.5.1 Wavs of Coping Checklist (WCCL)

An initial attempt was made to subject the data to

Factor Analysis using varimax rotation after West (1991) in «
■ iorder to identify primary factors that might define particular I

coping styles. However, despite repeated iterations, the 

analysis would not converge. It therefore seemed more
;4',

satisfactory  to determ ine categories according to those 

initially described by Folkman and Lazarus (1980).

Coping responses on the WCCL were categorised 

according to the following four dimensions: (1) active coping,

(2) denial, (3) passive and (4) external support. The higher 

the score on any dimension, the greater the use of that 

strategy by an individual patient.

Scores on the four dimensions are shown in Table 6.1.7.

As there are no norms for scores on the dimensions, one can 

only note that the mean scores tend to fall within the middle 

of the potential score ranges. (The scores will be used in 

Section 3 as predictors of pain in the regression analyses).

Fem ale patients were found to score significantly  

higher than males on the factor of 'relying on external 

support' (t = 4.5, df 100, p<0.05).

6.1.5.2 MDQ

Scores on the MDQ provided insight to the patients' 

perception of the effects of pain upon their social and 

psychological state and are shown in Table 6.1.8. As in the
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Table 6.1.6 Mean scores of the McGill Pain.

McGill Pain Scores Mean (S.D.) Melzack and 

Torgeson data

Miscellaneous 5.66 (3.92) 6.1

A ffe c tive 3.46 (2.99) 4.4

Evaluative 3.45 (1.39 ) 3.0

Sensory 17.03 ( 9.51) 18.2

Total pain rating 52.72 (11.68) _

No. of Words Chosen 10.80 (5.61 ) -

Mean scores (and standard deviations) for the six 
dimensions of the McGill Pain Questionnaire. The table also 
shows data from Melzack and Torgeson (1971 for a sample 
of low back pain patients (N=81) for comparison. Note that 
Melzack and Torgeson provided no standard deviation 
measure.
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Table 6.1.7 Mean scores of the Ways of Coping 
Checklist.

f
Ï
.a
'I

Ways of Coping C. Mean (S.D.)

Active Coping 52.72 (11.68)

Denial 24.27 (5.39)

Passive Coping 17.89 (4.48)

External Support 15.20 (4.05)

Mean scores (and standard deviations) on the four 
dimensions of the Ways of Coping Checklist.

ai
a
'à
a.
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Table 6.1.8. Mean scores 
(Multidimensional Pain Questionnaire).

o f the MDQ

M.D.Q. Scores Mean (S.D.)

(1) Effect of Pain on Daily Life 26.61 (5.78)

(2) Avoidance by Family & Friends 16.04 (5.35)

(3) Comfort from Religious Beliefs 15.91 (8.05)

(4) Professional Support 10.31 (3.90)

(5) Support from Family & Friends 18.93 (5.33)

(6) Confidence in the Future 9.70 (2.80)

1
a
■I

'à:

;;0

Mean scores (and standard deviations) on the six 
dim ensions of the MDQ (M ultid im ensional Pain 
Questionnaire).
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case of the WCCL, factor analysis failed to converge and the 

criterion of ratio of cases to variables was not met (W est,

1991). Therefore the categories that had been established 

when devising  the orig inal questionnaire (described  in 

Chapter 5) were adhered to, namely: (1) effects of pain on 

daily life, (2) avoidance by family and friends, (3) comfort ;

from religious belief, (4) support from health professionals,

(5) support by family and friends, and (6) confidence about 

the future.

It should be recalled from the Method section that 

categories 2, 3, 4 and 5 can be interpreted as "support” 

variables (patients' perception of presence or absence of 

support and comfort) and will be used in the regression 

analysis of Section 3).

6.2 Relationships Between the Variables

W hile the extent to which personality  and coping

factors predict pain will be examined by use of regression 

analysis, before conducting that analysis it is im portant to 

gain initial insight to the relationships between the variables 

by examining their inter-correlations.

A sim ilar tw o-stage approach has been used by

Spinhoven et al. (1991) and Jensen et al. (1992) in order to 

help the reader understand the nature and relationship of 

the c ritica l predictor and dependent variables. In the î

present thesis, such an approach will serve two purposes.

First it provides an indication, prior to more rigorous 

regression analysis, of the extent to which the research 

hypotheses are borne out. Secondly, Armitage and Berry
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(1994) state that it is im portant, prior to conducting a 

regression analysis, to establish whether any of the predictor 

variables are highly correlated because, if they are, it can 

then becom e d ifficu lt to in terpret the m eaning of the 

regression analysis. This problem is known as "collinearity”.

A solution advocated by Armitage and Berry (1994, p. 323) is 

to ensure that only one of a pair of correlated predictor 

variables is used at a time in the regression analysis.

In this section of the results, only the im portant 

outcomes of the correlation analyses will be reported in the 

this main text (i.e. those correlations that have im plications 

for the research hypotheses and the regression analysis). 

However, all the results of the correlational analyses are 

given in the appendix to the thesis. It was considered 

unnecessary to provide such results in the main text where 

much of the detail would be redundant and would impede 

the ’flow' of the text.

6.2.1 Correlation Analysis

6.2.1.1 Personality and Emotion 

Neuroticism  is positively and significantly correlated with

anxiety and depression on the HADS and with emotional distress 

on the GHQ. In contrast, Extraversion shows a negative 

relationship with the latter scores. In other words, neurotic 

patients experience higher levels of anxiety, depression and 

distress, while those extroverted individuals report lower levels ■ 

of distress (see Table 6.2.1).

6.2.1.2 Personahty. Emotion and McGill Pain Scores 

Extraversion shows a negative association with scores on

the various dimensions of pain experience of the MPQ. High
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degrees of extroversion are associated with a reduced experience 

of pain. In contrast, neuroticism shows positive correlations with 

all pain dimensions. Particularly strong correlations are seen 

betw een neuroticism  and the affective com ponent of pain. 

Psychoticism  also shows sign ifican t associations with pain 

experience, and again the correlation with the affective dimension 

is notable (see Table 6,2.2). These correlations provide support 

fo r the hyp o th esised  re la tio n sh ip  be tw een  n eu ro tic ism , 

extroversion and pain given in the previous chapter. The 

regression analysis will test the hypotheses more rigorously.

6.2.1.3 Emotion

Anxiety and depression both show sign ifican t positive 

correlations with all pain dimensions. The greater the degree of 

anxiety or depression, the higher the reported pain. The same 

picture is found with the GHQ scores where higher levels of 

distress are associated with greater experience of pain on all 

dimensions.

6.2.1.4 Personality and Coping 

Although not significant, it is worth noting that Extraversion

is associated with lower levels of denial and passivity in coping. 

In contrast, high levels of neuroticism are associated with greater 

use of denial and passivity, but also active coping. This may 

indicate a tendency of neurotic individuals to attempt a range of 

strategies to cope with their problems.

Psychoticism is negatively associated with external support, 

as might be expected given the social withdrawal associated with

psychoticism (see Table 6.2.3).
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6.2.1.5 Emotion and Coping

Anxiety and depression are both associated with increased 

scores on denial and passivity.

H igher distress as m easured by the GHQ was also 

sign ifican tly  associated with higher scores on the coping 

dimensions of denial, passive coping and use of external support 

(Table 6.2.3).

6.2.1.6 McGill Pain Scores and Coping

In teresting ly , there were no sign ifican t co rre la tions 

between pain scores and coping. Thus, whatever strategies were 

adopted by patients, these had no obvious influence upon their 

experience of pain (Table 6.2.4).

6.2.1.7 Correlations between the MDO and Personality. Emotion. 
Pain Beliefs and Pain Scores

iil Personality

As shown in Table 6.2.5, the factor of extroversion 

correlates positively and significantly with confidence in the 

future - an optimistic outlook. In contrast, neuroticism correlates 

negatively and significantly with confidence in the future and 

with the perception of support from family and friends. Indeed, 

the further significant positive correlation between neuroticism  

and avoidance by family and friends would seem to indicate a 

perception of isolation.

Neuroticism  also scores positively and significantly with 

the perception of pain affecting one's daily life. This would 

seem to indicate a more pessimistic outlook and one where pain 

is perceived as having a negative effect on the individual's life. 

A similar perspective is seen in the case of those scoring highly 

on psychoticism in that they have lower confidence in the future
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Table 6.2. 4 Correlations between the McGill Pain Scores 
and Ways of Coping Check List (W.C.C.L.).

MoGIII Pain Scores

W.C.C.L Miscell. No. Word Affective Evaluative Sensory Total
Active .0167 .1470 .0221 -.0055 .0666 .0520

Denial .1316 .1472 .0778 .1454 .1390 .1429

Passive .0204 .1629 .0795 .0670 .1085 .0926

External
Support

.0307 .1765 .1119 .0625 .1307 .1162

Correlations between the six dimensions of McGill Pain Scores and 

the four dimensions of coping on the Ways of Coping Check List 

(W.C.C.L.). * = p<0.05; ** = p<0.01.
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and the perception of avoidance by friends and fam ily . 

In terestingly , such individuals also obtain sign ifican tly  less 

comfort from religious beliefs. 

fiil Emotion

High scores on both anxiety and depression from the HAD 

scale show strong negative correlations with confidence in the 

future. The two factors also show strong positive correlations 

with the perceived impact of pain on daily life and the perception 

of avoidance by family and friends. Both factors also show 

w eaker negative correlations with perceived com fort from  

religious beliefs and support from family and friends.

Ûiil.,GH_Q

Scores show a similar pattern to the HAD. Higher levels of 

GHQ distress show a significant negative correlation  with 

confidence in the future and positive correlation with impact of 

pain on daily life and the perception of avoidance by family and 

friends.

(jy) McGill Pain scores and MDO scores

As shown in Table 6.2.6, virtually all dimensions of pain 

experience show significant negative correlations with confidence 

in the future, and positive correlations with the impact of pain on 

daily life and the perception of avoidance by family and friends. 

The latter relationship is m irrored in the w eaker negative 

correlations between pain scores and perception of support from 

family and friends. Overall, therefore, the actual experience of 

pain itself seems associated with significant effects upon daily life 

and the perception of lack of support from significant others.

It is interesting to observe that the factor of support from 

health professionals was not significantly associated with any of
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the factors concerning the experience of pain or em otional 

distress.

6.3 Multiple Regression Analyses

The correlations reported above provide an overview of 

the relationships between the factors of personality, coping 

and pain, and lend some support to the hypotheses proposed 

in Chapter 5. However, a more powerful analysis involves 

the use of techniques of m ultiple regression in order to 

determine the extent to which the sets of personality and 

coping variables independently predict pain and distress, and M

their interaction.

Expert advice was obtained from Professor Ford and 

Ms. Robertson of the U niversity of Glasgow Centre for 

B iostatistics as to the m ost appropriate way of applying 

regression analysis to the data. Further invaluable advice 

was provided by Dr. Currall of the University of Glasgow 

Com puting Service as to the com putation of in teraction 

effects in the regression analysis.

An important general consideration was the fact that 

the correlational analysis in Section 2 had revealed highly 

significant correlations between personality and scores on the 

HADS anxiety and depression scales. A high correlation 

between variables is called "collinearity" and has im portant 

im plications for regression analysis. Arm itage and Berry «

(1994) state that w hen highly co rre la ted  independent 

variables are employed together in an analysis to predict 

scores on a dependent variable, the collinearity "may make 

nonsense of the analysis". In such cases, they state that the
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appropriate action is to use only one of the measures as an 

independent variable in the analysis. Choice of which 

variable is most appropriate is dictated by its apparent 

sahence within the context of the investigation.

Given the collinearity noted between personality and 

emotion scores, and the fact that personality was the primary 

variable of interest in the present investigation, it was logical 

that analysis should concentrate upon the variable  of 

personality. Thus, in the regression analyses that follow, the 

variables of personality and emotion will never be entered in 

the same analysis.

On the basis of expert advice, the procedure of stepwise 

m ultiple regression was chosen as most appropriate for the

present analysis. The stepwise procedure has the virtue of 

incorporating critical features of both the forward-entry and 

backward-elimination procedures. The stepwise procedure is 

usefully  described by Armitage and Berry (1994): "After 

each change in the set of variables included in the regression, 

the contribution of each variable is assessed and, if the least 

significant makes insufficient contribution, by some criterion, 

it is eliminated. It is thus possible for a variable introduced 

at some stage to be eliminated at a later stage because other 

variables, introduced since it was included, have made it 

uimecessary."

T he p rocedu re  em ployed  the s tan d ard  d e fau lt

conditions for inclusion and exclusion of variables at each

step in the regression: variables were included when their

partial regression coefficients were significant at the 0.05
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level, and were eliminated if they failed to be significant at 

the 0.1 level.

All the regression analyses were implemented by SPSS 

for Macintosh computers.

The first regression analysis concerned the prediction 

of pain as assessed by the McGill Pain Questionnaire. The 

five categories of M cG ill Pain Scores were entered as 

dependent variables, while variables of personality, coping, 

M DQ "support" ca tegories , diagnostic ca tego ries and 

demographic characteristics were defined as independent or 

potential predictor variables. Where variables were nominal 

(categorical) in form (as in the case of, for example, the 

diagnostic categories and some demographic variables) they 

were transformed according to the procedures advocated in 

the SPSS manual to be entered as so-called "dummy" 

variables in order to perm it the regression analysis to be 

computed correctly.

The second analysis concerned the p red ic tion  of 

distress suffered by the patients, and here the GHQ scores 

were entered as the dependent variable. The pred ictor 

variables were the same as those applied in the analysis of 

the pain scores above.

6.3.1 Prediction of M cG ill Pain Scores by R egression  
of P ersonality , C oping Strategy and D iagn osis as 
Predictor Variables

Separate regression analyses were perform ed on the 

five categories of pain scores from the MPQ in order to 

determine which, if any, of the independent variables in the 

hypotheses above were predictors of pain.
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The significant outcomes of the analysis are shown in 

Table 6.3.1 where F values, R square. Beta weights and 

significance are given. The presentation of the results follows 

that adopted by Jensen et al. (1992). Interactions were 

computed according to the procedure advocated by Cohen 

and Cohen (1983) where the interaction term is carried on 

the product of whichever predictor variables contribute to 

the interaction.

From inspection of Table 6.3.1, the salience of several 

predictor variables is immediately evident across the pain 

score categories.

(i) Support - The patients’ perception of lack of support 

(assessed by the MDQ category of avoidance by friends and 

family) is a significant predictor of total pain, and the sub­

categories of sensory pain and affective pain scores. It can 

be seen from the values of Beta given in the table, and the 

fact that the variable was selected first on three of the 

stepwise procedures, that this variable is an im portant 

predictor. It typically accounts for between 8 to 10% of 

variance on these pain measures. It also predicts the simple 

pain measure of "number of words chosen" (NWC) to describe

pain. O verall, therefore , the m ore patien ts perceive
.avoidance by significant others, the greater will be their 

rated experience of pain.

(11) P e r so n a lity  - N euroticism  pred icts the patien ts ' 

experience of pain on all five dimensions of the MPQ. It is 

the primary predictor of NWC and miscellaneous pain scores 

(accounting for 8 to 10% of variance), and second in order to 

"support" in predicting  total, sensory and affective pain
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scores. The more neurotic the patient, the greater will be 

their rated experience of pain.

Extroversion was a significant predictor of sensory pain 

scores (although accounting for only 4.4% of variance), and it 

will be seen from the table that the prediction is negative. In 

other words, the more extroverted the patient, the lower will 

be their sensory pain score.

(iii) D iagnostic category - Where the cause of the patients’ 

pain is due to prior surgical intervention, this is a significant 

predictor of total, sensory and m iscellaneous pain scores. 

Typically, the variable accounts for around 4% of variance. 

No other diagnostic category was a significant predictor of 

pain.

(iv) Coping - None of the coping variables was a significant 

predictor of pain scores.

(v) In teractions - Regression analysis also affords the 

possibility of determ ining whether the predictor variables 

interact in their prediction of pain. Table 6.3.1 shows that 

the variables of neuroticism  and M DQ perception of 

avoidance by family and friends interacted significantly in 

predicting total, affective and NWC pain scores. The effect 

was one whereby the co-occurrence of high neuroticism with 

strong perception of avoidance predicted particularly high 

pain scores.

6.3.2 Prediction of Distress (GHQ)

As noted in the Introduction, psychological distress is 

often a significant component of pain experience and it is 

therefore im portant to consider how it may be predicted by 

the variables above. It was decided to employ the GHQ
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scores as the dependent variable denoting distress. It will be 

recalled that GHQ scores and HADs scores were highly 

correlated, as were HADS and personality measures (see 

Table 6.2.1). It therefore seemed logical in order to avoid 

problems of collinearity to employ the GHQ scores as the 

dependent variable.

The results of the regression analysis are shown 

in Table 6.3.2 where the significant predictor variables are 

listed in order of predictive power denoted by their selection 

on each step number, the amount of variance accounted for, 

and the Beta value.

(i) Support - the MDQ variable concerning perception of 

avoidance by fam ily and friends (Hence lack of social 

support) was found to be a strong predictor of distress and 

accounted for 19% of variance. The greater this perception of 

lack of support, the more distress was suffered by the 

patient. None of the other "support" variables approached 

significance as predictors.

(ii) P erso n a lity  - the variable of neuroticism  was the 

second most powerful predictor and accounted for a further 

8% of variance. Psychoticism, too, was found to be significant 

and accounted for a further 3.4% of variance. Although 

extroversion displayed a negative relationship as a predictor 

of distress, it was not significant.

(iii) Coping strategy - Distress was predicted by reliance 

on external support (3.3% of variance). It was also predicted 

by active coping (2.8%), but in this case the relationship was 

negative: in other words, the more active the coping strategy, 

the less the distress suffered.
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Step Variables r 2 F df Beta

1 Avoidance 0.197 25.46*** 1,104 0.296

2 Neuroticism 0.079 11.32** 2,103 0.295

3 Psychoticism 0.034 5.04** 3,102 0.245

4 External Coping 0.033 5.12** 4,101 0.30

5 Active Coping 0.028 4.39** 5,100 -0.205

Interaction N X Avoidance 0.27 38.75*** 1,104 0.52

Table 6.3.2 The outcome of stepwise logical regression analysis to 
determine the prediction of distress as defined by the 
scores of chronic pain patients on the General Health 
Questionnaire. ***=p< 0.001; **=p<0.01.
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(iv) D iagn ostic  category - The regression  analy sis

provided no evidence that the la tte r variab les w ere 

significant predictors of distress in response to pain.

(v) In teraction s - A significant interaction is seen in Table

6.3.2 between the personality factor of neuroticism and the

MDQ variable of perceived avoidance. The effect of the 

interaction is, as in the case of the predictor of pain scores, 

for patients to suffer significantly greater distress when high 

neuroticism co-occurs with a strong perception of avoidance 

by family and friends. The interaction is a strong predictor 

of distress and accounts for 27% of variance.

6.4 Discussion of the Results

The results confirm most, but not all, of the research 

hypotheses.

6.4.1 Personality

The in itia l correlation analysis confirm ed that high

neuroticism  was related to higher MPQ scores and greater 

degrees of emotional distress. Extroversion, on the other 

hand, show ed a negative re la tionsh ip  with the above

variables. The regression analysis confirmed this further by 

showing that neuroticism was a significant predictor of pain 

on all five dimensions of the MPQ.

The regression analysis did, however, provide greater 

insight than the correlation. Although neuroticism was an 

important predictor, it was secondary to the MDQ factor of 

perception of avoidance (denoting lack of social support) in 

all but two of the predictions of pain. Thus, for these 

patients, pain scores are, overall, predicted most powerfully 

by the perception of lack of support by family and friends.

144



Personality is important, however, and the interaction effects 

confirmed that when high neuroticism was associated with 

marked perception of avoidance, then patients scored more 

highly on adverse pain experience.

This provides an important new insight: patients who 

are highly neurotic and who perceive lack of support from 

family and friends report greater levels of pain. In contrast, 

those who are highly neurotic but have support, report 

relatively  less pain. M oreover, it is notable that the 

regression analysis also defined extroversion as a significant 

predictor of lower pain experience and that this was confined 

to the sensory dimension of the MPQ. Neuroticism did not 

predict sensory pain. In this result, an implication may be 

that the more outgoing social outlook and behaviour of the 

extroverted person acts to reduce the physical experience of 

pain. This might be effective through greater activity leading 

to distraction from pain symptoms. Similarly, the more

optimistic outlook of extroverts might lead them to dwell less 

on symptoms.

It is notable that the factors of perceived avoidance

(lack of support) and neuroticism  were also sign ifican t 

predictors o f the em otional d istress suffered by these

patients as assessed by the GHQ. Moreover, as in the case of 

pain scores, the two factors interacted such that highly 

neurotic individuals who also perceived avoidance by fam ily

and friends showed greatest distress.

Psychoticism , too, was an unanticipated predictor of 

distress. One might speculate that the greater tendency to 

social isolation seen in those individuals acts to distance them
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from potential sources of support. Note, however, that 

psychoticism  did not interact with the 'support' variable of 

perceived avoidance.

Thus the present results confirm  two of the main 

hypotheses: the personality factor of neuroticism  is a

sign ifican t p red ic to r of pain experience and d istress. 

However, in terms of relative power of influence, the 

patients' perception of lack of support in the form of 

avoidance by significant others is confirmed as a principal 

predictor, and one that interacts with neuroticism.

6.4.2 Coping

The research hypotheses also predicted that coping 

would determine patients' responses to pain. Interestingly, 

however, this was true only in the case of distress; there was 

no significant prediction of MPQ pain scores. Reliance on 

external support (the family, friends etc.) predicts increased 

distress as assessed by the GHQ, but does not predict the 

level of pain suffered as assessed by the MPQ.

The present result therefore adds further in teresting 

detail to the results of Anderson and Rehm (1984), Gil et al. 

(1989) and Paulsen (1995) which were reviewed in Chapter 

3. The latter researchers suggested that external support 

from family and friends tended to result in increased pain 

behaviours, this apparently paradoxical result being ascribed 

to social reinforcem ent of such behaviours by the solicitous 

care and attention of others. In the present study, it is 

possible that the effect of external coping on distress might 

be explained in similar terms. Patients might be 'reinforced'
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for expressing emotional distress because this evoked care 

and attention from their family and friends.

A ctive coping was also shown by the reg ression  

analysis to predict a reduction in distress. The latter result 

w ould seem  straightforw ard in that research find ings 

reviewed in Chapter 3 confirmed that active coping strategies 

often im ply a strong internal locus of control which is 

associated with better tolerance and greater optim ism  in 

dealing with persistent pain (e.g. Crisson and Keefe, 1988; 

Jensen et ai., 1991; Skevington, 1995).

The secondary hypotheses regarding the more general 

relationship between distress and pain were borne out by the 

correlation analyses where high scores on the HADS and GHQ 

were correlated with high pain scores and greater degrees of 

reported suffering on the MDQ. Given the high collinearity 

between HADS and GHQ it was not appropriate to attempt to 

d ifferen tia te  betw een them as predictors in a fo rm al 

regression analysis.

6.4.3 Diagnostic Category

Although unpredicted, it is important that the analysis 

confirm ed one of the diagnostic categories to be a very 

significant predictor of pain suffered by these patien ts. 

Those patien ts whose pain derived from prior surg ical 

intervention reported significantly higher total, sensory and 

miscellaneous pain scores. Such a finding would seem to 

make logical sense: not only might surgical intervention cause 

scar tissue and other organic problems which would increase 

pain, but surgery is also often an intervention of last resort 

when other treatm ents have failed. Such patients may,
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therefore, have more intractable pain problems. The latter 

group also composed one of the largest sub-groups in the 

present sam ple and it may not be su rp rising  that, 

statistically , that category m ight have had the g reatest
. 3

chance of showing an effect. Only two patients had a 

diagnosis of bone cancer and, while such a diagnosis would be 

expected to have implications for emotional response, such a 

small sample size would make it very difficult to establish a 

reliable effect.

It is im portant also to consider some of the m ore #

general implications of the results. The present sample of 

patients suffering  persistent pain show largely  sim ila r
;

average personality scores to those of age-matched norms, 

but with the exception that they score more highly on 

neuroticism.

Interestingly, high scores on neuroticism are also seen 

in other patients suffering from chronic conditions which, 

while having clear physical symptoms, are also associated 

with marked psychological aspects. For instance, sufferers 

both of globus pharyngis (a feeling of a "lump in the throat") 

and tem poral m andibular pain dysfunction syndrom e have
I

high levels of neuroticism (Deary et al. 1989). Such patients 

have also been shown to experience higher levels of anxiety 

and depression, and general emotional distress as m easured 

by the GHQ (Deary et al. 1989). The present sample was 

consistent with this pattern of response in that they also 

displayed significant positive correlations betw een high  

neuroticism and higher levels of anxiety and depression on 

the HADS, and greater distress on the GHQ.
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O verall, therefore, the general pattern  of e ffects 

concerning personality and its relation to em otional state 

seems consistent with the findings of some previous studies. 

The picture emerges of a group of pain patients whose 

greater neurotic traits are associated with emotional distress. 

Moreover, the level of that distress is proportionately higher 

than that of the age-matched population norm.

It is also interesting to note that states of higher 

neuroticism may be associated with a lower pain threshold 

(Klepac, 1985; Lautch, 1971), a fact that may explain the poor 

post-surgical recovery of highly neurotic patients and their 

requirem ents for greater analgesia. The present sam ple 

show results that seem consistent with these earlier findings. 

Neuroticism is shown to correlate positively with high scores 

on all pain dimensions of the McGill Pain Questionnaire, and 

particularly in the case of the affective component of pain.

The relatively poor response of the highly neurotic 

patients to pain as reflected in the M cGill scores seems 

mirrored in their perception of the effects of their pain state 

on other aspects of their lives. The results show that highly 

neurotic patients tend to see a bleaker future and perceive a 

greater negative impact of pain upon the routines of daily 

life. They perceive themselves as having relatively less 

support from  fam ily and friends, and even perce ive  

themselves to be actively avoided by others. There is also 

general belief in this sample that their pain has an organic 

origin, a fact that may not be surprising given that these 

patients have a long history of pain associated with surgical 

interventions and well established physical disease states.
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The fact that the patients have had a long history of being 

referred to clinicians for advice about their pain may also 

tend to reinforce the belief that they have a "m edical" 

condition which, in many people's minds, may indicate a 

physical complaint.

The way in which patients cope with their persistent 

pain  also revea ls  ev idence of d iffe ren tia l responses 

depending upon personality. While extroverts are less likely 

to indulge in denial or passive strategies, preferring instead a 

more direct approach to confront the issue, those scoring 

highly on neuroticism  tend to show a mixture of coping 

responses. The significant correlations between neuroticism  

and denial, passive and active coping might imply that such 

patients attempt a range of methods to cope. The fact that, 

despite this, their experience of pain appears to be more 

intense and aversive than those lower in neuroticism, might 

imply that their chosen m ethod of coping may not be 

effective. Equally, their greater experience of pain may also 

reflect random switching from one coping strategy to another 

to little positive effect.

Given that the majority of these patients have endured 

long-term  persisten t pain, it may not be surprising that 

relatively higher proportions of the sample report levels of 

distress that considerably exceed those of the population 

norms. It is notable that similar levels of distress are seen in 

the patients groups described above by Deary et al. The 

intensity of unpleasant emotional experience is amplified by 

the patients' relatively greater neurotic traits.



In conclusion, the results described in Chapter 6 have 

defined the characteristics of the sample of pain patients and 

those factors that predict their experience of pain. Principal 

factors were lack of social support, neuroticism and a history 

of surgical intervention. It is also evident that many 

experience considerable emotional distress. It is then of 

interest to consider whether their attendance at the Pain 

R elief C linic can improve their state. This question is 

addressed in Section 2 which follows.

151



Chapter 7:

Results:
Section  Two

152



CHAPTER?: Results

The Influence upon Pain and Distress of Attending the 
Pain Relief Clinic

7. An Introduction to the Results

It was explained earlier that this is a resubmission of an 

earlier version of the thesis. In the initial submission, a study 

and control group were recruited separately and an analysis

was conducted to confirm the similarity of the groups prior to 

the study group's attendance at the pain clinic. In the present 

subm ission, the study and control group were combined to 

form one group in the results described above in Chapter 6. 

Now, this section of the results will consider the influence of 

the pain clinic and hence will consider the study and control 

groups separately.

It is important first to establish that the two groups do 

not differ significantly in their characteristics at the outset of 

the study. The first part of these results w ill therefore 

describe the analysis to establish whether the groups are

com parable. As the results in Chapter 6 have already

described the total sample of 106 patients, this part of the

results will report only the comparisons between the groups on 

the main variables in the study.
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7.1 Analysis to Confirm the Sim ilarity of the Study
and C ontrol G roups Prior to the Study G roup's
Attendance at the Fain Relief Clinic

7.1.1 Demographic Variables 

Table 7.1 shows the principal demographic variables of

gender, age, social class and duration of persistent pain. The 

groups do not differ significantly on any of these measures.

7.1.2 Diagnostic Categories 

Table 7.2 shows the diagnostic classification of the two

groups according to the diagnosis made by consultants at the 

Pain Relief Clinic. A test applied to the data indicates no 

significant differences between the groups.

7.1.3 Personality and Emotional State

The patients' scores on the EPQ, HADS and GHQ are shown 

in Table 7.3. It is evident from the table that the two groups 

are very sim ilar in their personality profiles. A nalysis 

confirms that the groups do not differ significantly on any of 

the four measures.

Table 7.3 also shows, and analysis confirms, that the 

groups do not differ in their scores on the anxiety scale of the 

HADS. The group means show that, as in the case of the overall 

analysis in Chapter 6, average anxiety falls within the "mild"

category according to the HADS norms (Zigmond and Snaith, 

1983). However, reference to the individual patient data in 

Appendix 1 shows that 38 Study group patients (62.4%) and 43 

Control patients (69%) score within the mild to severe anxiety 

classification. The breakdown of the groups is shown in Table 

7.4.
154



T a b le  7.1 D e m o g ra p h ic  ch a ra c te r is tic s  o f  p a tie n ts :

Study Group

Male: female 18:26 (41% ;59%)

Control Group

Male : female 26; 36 (42% :58%)

Agé

(years) mean 47.6 (range 26-77) 51.5 (range 21-82)

Duration of pain

(years) mean 7.5 (range 1 -37) 7.8 ( 1-27)

Social class

Social class -1 11 (25%) 9 (14.5%)

Social class-2 1 (2.3%) 7(11.2%)

Social class-3 3 (6.8%) 10 (16.1%)

Social class-4 6 (13.6%) 12 (19.3%)

Social class-5 10 (22.7%) 10(16.1%)

Social class-6 10(22.7%) 8 (12.9%)

Social class-7 3 (6.8%) 6 (9.6%)

Dem ographic characteristics of the study and control groups 
showing sex, ratio, age, duration of pain and social class (Carstairs 
Index).
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Table 7.2. Diagnostic categories of patients.

D iagnostic Category Study Group Control Group

Cancer of Bone 1 (2.3%) 1 (1,6%)

General Degeneration 10 (22.7%) 16 (25%)

Infection 1 (2.3%) 3 (4.8%)

General Illness 2 (4.5%) 4 (6.4%)

Post Surgical 16 (36.4%) 18 (29%)

C N S 4(9.1%) -

Back Pain 6 (13.6%) 13 (20.9%)

Others 4(9.1%) 7(11.2% ) . 3"

Diagnostic categories of patients in the study and control 
groups.
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T a b le  7.3. S c o re s  o n  th e  E .P .Q , H A D S  a n d  G H Q  
Q u e s tio n n a ire s .

V ariab les Study
Mean (S.D.)

Control 
Mean (S.D.)

Norms
Mean (S.D.)

E x traversion 6.15 (3 J8 ) 7.15 (3.94) 6.35 (3.66)

N euro tic ism 6.02 (3.92) 6.68 (3.31) 4.9 (3.57)

P sycho tic ism 2.16 (2.06) 2.00 (1.73) 2.0 (1.64)

Lie Scale 5.48 (3.12) 5.65 (3.11) 5.06 (2.76)

A nxie ty 9.14 (4.38) 9.39 (4.17) See text

D epression 6.98 (3.79) 7.68 (4.36) See text

GH.Q. 9.25 (7.21) 8.44 (7.27) 3.92 (0.17)

Scores on Extraversion, Neuroticism, Psychoticism and the 
Lie Scale from  the Eysenck Personality Q uestionnaire. 
Scores on Anxiety and D epression from the H ospital 
Anxiety and Depression Scale. GHQ 'distress' scores from 
the General Health Questionnaire.
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T a b le  7.4, D is tr ib u tio n  o f  p a tie n ts  in  A n x ie ty .

HADS A nxiety

Group Mild M oderate S evere

S tudy 14 (239%) 16 (26%) 9 (15%)

Control 17 (27%) 21 (34%) 5 (8%)

D istribution of patients in the study and control groups across 
the categories of mild, moderate or severe anxiety according to 
the scoring categories of the Hospital Anxiety and Depression 
Scale (HADS).
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Analysis by the Chi-Square test confirms that there are no 

significant differences between the groups in the distribution of 

anxiety across the three categories of anxiety.

As in the case of anxiety, Table 7.3 shows, and analysis 

confirm s, that the two groups do not differ in average levels of 

depression. W hile mean depression scores are below the threshold 

for "mild" levels of depression according to the HADs norms, the 

individual patient data (Appendix 1) shows that 18 (41%) of the 

Study group and 28 (45%) of the Control group score within the low to 

severe  depression  c lassifica tion . Table 7.5 shows the group 

breakdown according to level of depression.

Chi-square analysis confirm s that there are no significant 

differences between the groups in terms of proportions of patients in 

each of the categories of depression (X^ = 3.60, df = 4, p>0.1).

Table 7.3 also shows the GHQ scores and analysis confirms that 

the groups do not differ significantly. The groups' mean scores are 

some 3 points above the threshold for caseness (scores greater than 

5), hence indicating emotional distress. Scores in both groups are also 

substantially  higher than those of an age-matched UK norm ative 

sample (Goldberg and Williams, 1991, Table 8.2). Reference to the 

individual patient data in Appendix 1 confirms that 39 (63%) Study 

group patients and 34 (55%) Control group patients score above the 

criterion for caseness. Again, this compares with 29% of the age- 

matched UK normative sample.
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T a b le  7.5. D is tr ib u tio n  o f  p a tie n ts  in  D epression .

HADS D epression

Group M ild M oderate S evere

S tudy 19 (29.5) 6 (10%) 4 (6.6%)

Control 12 (19.4%) 12 (19.4%) 4 (6.5%)

Distribution of patients in the study and control groups across the 

categories of mild, moderate or severe depression according to 

the scoring categories of the Hospital Anxiety and Depression 

Scale (HADS).
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If one takes a more extreme level of caseness as denoted by 

scores > /-  10, then 19 (43%) of the study group and 22 (36%) of the 

control group fall in this category.

In summary, therefore, the groups have sim ilar personality  

profiles and demographic characteristics. Across the groups, sim ilar 

proportions of patients experience moderate to severe levels of 

emotional distress. Both groups report considerably greater degrees 

of emotional distress when compared to population norms,

7.1.4 Pain Beliefs - Pain Beliefs Questionnaire IPBOl and Beliefs about 
Pain Control Questionnaire (BPCOl

Results for the PBQ and BPCQ are shown in Table 7.6. It is 

evident that the groups are very similar in their pain beliefs, and 

analysis confirms that there are no significant differences betw een 

the groups. On the PBQ, patients have stronger beliefs in an organic 

basis of pain, while the BPCQ shows that they believe their pain to be 

more in the control of powerful others (i.e. doctors), and to be 

controlled by chance, than by their own internal control.

7.1.5 McGill Pain Scores rMPOl

The average scores on the six dimensions of the MPQ are shown 

in Table 7.7. While the groups are largely similar there is a tendency 

for the Control group to show lower average scores. Applying t-tests 

to the between group differences and the Bonferroni correction for 

m ultiple comparisons indicates that none of these differences is 

significant.

161



T a b le  7 .6  T h e  B e lie fs  in  P a in  C o n tro l Q u estio n n a ire  
(B P C Q ) a n d  P a in  B e l ie f  Q u e s tio n n a ire  (P B Q ).

B.P.C.Q Study Group Control Group

In te rn a l 1.91 (.75) 1.98 (.79)

Powerful others 3.83 C91) 3.87 (.91)

Chance 3.71 (.96) 3.90 (.86)

P.B.Q.

Organic 4.11 (.67) 4k22 (.65)

Psychological 3.701 (.03) 3.681 (.14)

The Beliefs in Pain Control Questionnaire (BPCQ) and Pain 
Belief Questionnaire (PBQ) results for the study and control 
groups. For the BPCQ, "Internal" = belief in the patient's
control of pain; "Powerful others" = belief in control by
doctors and other health professionals; "Chance" = belief in
control of pain by chance events or luck. For the PBQ, 
"Organic" = a belief that the cause of pain is largely organic or 
physical in nature; "Psychological" = a belief that much of the 
pain experience is psychological in nature. Figures in
parentheses are standard deviations.
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T a b le  7 J  M e a n  scores  o f  th e  M c G ill  P a in .

McGill Pain Scores Study group Control Group

M iscellaneous 6.68 (3.82) 4.92 (3.83)

A ffective 4.05 (2.72) 2.92 (3.05)

E valuative 3.75 (1.18 ) 3.32 (1.59)

Sensory 18.18 ( 9.28) 15.74 (9.77)

Total pain rating 33.00 (14.26) 26.58 (15.55)

No. of Words Chosen 12.05 (5.34 ) 9.90 (5.59)

Mean scores (and standard deviations) for the six dimensions 
of the McGill Pain Questionnaire applied to the study and 
control groups.
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T a b le  7 .8  M e a n  sco re s  o f  th e  W ays o f  C o p in g  C hecklis t.

Ways of Coping C. Study Group Control Group

Active Coping 50.43 (11.92) 54.19 (11.37)

Denial 23.97 (5.71) 24.45 (5.23)

Passive Coping 17.27 (4.23) 18.31 (4.63)

External Support 14.85 (3.54) 15.29 (4.36)

Mean scores (and standard deviations) on the four dimensions 
of the W ays of Coping Checklist for the study and control 
groups.

I

Iy
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T a b le  7,9. M e a n  sc o re s  o f  th e  M D Q  (M u ltid im e n s io n a l  
P a in  Q u e s tio n n a ire ) .

M.D.Q. Scores Study Group Control Group

(1) Effect of Pain on Daily Life
26.18 (5.73) 26.92 (5.85)

(2) Avoidance by Family & Friends 16.09 (5.43) 16.00 (5.34)

(3) Comfort from Religious Beliefs 15.82 (8.01) 15.97 (8.14)

(4) Professional Support 10.48 (4.36) 10.19 (3.57)

(5) Support from Family & Friends 18.18 (5.64) 19.47 (5.08)

(6) Confidence in the Future 9.80 (2.58) 9.63 (2.97)

Mean scores (and standard deviations) on the six dimensions of 
the MDQ (M ultidimensional Pain Questionnaire) for the study 
and control groups.
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7.1.6 Coping with Pain and Perceptions of Pain 

(i) Ways of Coping Checklist (WCCL)

Chapter 6 described the unsuccessful attempt to subject 

the data to Factor Analysis using varimax rotation. Coping 

responses on the WCCL were categorised according to the 

following four dimensions: (1) active coping, (2) denial, (3) 

passive and (4) external support. The higher the score on any 

dimension, the greater the use of that strategy by an individual 

patient.

Scores of the study and control groups on the four

dimensions are shown in Table 7.8 where it can be seen that

the groups' average coping strategies are virtually identical.

7.1.7 MDQ

Scores on the MDQ provided insight to the patients'

perception of the effects of pain upon their social and 

psychological state. As in the case of the WCCL, Factor Analysis 

failed  to converge. Therefore, by inspection, the follow ing 

categories of experience and perception were distinguished and 

are shown in Table 7.9:

(1) effects of pain on daily life, (2) avoidance by family and 

friends, (3) comfort from religious belief, (4) support from

health professionals, (5) support by family and friends, and (6) 

confidence about the future.

The groups' mean scores on these six categories are 

highly similar and there are no significant differences.
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7.2 Com parisons Between the Groups F ollow ing the 
Study Group’s Attendance at the Pain Relief Clinic

Having established the equivalence of the study and 

control groups at baseline, analysis will now turn to establish

whether visiting the pain clinic appears to have any significant 

effect upon the patients' physical and emotional experience of 

pain. It is hypothesised that the study group will show

significant benefits. The analysis will therefore first consider 

w hether overall differences exist betw een the study and 

control group at the time of the second questionnaire when

only the study group has attended the clinic.

The analysis will then consider whether the factors of 

p e rsonality  (p rin c ip a lly  neuro ticism ) and cop ing  ex ert

differential influences.

This section of the results considers differences between 

the study and control groups at the time of administration of 

the second questionnaire when the study group has attended 

the Pain Relief Clinic. The results will provide an answer to 

whether attendance at the pain clinic has any beneficial effect 

on the study group of patients when compared to the control 

group.

7.2.1 Emotional State

7.2.1.1 Anxiety

Table 7.10 shows the groups' mean scores on HADS anxiety. It 

is evident that both groups show a small decrease in mean
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Table 7.10 Mean Anxiety scores at Time 1 and Time 2
respectively.

HADS Group Time 1 Time 2

A nxie ty S tudy 9.14 (4.58) 8.16 (4.83)

Control 9.39 ( 4.17) 8.50 (4.55 )

M ean Anxiety scores (and standard deviations) from the 

Hospital Anxiety and Depression Scale (HADS) for the study and 

control groups at the time of the first and second questionnaire 

(Time 1 and Time 2 respectively). At Time 2, the study group 

has attended the Pain Relief Clinic.
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anxiety from the first to second questionnaire. The data were 

analysed using analysis of variance (ANOVA).

This analysis is much preferable to m ultiple t tests and 

provides the following measures:

a) Main effect of group on anxiety - an indication of whether 

the groups differ overall in anxiety

b) Main effect of time on anxiety - to assess whether anxiety 

changes over time regardless of the patient group

c) Interaction between groups and time - this would indicate 

whether the groups showed a particular difference in anxiety 

at one of the two assessment periods. The interaction may be 

the most im portant outcome of the analysis because it is 

unlikely that the main effect of groups would be significant 

given that analysis has shown the groups to be the same at the 

time of the first questionnaire.

ANOVA reveals that the main effect of group was not 

significant (F<1.0). Thus the two groups have similar levels of 

anxiety at both test periods. The main effect of time was 

s ig n ific an t, in d ic a tin g  that, o v e ra ll, anx ie ty  red u ced  

significantly for patients in both groups over time (F=8.22, 

d f= l, 103, p<0.006). The interaction of groups x time was not 

significant (F<1.0)).

The mean scores, being a summary measure, convey only 

a limited insight to the groups’ change in anxiety. Table 7.11 

shows the proportion in each group falling within the low, 

moderate and severe categories according to the HADS norms 

for the first and second questionnaires.
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Overall, there is a small decrease from the first to second 

questionnaire in the proportion of patients in both groups 

falling within the low to severe category. While there are 

som eapparent betw een-group d ifferences, a analysis

confirms that none of these is significant.

7.2.1.2 Depression

Table 7.12 shows mean scores on depression for the two groups 

at the two assessm ent periods. Again, ANOVA revealed a 

significant effect of time of test, confirming that both groups 

showed a reduction in depression scores over time (F= 10.52, 

df= 1,103, p<0.003). Neither the main effect of group, nor the 

group X time interaction was significant (F<1.0 in both cases).

As in the case of anxiety scores above, the scores on 

depression were also considered as a function of the proportion 

of patients falling within the low to severe categories, and 

these are shown in Table 7.13. Again, while there is evidence 

of a small decrease in the proportion in each group falling in 

the above categories, there are no significant between-group 

differences as confirmed by analysis.

7.2.1.3 GHQ

Table 7.14 shows the groups' mean distress scores on the GHQ 

for the two assessment periods. It is evident that there is an 

overall decrease in mean GHQ scores for both groups over time,
.,;Ï

but the magnitude of the change is greater for the study group.
,1

Applying analysis of variance to the data confirms that the s

main effect of time is significant (F=13.13, df=l,103, p<0.001)
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Table 7.12 Mean Depression scores at Time 1 and Time
2 respectively.

HADS Group Time 1 Time 2

D epression Study 6.98 (3.79) 6.14 (3.95)

Control 7.68 (4.36) 6.82 (4.64)

Mean Depression scores (and standard deviations) from the 

Hospital Anxiety and Depression Scale (HADS) for the study and 

control groups at the time of the first and second questionnaire 

(Time 1 and Time 2 respectively). At Time 2, the study group 

has attended the Pain Relief Clinic.
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Table 7.14 Mean Distress scores (GHQ) at Time 1 and 
Time 2 respectively.

D istress Group Time 1 Time 2

GH.Q. Study 9.25 (7.21) 5.70 (6.29)

Control 8.44 (7.27) 7.76 (6.80)

Mean Distress scores (and standard deviations) from the 

General Health Questionnaire (GHQ) for the study and control 

groups at the time of the first and second questionnaire 

(Time 1 and Time 2 respectively). At Time 2, the study 

group has attended the Pain Relief Clinic.
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indicating that both groups experience some reduction  in 

distress over time.

The main effect of group is not significant (F<1.0) but the 

group X time interaction is highly significant, indicating that the 

study group show a much greater reduction in distress when 

compared to the control group (F = 5.61, df=l,103, p<0.02).

It is also important to consider the change in proportion

of patients falling within categories of "caseness" from the first

to second questionnaire. This is shown in Table 7.15 where 

caseness is shown for scores greater than 5 and less than or 

equal to 10 (’’moderate distress"), and those above 10 ("high 

distress").

It is evident from Table 7.15 that the two groups are

sim ilar in the proportion of patients reporting m oderate and 

high d istress. H ow ever, at the time o f the second 

questionnaire, the proportion of patients in the study group 

reporting high stress more than halves while that in the control 

group remains virtually the same. A test applied to the 

latter data does not, however, reach significance so the effect

can be regarded only as a trend but one that is consistent with 

the significant results of the ANOVA applied to the raw scores.
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Table 7.15 The distribution of study and control patients 
as a function of GHQ 'caseness' at Time 1 and Time 2.

GHQ Tim e 1 T im e 2

D istress M odera te High M o d era te High

Study Group 7 (169&) 19 (439b) 8 (189b) 8 (189b)

Control Group 12 (199&) 22 (369b) 11 (18%) 21 (349b)

The distribution of patients in the study and control groups 

falling in the moderate and high distress categories of General 

Health Questionnaire (GHQ) at Time 1 or Time 2. At Time 2, the 

study group has attended the Pain Relief Clinic.

%
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7.2.2 Pain Scores

Table 7.16 shows the groups' mean scores on the McGill 

Pain Questionnaire as a function of the first and second testing 

period. As in the case of the scores on the emotional variables 

above, ANOVA was applied to the data. The following results 

were found for the various dimensions of the M cGill Pain 

Questionnaire.

i) Total Pain Scores - There was no main effect of group 

(p>0.25) but the main effect of time (F=9.97, df=l,98, p<0.003)

and the interaction of group x time (F=13.44, df=l,98, p<0.001)

indicate that while total pain scores decreased generally over 

time, the decrease was most marked in the case of the study 

group. Reference to Table 7.16 confirms the 'crossover' nature 

of the interaction.

ii) Sensory Pain Scores - As in the case of total scores, only the 

m ain effect of time and the group x time interaction were

significant (F=4.42,df=l,100, p<0.04). Again, the effect is for 

study group patients to show a far greater decrease in scores 

on the sensory dimension of pain.

iii) Evaluative Pain Scores - The study group again show a

m arked decline  in the em otional nature of their pain  

experience over time, as confirmed by the significant group x 

time interaction (F=9.17, df=l,100, p<0.004).

iv) Affective Pain Scores - The study group show a further 

significant reduction in their affective experience of pain over
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T a b le  7 .16  M ean  sc o re s  of th e  M cG ill p a in  
Questionnaire a t Time 1 and Time 2.

M cG ill Pain  Scores

Variables Group Tim e 1 Time 2

M iscellaneous Study 6.68 (3.82) 4.44 (3.92)

Control 4.92 (3.83) 4.81 (3.58)

A ffective Study 4.05 (2.72) 2.67 (2.68)

Control 2.92 (3.05) 3.37 (3.30)

E valuative S tudy 3.75 (1.18 ) 2.47 (1.71)

Control 3.32 (1.59) 3.26 (1.72)

S ensory Study 18.18 ( 9.28) 15.05 (9.00)

Control 15.74 (9.77) 15.74 (9.16)

Total pain 
ra tin g

S tudy 33.00 (14.26) 24.51 (14.39)

Control 26.58 (15.55) 27.19 (15.21)

No. of Words 
Chosen

Study 12.05 (5.34 ) 9.81 (5.45)

Control 9.90 (5.59) 10.37 (5.24)

Mean scores (and standard deviations) For the six dimension 

of the M cGill pain Questionnaire for the study and control 

groups at Time 1 and Time 2. At Time 2, the study group has 

attended the Pain Relief Clinic.
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time as confirmed by the significant group x time interaction 

(F=9.72,df=l,98,p<0.003),

v) M iscellaneous and Word Count dimensions - analysis of 

both of these more general assessments of the impact of pain 

confirm  that the study group show a marked and significant 

reduction in their scores when compared to the control group 

(F=7.53, d f= l,9 8 , p<0.008, and F=7.98, d f= l,101 , p<0.007 

respectively).

7.3 Sum m ary o f Results of Assessm ents o f Em otion  

and Pain Scores

The results show that patients in the study group report 

significantly lower levels of distress and lower levels of pain 

when compared to the control group at the time of the second 

questionnaire. The questionnaire was administered after the 

study group had attended the Pain Relief Clinic. It is also 

evident that time itself has an influence because both groups 

show ed reduction in their scores on anxiety, depression, 

em otional distress and pain from the firs t to second 

questionnaire

.7 .4  The Influence o f the P ersonality  F actor  of 

Neuroticism upon the Effects of the Clinic Visit

The factor of neuroticism  has been shown to be a 

significant predictor of pain and emotional distress in this 

sample of patients prior to their attendance at the pain clinic. 

It therefore is im portant to consider whether neuroticism

179



m ight also influence responses on the second questionnaires, 

hence indicating an effect in reaction to the clinic. In particular, 

one would wish to know whether the apparent improvement in 

emotional state and reduction in pain scores which was evident 

for the study group as a whole, was also true of the more 

neurotic members of the group.

In order to examine the differential effects of high versus 

low neuroticism  on other variables, Eysenck has advocated 

assigning those scoring above the mean score on neuroticism to 

a "high N" group, while those scoring below the mean are 

assigned to a "low N' group. The effects of high and low 

neuroticism  are then assessed by a simple comparison of the 

two groups. However, the problem with this approach is that it 

means that those members of the two groups whose scores lie 

around the mean will be very sim ilar in their degree of 

neuroticism. To describe an individual whose score lies one 

point above the mean as "high N" while another whose score is 

one below the mean is "low N" would seem questionable.

A better approach is that of (Thorp et al., 1993) where 

those scoring higher than 1 standard deviation above the group 

mean score are designated the high N group while those scoring 

less than 1 standard deviation below the mean are designated 

low N. Although this results in two groups which are smaller 

than if Eysenck's approach is followed, they are more widely 

separated and hence more plausibly 'high' versus 'low' N.

Following the above routine, the results for high and low 

N study group patients on the HADS, GHQ and M cGill scores
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were subjected to ANOVA where high N or low N was the 

betw een-group factor and time was the within-group factor. 

The issue of interest would be whether the two groups differed 

significantly on any of the measures, and whether the groups 

differed in their emotional state over time.

The mean scores for the study group are shown in Table

7.19.

7.4.1 Effects of Neuroticism on Anxiety and Depression 

ANOVA shows that the high N group scored overall

higher on both anxiety and depression than the low N group 

(F=57.55, d f= l,30 , p<0.001 and F=15.34, d f= l,3 0 , p<0.001 

respectively). Neither the main effect of time nor the group x 

time interaction was significant in either analysis. Thus, the 

high N group rem ained sign ifican tly  more anxious and 

depressed even after the visit to the Pain Relief Clinic when

compared to their low N counterparts.

7.4.2 Effects of Neuroticism on GHQ Distress Scores

ANOVA revealed  a sig n ifican t main e ffec t o f group I

confirming that the high N group experienced overall greater 

distress (F=5.14, df=l,30, p<0.05). The significant main effect of 

time (F=7.74, df= 1,30, p<0.01) shows that both high and low N 4

patients experienced a significant reduction in their levels of 

distress from the first to the second questionnaire. The lack of 

a significant interaction confirms that the reduction in distress 

in absolute terms was equivalent between the groups. Note,
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however, that Table 7.19 confirms that the high N group still 

remains on average considerably above 'caseness'.

7.4.3 Effects of Neuroticism on McGill Pain Scores

i) ANOVA showed sim ilar results for all pain score 

c a te g o r ie s  and they w ill th e re fo re  be c o n s id e re d  

simultaneously. Table 7.17 shows that, overall, patients in the 

high N group tended to score higher on all pain dimensions 

than did the low N group. However, it can also be seen that 

variation within the groups was relatively high (as shown by 

the standard deviations). This probably explains why there 

was no significant main effect of personality grouping in any 

analysis although there was a trend for higher M iscellaneous 

pain scores in the high N group (F=3,87, df=l,30, p=0.06). The 

main effect of time was significant in all cases and indicated a 

significant reduction in pain for both high and low N over time.

The lack of any significant interaction confirms that there 

were no differential changes in pain over time as a function of 

high and low N.

7.5 Effects of Neuroticism within the Control Group

The control group patients were also divided into high 

and low neuroticism groups according to the routine described 

above. It was important to examine the control group data in 

order to determ ine w hether the effect of neuroticism  seen 

above in the study group was linked to their visit to the Pain 

Relief Clinic, or whether it was purely a function of time. If the
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T a b le  7,17, M e a n  sco res  o f  th e  In flu e n c e  o f  th e  
P e rso n a lity  F a c to r  o f  N e u ro tic ism  o n  (H A D S ), (G H Q )a t  
t im e  1 a n d  tim e  2  f o r  s tu d y  g ro u p .

Low N HighN

Variables Time 1 Time 2 Time 1 | Time 2

HADS

Anxiety 5.8(24) 4.8(3.0) 13.7 (3.7) 12.6 (4.2)

Depression 5.2 (3.1) 4.5 (3.1) 9.9 (3.8) 9.2 (4.1)

G.H.O. 7.3 (5.9) 3.9 (3.3) 12.3 (8.4) 8.6 (8.0)

McGill Pain Scores

Total 29.9(15.1) 23.7(15.4) 39.0(11.2) 25.2(11.8)

Affective 3.5 (2.5) 2.3 (3.0) 5.2 (3.2) 3.2 (2.4)

Sensory 16.9 (8.2) 15.2 (9.4) 20.4 (9.2) 14.2 (7.8)

Evaluative 3.5 (1.2) 2.3 (1.8) 3.6 (0.9) 2.6 (1.7)

Miscellaneous 5.4 (3.9) 4.0 (3.2) 8t9 (3.1) 5.26 (3.9)

N W C 10.7 (5.5) 9.5 (5.8) 13.6  (4.9) 10.0 (4.2)
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Mean scores (and standard deviations) on Anxiety and 
D epression from the Hospital Anxiety and Depression 
Scale (HADS), distress on the General Health Questionnaire 
(GHQ) and McGill Pain Scores for the study group divided 
into those scoring high and low on the factor of 
Neuroticism (N). Time 1 = scores derived from the first 
batch of questionnaires adm inistered to the patients; 
Time 2 = scores from the second batch of questionnaires 
adm inistered after the patients had attended the Pain 
Relief Clinic.
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T ab le  7 .18 M e a n  sco res  o f  th e  In flu e n c e  o f  th e  
P e rso n a lity  F a c to r  o f  N e u ro tic ism  on (H A D S ), (G H Q )  
a n d  M c G ill  P a in  S c o re s  a t  tim e  1 a n d  tim e  2 f o r  
c o n tr o l  g roup .

Low N H ighN

Variables T im e t Time 2 Tim e 1 T im e 2

HADS

Anxiety 5.3 (2.7) 3.8 (2.6) 12.7 (2 .7) 11.5 (3.5)

Depression 5.1 (3.5) 3.5 (3.0) 10.1 (4.2) 9.4 (4.6 )

G.H.Q. 5.6 (4.7) 4.7 (4.8) 12.2(8.2) 10.7 (7.7)

McGill Pain Scores

Total 19.3 (11.9) 21.9(13.4) 32.3(14.8) 33.1 (16.2)

Affective 1.6 (1.7) 2.3 (2.2) 4.3 (3.4) 4.5 (3.7)

Sensory 11.9 (8.3) 13 .7 (9.6) 18.2(9.1) 18.4 (9.1)

Evaluative 2.9 (1.6) 2.7 (1.8) 3.9 (1.1) 3.9 (1.2)

Miscellaneous 3.9 (2.7) 3.2 (3.2) 6.4 (3.7) 6.4 (3.8)

N W C 7.2 (4.3) 8.7 (5.2) 12.4 (5.5) 12.6 (5.0)

Mean scores (and standard deviations) on Anxiety and 
Depression from the Hospital Anxiety and D epression 
Scale (HADS), distress on the General Health Questionnaire 
(GHQ) and McGill Pain Scores for the control group divided 
into those scoring high and low on the factor of 
Neuroticism (N). Time 1 = scores derived from the first 
batch of questionnaires adm inistered to the patients; 
Time 2 = scores from the second batch of questionnaires 
administered before the patients attended the Pain Relief 
Clinic.
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I

control group show similar effects due to high and low N, then 

it might imply that the effect is due to time.

The control group mean scores of the high and low N 

groups for HADS, GHQ and pain scores as a function of the first 

and second questionnaires are shown in Table 7.18. As in the 

case of the study group, ANOVA shows that the high N patients 

in the control group scored significantly higher on anxiety, 

depression and GHQ distress than did their low N counterparts 

(F = 80.62, df = 1,39, p <0.001; F = 21.25, df = 1,39, p <0.001; F = 

9.90, df = 1,39, p <0.005 respectively). The main effect of time 

was significant only in the case of anxiety and depression (F = 

12.73, df = 1,39, p <0.002; F = 10.63, df = 1,39, p < 0.003 

respectively) reflecting the fact shown in the overall analysis 

that GHQ scores did not change significantly over time in the 

control group.

There were no significant interactions between the factor 

of personality grouping and that of time, and examination of 

the means confirm s that the high N patients do not show 

evidence of differential responding at the time of the second 

questionnaire.

Regarding pain scores, the main effect of personality 

grouping was not significant for any score dimension. Nor was 

there any significant main effect of time (reflecting the fact, 

shown by the significant interactions in the overall analysis 

comparing the study and control group) that the control group's 

pain scores remained stable over time while those in the study
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group sign ifican tly  decreased. None of the in teractions 

between personality grouping and time was significant.

7.6 Regression Analysis to Predict Change in Pain and 
Emotional State in the Study Group 1

The above analyses have been important in establishing 

that the study group does benefit from attending the Pain 

Relief Clinic in terms of improved emotional state and reduced 

pain scores. However, deeper insight may be gained by 

regression  analysis to determ ine more accurately w hether 

certain variables are predictors of improvement. It was seen 

in Chapter 6 that pain and distress prior to visiting the Clinic 

w ere reliab ly  predicted  by the independent variables of 

personality, coping, diagnostic category and the perception of 

avoidance / lack of support by family and friends. It would be 

valuable to determ ine whether the same variables would 

predict improvement.

The regression  analysis therefore employed the same

procedures as described  in C hapter 6, namely stepw ise

regression using the criteria described before and with analysis

for interactions. The dependent variables were the McGill Pain

Scores and the GHQ scores, but this time expressed as change

scores: i.e. the values used in the regression were derived by

subtracting scores at Time 2 (after the visit to the Clinic) from

Tim e 1 (before the visit). The new value represented the

extent to which pain or distress had changed from the first to

second visit. Thus, high scores denoted an improvement in

pain  over tim e: this is im portan t to rem em ber w hen
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interpreting the beta values in terms of their sign (+ve or -ve) 

in the analysis table.

The independent variables were as before; i.e. age, sex, 

diagnostic category, personality, coping strategy (WCCL) and 

the MDQ variables denoting the patients' perception of pain and 

its effects.

The results of the regression analyses are shown in Table 

7.19 where the following variables are seen to be predictive of 

McGill Pain Scores.

(Ï) Diagnostic Category - Back pain was seen to be a significant 

predictor whereby those patients diagnosed as suffering back 

pain showed less improvement in their total pain scores (Beta 

value being negative). The effect accounted for some 12% of 

total variance and was the only significant predictor of change 

in this main dimension of the MPQ.

Back pain was also the prim ary predictor of less 

improvem ent in sensory pain scores, the effect accounting for 

some 15% of variance.

The diagnostic category of "surgery" (denoting those 

w hose pain  derived  from  p rio r surgical in te rven tion s) 

predicted NWC scores on the McGill. Patients whose pain 

derived  from  surgery showed a greater change in this 

dimension indicating lower scores after visiting the Clinic (14% ;J

of variance). It was the only variable to predict a change in 

this variable.

(iil Coping strategy - The coping strategy predicted only one 

dimension of change in pain. Active coping was a significant
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predictor of a reduction in sensory pain scores and accounted 

for a further 9% of variance after that of the primary predictor I
of back pain described above.

Denial was the sole predictor of a reduction in evaluative 

pain scores and accounted for 9% of variance.

tiii) MDQ "Belief in the Importance of Professional Support - 

This factor was negatively predictive of affective pain. In 

other words, patients with this belief were likely to show a 

smaller reduction in their affective pain score after visiting the 

Clinic (11% of variance). One may note that personality was not 

a predictor of change in pain score after the clinic visit.

A further regression analysis was undertaken where GHQ
y-

change scores were the dependent variable denoting change in 

psychological distress after the clinic visit. No variables were 

found to be significant predictors of a change in GHQ score.

Again it is notable that personality was not a predictor of 

change in GHQ distress after the clinic visit.

7.7 Regression Analysis Applied to the Control Group

The above regression analysis was undertaken  to 

determine whether any factors predicted change in the study 

group after visiting the Pain Clinic. The underlying assumption 

was that any predictors would be reflecting the beneficial 

effects of the Clinic. However, the passage of time may itself be 

a factor and it is therefore im portant to apply the same 

analysis to the control group to see whether any change in 

their pain or GHQ scores can be predicted. Such an analysis
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was conducted, using the same procedures as those described 

in the preceding sections.

As shown in Table 7.20, the analysis revealed  no 

variables that were predictive of any change in M cGill Pain 

Scores (which, as shown above, changed little  over tim e 

anyway). However, GHQ distress was predicted by the coping 

strategy of denial which showed that the strategy predicted a 

smaller reduction in GHQ distress scores. Thus, over time, those 

patients who employ denial to cope with pain will benefit by 

way of a reduction in their emotional distress even in the 

absence of any consultation with the Pain Clinic.
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7.8 Review and Discussion of the Results of Chapter 7

It is perhaps im portant to begin with an observation 

about the methodology and its implications for the results. The 

importance of using a control group is illustrated by the fact 

that anxiety and depression scores became significantly lower 

in both the study and control groups from the time of the first 

to second questionnaire. W ithout the control group, one might 

have drawn the misleading conclusion that the study group had 

particularly benefited from attending the pain clinic in terms of 

their states of anxiety and depression. The fact that the control 

group also experienced a reduction in the strength of these 

em otions indicates that time itself (and perhaps some other 

unknown intervening factors) can influence emotion.

The GHQ scores do, however, provide evidence of a 

benefit from attending the pain clinic which is independent of 

(or perhaps in addition to) the effects of the passage of time. 

Although both groups do experience a reduction in their levels 

of distress over time (shown by the significant main effect of 

time), the significant interaction of time x group confirms that 

the reduction is significantly  greater for the study group. 

Further evidence to support this reduction in distress is seen in 

the trend for proportionately fewer patients in the study group 

to fall in the "caseness" categories of the GHQ.

Evidence of benefit to the study group of attending the 

pain clinic was also seen in the significant group x time 

interactions on all dimensions of the McGill Pain Questionnaire.
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It appears that attendance at the pain clinic results in a 

reduction in the perception of the physical and em otional 

in tensity  of the pain when compared with control group 

patients. Given that the study group would be receiving 

various treatm ent interventions and psychological support at 

the ir v isit, it may hard ly  be surprising to see such 

im provem ents. Nevertheless, it is important that the nature 

and degree of the improvement has been assesses objectively.

Particular interest attaches to whether these changes in 

pain experience and distress vary as a function of personality. 

The results confirm  that individuals with high neuroticism  

scores continue to have significantly higher scores on anxiety, 

depression and GHQ distress over time when compared to 

patients with low neuroticism scores. The lack of an interaction 

with the factor of time shows that the degree of this difference 

does not change after the clinic visit. Hence, one might 

conclude that personality does not seem to exert any influence 

upon whatever beneficial effect the clinic has upon emotional 

state.

The same conclusion is true of pain scores. Patients with 

high levels of neuroticism  continue to have overall higher 

levels of pain after the clinic visit.

The la tte r resu lt w ould seem consisten t w ith the 

pessim istic and catastrophising outlook that is often a feature 

of patients with high levels of neuroticism. It has been shown 

in dentistry that highly anxious patients continue to respond 

with high emotion to the anticipation of dental treatment, even
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when it is likely to be painless, and even when previous 

consultations have been pain-free. Such patients anticipate 

that pain will continue despite many disconfirming episodes 

(Kent, 1990).

The regression analysis was important in establishing 

those factors that might predict any change in pain experience 

or emotional state after the visit to the clinic. Given the results 

described above, it may not be surprising that it showed that 

personality was not a predictor of change in pain and distress 

after visiting the clinic. This marks a contrast with the results 

of Chapter 6 where the factors of neuroticism and extroversion 

were both shown to be significant predictors of the patients' 

state prior to the Clinic visit. One might conclude that 

personality factors may be useful predictors of overall pain 

experience and distress, but they are not predictors of change 

in such measures following treatment interventions at this pain 

relief clinic.

The diagnostic category was, just as in the case of Chapter 

6, again seen to be important. On this occasion, it was the 

factor of back pain that was particularly salient and predicted a

smaller reduction in both total and sensory pain scores. Thus it 

appears that patients whose chronic pain state is due to a low 

back pain condition are less likely to report benefit, at least in 

terms of their pain experience recorded by the McGill Pain 

Questionnaire.

This result contrasts with that of Chapter 6 where it was 

the factor of prior surgery that was the strongest predictor of
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pain prior to the visit to the clinic. Note, however, that in the

present analysis, prior surgery did predict a reduction in the

NWC pain score. Overall, this result is interesting because it 

would imply that the salience of the patient's diagnostic state 

to their pain experience score may depend upon the stage in 

their pain 'career'. Prior to the intervention of the Pain Clinic, 

those with pain deriving from prior surgery are those whose

pain is strongly predicted by that factor. After visiting the

Clinic, all patients show a reduction in their pain scores across 

the dimensions, but those with back pain show relatively less 

of a reduction.

It is notable that active coping strategies were associated 

with a reduction in sensory pain scores. One might hypothesise 

that patients indulging in active strategies may be more likely 

to engage in behaviours and intellectual activities that help to 

distract them from their pain, hence reducing the impact of the 

condition upon them. Interestingly, denial was also seen to be 

beneficial in reducing affective pain scores. Denial would 

therefore seem to reduce the emotional impact of pain after the 

v isit to the pain clinic where the patien t has received 

treatment interventions and care.

It is interesting that no factors predicted changes in GHQ 

distress in the study group, while the coping strategy of denial 

was predictive of lesser reduction of those scores in the control 

group. In the latter group, one assumes that any changes (or 

the lack of them) from the first to the second questionnaire 

reflects simply the passage of time. The early part of this
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section showed that GHQ scores reduced significantly over time 

for both groups (although significantly greater overall for the 

study group). The regression analysis adds further detail by 

showing that such reduction was relatively less in the case of 

control group patients who used denial as a coping strategy. 

One might conclude that untreated patients who rely upon 

denial to cope with their pain are likely to show relatively little 

improvement over time in their distress relative to those using 

less denial or other coping strategies. It is interesting that the 

use of denial in the control group is associated with a relatively 

negative outcome over time (i.e. little improvement in distress), 

while 'deniers' in the study group (who receive care and 

attention at the clinic) show a benefit in the reduction of the 

emotional impact of pain.

The results of analysis in Chapter 7 therefore indicate 

that attending the pain clinic is beneficial. Highly neurotic 

individuals continue to suffer more pain and distress than their 

less neurotic fellows. The strongest predictors of changes in 

pain state are, however, the diagnostic category and coping 

strategies employed.
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Results:
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CHAPTERS: Resuits

Factors Affecting Benefit from Attending the Pain 
Relief Clinic

In this final section of the results, the analysis is

concerned with factors that may differentiate between patients 

who appear to benefit clinically from their attendance at the 

Pain Relief Clinic and those who do not. These results are 

therefore qualitatively different from those in Chapter 7 where 

'outcom e' was described in term s of the patien ts' self- 

assessments of their state by the various questionnaires.

In the present chapter, the outcome is derived from the

clinicians' ratings of the patients' state. Patients also rate the

clinic in terms of its effectiveness in helping their pain. These 

assessm ent were made by a questionnaire d istribu ted  to 

patients after the c lin ician had rated their response to

treatment (see Chapter 5 for description of the questionnaire).

Given the relative brevity of these results, this section 

will also include discussion as the results are described.

8.1 Outcome

The outcome for each study group patient following their 

attendance at the Pain R elief Clinic was judged by the 

consultant in charge of the clinic. Each patient was assigned to 

one of the four categories of outcome depending on their 

clinical state. These are shown in Table 8.1.
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Outcome category No, of Patients and Percentage

1 = No Better 10 22.7%

2 = Short-term Improvement 4 9.1%

3 = Much Better 16 36.4%

4 = Excellent 8 18.2%

5 = Unknown Outcome 6 13.6%

Table 8.1 The five outcome categories applied to patients in 

the study group showing the number of patients in each 

category and their equivalent percentage.

It is evident that more than half the sample are judged to 

have benefited from attending the clinic, while some 31% show

little or no improvement. A small proportion were lost to follow 

up and their outcome remains unknown.

In order to examine factors that might be relevant to

outcom e, the study group was subdivided into two outcome

groups. The first group was composed of patients falling in

categories "1" and "2" and was designated the "poor outcome

group" (N = 14). The second group consisted of those patients in 

categories "3" and "4" and was designated the "good outcome

group" (N = 24).

8.1.1 Personality and Clinical Outcome

The first analysis considered the factor of personality and

w h e th er the two outcom e groups differed in th e ir stable
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Table 8.1.1 Mean scores on the Eysenck  
Personality Q uestionnaire (EFQ) as a function  
of patients having good or poor outcom e in 
the study group.

Poor Outcome Good Outcome

EPQ

Extroversion 6.1 (3.9) 6.3 (3.1)

Neuroticism 4.9 (3.9) 5.3 (4.0)

Psychoticism 2.1 (1.8) 2.3 (2.2)

Lie 5.6 (2.9) 5.3 (3.2)

Mean scores (and standard deviations) on the 

factors of Extroversion, Neuroticism, Psychoticism  

and Lie on the Eysenck Personality Questionnaire 

(EPQ) as a function of patients having good or poor 

outcome in the study group.
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Table 8.2. Mean scores on the Hospital A nxiety and 
D e p r e s s io n  S ca le  (H A D S) and G en era l H ea lth
Q uestionnaire (GHQ) for the good and poor outcom e  
sub-groups of the study group.

Poor Outcome Good Outcome

T im e l Tim e 2 Tim e 1 Tim e 2

HADS

Anxiety 7.9 (4.9) 

Depression 6.9 (4.7)

6.8 (5.5)

6.9 (5.1)

9.3 (3.8) 

6.9 (3.4)

8.7 (4.7)

5.8 (3.4)

G.H.0 6.6 (7.2) 4.6 (6.3) 11.1(6.1) 6.4 (5.9)

M ean scores (and standard deviations) on A nxiety  and 

D epression from the Hospital Anxiety and Depression Scale 

(HADS) and distress from the General Health Questionnaire 

(GHQ) for the good and poor outcome sub-groups of the study 

group. Time 1 -  scores derived from the first batch of 

questionnaires administered to the patients; Time 2 = scores 

from the second batch of questionnaires adm inistered after 

the patients had attended the Pain Relief Clinic.

"i
-

.u .
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personality characteristics. The mean values on P, N, E and L are 

shown in Table 8.1.1 Inspection of the table confirms that the two 

groups were very similar in mean personality scale values, and 

one-w ay ANOVA confirm s that there were no sign ifican t 

differences between the groups on the four measures (all F ratios 

< 1.0).

8.1.2 Anxiety. Depression. GHQ and Clinical Outcome

The second analysis considered whether any changes in 

scores on depression, anxiety and general distress (GHQ) from the 

first to second questionnaire might be related to outcome group. 

The groups' scores were subjected to MANOVA where group was 

the between-group factor and time (first vs. second questionnaire) 

was the within-group factor. A main effect of group, or an 

interaction, would indicate a possible effect relating to outcome.

The mean scores on depression, anxiety and GHQ are shown 

for the good and poor outcome groups as a function of first and 

second questionnaires in Table 8.2. Inspection of the table shows 

that the groups appear virtually identical in their anxiety and 

depression scores. Analysis confirms that there are no significant 

between group differences or group x time interactions.

However, GHQ scores show a different pattern where the 

scores of the poor outcome group remain relatively low over time 

while those of the good outcome group begin high but reduce 

m arkedly over time. The effect seems quite large but the 

underlying interaction does not reach significance (F=1.69, df=l,35,
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p<0.21). Overall, therefore the effect can only be regarded as a 

trend.

8.1.3 Pain Scores and Clinical Outcome 

The groups' scores on the dimensions of the M cGill Pain

Questionnaire are shown in Table 8.3. Analysis reveals a significant 

difference between the groups on the Evaluative dimension. The 

main effect of group is significant (F=5.55, df= l,34 , p<0.03) and 

Table 3.4 confirms that overall the poor outcome group has a higher 

mean evaluative pain score. The group x time interaction is of 

borderline significance (F=3.61, df=l,34, P=0.066) confirming that
:S'

while the scores of the poor outcome group remain the same over 

time, those of the good outcome group are almost halved.

This result would seem to indicate that when clinicians rate a 

p a tien t as im proved, this may be reflected in the patient's 

impression of a reduction in the evaluative dimension of their pain 

experience whereby the im pact of the pain is regarded as less 

severe.

8.1.4 Coping Styles and Beliefs about Pain 

Given that responses on the WCCL and MDQ have been

shown im portant in explaining responses to pain in previous 

chapters, it is of interest w hether they might have sim ilar 

relevance to outcome. The mean scores for the good and poor 

outcome groups on the WCCL and MDQ are shown in Table 8.4.

Analysis confirms a number of significant differences.

"1 
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Table 8.3 M ean scores on the M cG ill Pain
Q uestionnaire for the good and poor outcome sub­
groups of the study group.

Poor Outcome Good Outcome

Timel Time 2 Time 1 Time 2

McGill Pain Scores

Total 35.1 (14.1) 28.1 (15.4) 33.4(14.7) 23.4(14.7)

Sensory 19.3 (8.7) 17.3 (10.3) 19.2 (9.5) 14.8 (8.8)

Evaluative 3.8 (0.9) 3.4 (1.3) 3.6 (1.1) 1.9 (1.8)

Affective 4.4 (3.1) 2.4 (2.8) 3.9 (2.6) 2.8 (2.8)

Misc.aneous 6.3 (3.3) 5.0 (4.2) 6.5-(4.1) 4.1 (3.8)

NWC 11.5(4.6) 10.2 (5.7) 12.3 (6.2) 9.5 (5.8)

Mean scores (and standard deviations) on the McGill Pain 
Questionnaire for the good and poor outcome sub-groups of 
the study group. Time 1 -  scores derived from the first 
batch of questionnaires administered to the patients; Time 
2 = scores from  the second batch of questionnaires
adm inistered after the patients had attended the Pain 
Relief Clinic.
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The poor outcome group score significantly lower in 

"active coping" on the WCCL when compared to the good 

outcome group (F~6.73, df=l,35, p<0.02). It is likely that such 

patients do little to help distract themselves from pain by 

devising activities or pursuits, or intellectual processes to 

prevent pain taking over their lives.

The poor outcome group also score lower on the MDQ the 

belief that health professionals can help them cope with their 

pain (F=4.49, df= l,37 , p<0.05). This attitude derives from the 

patients' scores on the MDQ administered before the clinic visit. 

Such an attitude may be very unhelpful because it may become 

a "self-fulfilling prophecy". Patients who have a preconception 

or expectation that the clinic staff will be ineffective may be 

less likely to interpret even real improvements in their pain 

state as positive. They may continue to complain of pain, hence 

increasing the likelihood that the consultant will rate their 

outcome as poor'. The patients may also be less likely to 

follow advice because they lack confidence in it: this, too, would 

be likely to have an adverse consequence for outcome.

While not significant, it is also important to observe some 

trends in the data that seem to distinguish the poor and good 

outcome groups. The poor outcome group show higher scores 

on the perception that others avoid them because of their pain. 

They also perceive that they receive less support from family 

and friends. Moreover, they report less comfort from religious 

beliefs.
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T ab le  8.4. M ean scores on the W ays of C oping 
C heck L ist and the  MDQ as a function of the  good 
and poor outcome sub-groups of the study group.

Poor Outcome Good Outcome

W avs of Coping Check List

Active 44.4 (9.9) 53.7 (10.9)

Denial 21.5 (4.4) 24.6 (5.7)

Passive 15.6 (5.0) 17.8 (3.4)

External 13.3 (2.5) 15.5 (4.0)

MDQ

Effect Daily Life 24.4 (5.2) 26.7 (6.1)

Prof. Support 8.7 (2.6) 11.6(4.8)

Religious Belief 15.1 (7.6) 17.0 (9.0)

Family Support 17.0 (4.2) 19.3 (6.6)

Avoid 17.6 (7.7) 15.3 (4.3)

Confidence in F. 9.8(3.0) 10.5 (2.6)
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Diagnostic Category Poor Outcome Good Outcome
Cancer of Bone 1
Degeneration 9
Infection 1
General lines s 1
Post Surgical 3 9
C N S 2
Back Pain 2 3
Others 2 1

Table 8.5 Clinicians' ratings of outcome as a function of the 
diagnostic classification of patients in the study group.

1"
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Step_ Variables R2 f df Beta

1 Active Coping 0.135 6.58* 1,42 0.367

2 Degeneration 0.106 5.71* 2,42 0.327

Table 8.6. The result of the stepwise logical regression analysis 

of factors predicting the clinical outcome after the patients' 

treatment at the Pain Relief Clinic. The factor of active coping 

is the most powerful predictor, followed by the diagnostic 

category of degenerative pain condition. *=p<0.05
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8.1.5 Diagnostic Category and Outcome

The clinical outcome as a function of diagnostic category 

is shown in Table 8.5. The cell sizes for some categories are so 

small as to make any conclusions difficult. However, it is

ev iden t that all p a tien ts  whose pain  resu lted  from  

degenerative process (largely rheum atoid) were rated as 

having a good outcome. Similarly, the majority (75%) of those

whose pain was a result of prior surgical interventions were

rated as having a good outcome.

8.2 Regression Analysis to Predict Outcome

The results above provide an indication of factors that 

seem associated with differential outcom e. However, the 

results do not convey the relative strength of the contribution

of the factors. It was therefore thought im portant to apply a 

regression analysis to the data in order to determine the 

relative importance of the factors above in predicting outcome.

Regression analysis was applied follow ing the general 

procedure described in Chapter 6. The dependent variable of 

"outcome" was defined categorically as "good" and "poor". The 

dependent variables of personality, diagnostic category, coping 

strategy, MDQ categories and dem ographic variables were 

entered in a stepwise procedure.

The results of the regression analysis are shown in Table 

8.6. Active coping was found to be the strongest predictor of a 

good outcome, and accounted for some 14% of variance. This 

result accords with the conclusion drawn from comparison of 

mean data in section 8.1.4 above. The second most powerful
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predictor of good outcom e was where patients suffered a 

degenerative condition, and this accounted for a further 11% of 

variance. It is perhaps hardly surprising that the latter 

variable was a significant predictor given that all patients in 

that category were rated by the clinicians as having a good 

outcome.

No other variables were found to be significant predictors 

of outcome in the regression analysis.

8.3 Patients’ Perceptions of Benefit from the Pain 
Relief Clinic

The results above consider factors that relate to the 

clinicians’ rating of outcome. The patients themselves may, 

however, have a different perception of the effect of the 

clinic and the benefits they derive. Tables 8.7.1 to 8.7.5 

show the results of the questionnaire to assess the study 

group patien ts’ perceptions of benefit or outcome after 

having attended the clinic. Table 8.7.1 shows that 38% of the 

group felt that their pain was much improved while only 9% 

believed that their condition had worsened. For the others, 

their state remained much as before.

In Table 8.7.2, it is clear that patients found the staff to 

be very supportive in that 80% of the group reported the 

staff to be understanding or very understanding. No patient 

reported a lack of concern by the staff.

Regarding the medical treatment, Table 8.7.3 shows that 

64% of patients found the treatment acceptable but 23% 

found it stressful or distressing.
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In term s o f benefits , Table 8 .7 .4  show s that, 

unfortunately, relatively  few patients perceived that they
■k

obtained long-term relief of their pain (9%). About one third 

of the sample did, however, report short-term relief and the 

benefit of sym pathy and understanding from  the staff.

Reduction in worry was reported by 16% of patients.

Table 8.7.5 shows that only 40% of the group gained any 

im provem ent in insight or understanding regarding their 

pain after visiting the clinic.
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Table 8.7 .1  P a tien ts’ perception of pain after  
attending clinic.

Number Percentage
Much worse 1 2
Worse 3 7
Neither worse nor less 22 50
Less of a problem 12 27
Much less of a problem 5 11

Table 8.7.2 Patients' perception of staff at the  
clinic

Number Percentage
Very unconcerned about my pain 0 0
Unconcerned about my pain 0 0
Neutral in their attitude to my pain 8 18
Understanding about my pain 18 41
Very understanding about my pain 17 39
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T able 8 .7 .3  P atien ts' 
treatment at the clinic.

p ercep tio n  o f m ed ica l

Number Percentage
Entirely acceptable 14 32
Fairly acceptable 14 32
Neither acceptable nor unacceptable 5 11
Stressful 9 21
Very distressing 1 2.3

Table 8.7.4 Patients’ Benefits in attending clinic.

Benefits Number Percentage
Long term pain relief 4 9
Short term pain relief 14 32
Reduction in worry 7 16
Sympathy and understanding 13 30
Advice from a specialist 22 50
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Table 8.7.5 
treatment.

Patients’ understanding of pain after

Understanding Number Percentage
Much improved 5 11
Improved 13 30
Unchanged 24 55
Worse 1 2
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8.3.1 Perceived Benefit as a Function of Outcome and 
Neuroticism

It seems obvious that the patients' perceived benefits of 

attending the clinic might depend upon the clinical outcome 

(as assessed by the consultant and shown in Table 8.1). 

M oreover, given the evidence from earlier results in this

thesis, and the fact that the principal interest focuses upon

personality, it is important to consider the personality factor

of neuroticism . The dependent variables of particu lar 

interest would be those of the patients' perception of pain, 

and their perception of treatment, after attending the chnic.

Table 8.8.1 shows pain perception as a function of 

outcome. The numbers are too small for reliable statistical 

analysis but it can be seen that patients' rating of their pain 

is generally much more favourable amongst those where the 

consultant also perceived a favourable outcome. However, 

interpreting such an effect might be difficult. Patients may

rate their pain as less because their outcome genuinely is 

'good' and their pain has reduced. Equally, they may be

subtly biased to believe that their pain is less if  the 

consultant is particularly enthusiastic and encouraging about 

what he or she perceives to be an im provem ent in the 

patient's condition.

Regarding the acceptability of treatm ent. Table 8.8.2 

shows relatively little difference in patients' perceptions as a 

function of the consultant-rating of outcome.
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Table 8.8.3 shows that proportionately more of the good 

outcome patients found staff understanding about their pain 

(57% vs. 23% found staff "understanding" or "very 

understanding" about their pain in the good and poor 

outcom e groups respectively). Patients who have an 

objectively good outcome may have a more friendly and 

approachable demeanour, hence encouraging more positive 

interactions with staff. Patients might then perceive staff as 

understanding and interested in their condition. In contrast, 

patients w ith a poor outcome may be more hostile or 

withdrawn, thus perhaps reducing the tendency of staff to 

communicate so frequently with them. This might have the 

effect of creating quite opposite perceptions in poor outcome 

patients.

Table 8.8.4 indicates that there is relatively  little  

difference in patients' perception of their pain as a function of 

neuroticism level (patients were classed as being high or low 

neuroticism according to the routine described in Chapter 6). 

Patients with low neuroticism scores were, however, more 

likely to report the perception of greater supportiveness and 

understanding from staff (Table 8.8.2). In the case of 

acceptability of treatment as shown in Table 8.8.5, there is an 

indication that those low in neuroticism  are proportionately 

more likely to find treatment acceptable.
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Table 8.8.1 Patients' perception of pain as a 
function of outcome.

Poor Outcome Good Outcome
Much worse 1(3%0 0
Worse 1(3%0 2(5%0
Neither worse nor less 10 (26%) 10 (26%)
Of less of a problem 1(3%0 8 (21%)
Much less of a problem 1(3%0 4 (10%)

Table 8.8.2 Patients' perception  
function of outcome.

of treatm ent as a

Poor Outcome Good Outcome
Entirely acceptable 2(5%0 11 (29%)
Fairly acceptable 7(18%) 4 (10%)
Neither acceptable nor unacceptable 2(5%0 3(8%0
Stressful 3(8%) 5(13%0
Very distressing 0 1(3%0
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Table 8.8.3 P atients’ 
function of outcome.

perception of sta ff as a

Poor Outcome Good Outcome
Unconcerned about my pain 0 0
Unconcerned about my pain 0 0
Neutral in their attitude to my pain 5(13%0 2(5% )
Understanding about my pain 5(13%9 9(23%0
Very understanding about my pain 4 (10%) 13(34%0

Table 8.8.4. P atients’ perception  
function of high and low neuroticism.

of pain as a

Low N. HighN
Much worse 1 0
Worse 2 1
Neither worse nor less 14 8
Less of a problem 4 8
Much less of a problem 4 1
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Table 8.8.5. Patients’ perception  
a function of high and low neuroticism.

of treatm ent as

Low N HighN
Entirely acceptable 9 5
Fairly acceptable 7 7
Neither acceptable nor unacceptable 5 0
Stressful 4 5
Very distressing 0 1

Table 8.8.7. Patients’ perception  
as a function of high and low neuroticism.

of staff concern

Low N HighN
Very unconcerned about my pain 0 0
Unconcerned about my pain 0 0
Neutral in their attitude to my pain 2 6
Understanding about my pain 9 9
Very understanding about my pain 14 3

a
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The latter group was also more likely to report that staff

were supportive and understanding as shown in Table 8.8.7.

8.4 Summary of Results and Discussion of Chapter 8

Most patients benefit clinically from attending the Pain 

Relief Clinic, at least in the short-term. This benefit may be

due to an interaction of factors such as a genuine effect of

treatm ent, the positive expectations of some patients, the 

enthusiasm and friendliness of clinic staff, and the charisma 

of consultants who, by virtue of their status, may be

expected to exert a particular influence on patients.

The clinicians' rating of improvement also accords with 

the patients' rating of their pain in that those having a good 

outcome do evaluate their pain in less severe terms on the 

McGill Pain Questionnaire,

The regression analysis confirms that active coping is 

associated with a better outcome and, indeed, that active 

coping is the best predictor of a good outcome. Such patients 

may be less likely to 'give in' to their pain. They may 

m aintain a more active life, adhere more to treatm ent and 

have a more positive outlook. All of these characteristics 

may lead to a better objective outcome and may also exert a 

subtle positive influence on the clinician's rating of the 

patient. In contrast, the patient who believes that medicine 

has little to offer may be unlikely to have a good outcome for 

reasons of pessimistic expectation and other behaviours that 

may accentuate the patient's pain and persuade the clinician 

that there has been little improvement.
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It is interesting that the regression analysis identified the 

degenerative diagnostic category as the only other significant 

predictor of the clinicians' rating of outcome. This effect 

contrast with the results of analyses in preceding chapters f

where the diagnostic categories of prior surgical intervention 

and low back pain were associated with pain scores and 

emotional distress. This difference will be considered in 

detail in the general discussion which follows in Chapter 9.

The results concerning personality seem consistent with 

those described in previous chapters where low levels of 

neuroticism are often associated with less adverse effects of 

the chronic pain state. They may reflect the more stable

characteristics of the individual who is low in neuroticism.

These contrast with the high anxiety and pessimism of the 

neurotic individual, both of these characteristics being likely

to provoke poor adaptation to pain (as shown in Chapters 6 

and 7), and perhaps the anticipation that little can be done I

m edically to improve the condition. Note, however, that 

unlike pervious analyses, personality was not found to be a

significant predictor of outcome according to the regression 

analysis.
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Part Four 
D iscussion
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Chapter 9 General Discussion

The results described in Chapters 6, 7 and 8 have been 

discussed in detail at the end of their respective chapters. 

The intention in this General Discussion is to consider the 

overall perspective provided by the results, particularly in 

terms of their support for the research hypotheses and in 

the context of previous research. A later section of the 

discussion will also consider the methodological flaws in the 

present work.

9.1 Characteristics of the Patient in Persistent Pain

9.1.1 Personality

One of the main hypotheses in this study was that 

personality would be a significant variable in predicting the 

chronic pain patient's experience of pain. Specifically, it was 

hypothesised that neuroticism  would predict an adverse 

experience of pain (in terms of physical and em otional 

suffering) while extroversion might be associated with 

relatively less suffering. This hypothesis was derived from 

literature reviewed in Chapters 3 and 4 that showed the 

personality factor of neuroticism to be a significant predictor 

of responses to acute pain states, and the theoretical 

proposals of investigators such as Spinhoven et al. (1990) 

who predicted that the personality factor might also affect 

the experience of chronic pain.

223



General confirmation of the salience of neuroticism  

was seen in the early analysis in Chapter 6 which revealed 

that the personality profile of the sample of persistent pain 

patients differed from the age-matched norms in terms of 

neuroticism. The sample were, on average, more neurotic 

than the norm but similar to normative values in terms of 

ex troversion  and psychoticism . It was noted in the 

literature review that neurotic traits are associated both 

with psychosomatic symptoms in other illnesses, and with 

adverse responses to acute pain conditions (e.g. Thomas,

1990). For instance, Neitzer et al. (1997) have very recently 

confirm ed that neuroticism is a highly significant predictor 

of reporting of somatic symptoms. The personality factor 

was also closely associated with depressive symptoms. They 

suggest that mood states which may be re la ted  to 

persona lity  charac teristics are therefore im portan t in 

determining the extent to which people may focus upon, and 

become preoccupied with, bodily symptoms and changes.

The conclusions of Neitzer et al. seem plausible in view 

of the established characteristics of neurotic types whereby 

there is a tendency to pessim ism  and "catastrophising" 

which may augment their known lower threshold to changes 

in physical (and often painful) stimulation (Lautch, 1971; 

Klepac, 1984).

It is of further relevance to note that these chronic 

pain patients share characteristics with patients suffering 

from  other pain conditions which are know n to have 

psychosom atic features. Patients with m andibular pain 

dysfunction syndrome are known to have high levels of

224

-



depression and anxiety, and to be of a neurotic disposition 

(Southw ell et al., 1990; W right et al., 1991). Their 

symptoms and distressed state are often highly resistant to 

psychological interventions.

The syndrome of globus pharyngis (a feeling of the 

discom fort of a lump in the throat) also gives rise to 

persistent symptoms in the absence of organic disease. It is 

associated with high levels of anxiety and depression, and 

patients are often characterised by their high scores on 

neuroticism (Wilson et ah, 1991; Deary et al., 1992, 1995). 

As in the case of the present pain patients, it is likely that 

the factor of neuroticism is instrumental in exacerbating the 

symptoms of suffered by these patients.

It is im portant to em phasise the particular insight 

gained by the regression analysis which allowed definition 

of the relative 'strength' with which variables predicted pain 

and distress. Thus neuroticism  was clearly defined as a 

significant predictor of pain, but often less powerfully so 

than a "social support" variable (which will be considered in 

its own right in more detail below). Moreover, the fact that 

the analysis showed that neuroticism  in terac ted  with 

support indicates that the adverse effects of the personality 

factor may be multiplied when it occurs with a significant 

social variable.

These significant effects of neuroticism were evident 

in the results of Chapter 6 which was concerned with factors 

predicting the patient's state prior to visiting the Pain Relief 

Clinic. It becomes notable, however, that in the analyses 

which follow the patient's visit to the clinic that neuroticism
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largely ceases to have any marked effect. In regression 

analysis, the factor does not predict changes in pain state or 

distress after visiting the clinic, nor does it predict the 

clinician's rating of outcome or similar measures in Chapter 

8. It is true that patients with high levels of neuroticism are 

characterised  generally throughout the study as having 

higher pain scores and more emotional distress but, as seen 

above, this would be expected on the basis of previous 

research . The fact that the personality factor is not 

predictive of changes after the visit to the clinic might 

permit one to draw the conclusion that it is a variable which 

becomes relatively less im portant to the patient's condition 

once there has been an introduction to treatm ent at the 

clinic. Of course this conclusion must be guarded because 

the period over which the patients were assessed was 

re la tiv e ly  brief. W ith a more extended post-c lin ic  

assessm en t (and p articu la rly  where treatm ent proved 

ineffective in the long-term) it may be that the salience of 

neuroticism  to the patient's state of pain and distress would 

be reasserted.

The Gate Control Theory may be relevant in the 

context of neuroticism. Booker (1994) has explained how it 

provides a model that may help to explain to patients how 

th e ir pa in  may be affected  by their em otional or 

psychological state. The model may be particularly helpful 

in the case of patients who are resistant to the idea that pain 

is 'in the mind'. The high levels of anxiety and tension seen 

in neurotic patients, and their pessimism and expectation of 

pain (Kent, 1990) would be expected to lower the pain
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threshold: in other words, their state would 'open the gate' 

to the transmission of painful stimuli and hence increase 

their experience of pain. The results of studies by Thorp et 

al. (1993), Boyle (1977) and Thomas (1990) confirm that the 

pain experience of neurotic patients is consistent with the 

model described by the Gate Control Theory.

The general nature of the problem encountered by 

neurotic patients seems to be one of heightened emotional 

distress in the face of pain, and their distress is maintained

even w hen the ir percep tion  o f pain  in tensity  or

aversiveness is reduced. Such people have a bleak view of 

the future which is tinged with pessimism. Their perception 

is one where pain exerts an adverse effect upon their daily 

life, and is anticipated to continue to do so in the future.

This pessim ism  and higher d istress may create 

difficulties for the clinician working in the pain clinic who is 

attem pting to improve matters for his or her patients.

Those with high neuroticism may continue to report distress 

and fears for the future despite the c lin ician 's best 

endeavours.

The results confirm that the present sample of chronic 

pain patients report higher levels of distress than age- 

matched norms, according to the HADS and GHQ. This fact 

may not be surprising given the patients' past history and 

the evidence of their perception of the effects of pain on

their daily lives.

However, a question remains as to whether the high 

distress is a consequence of the pain state or whether these 

patien ts were by nature more prone to anxiety and
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depression even before they suffered persistent pain. It is 

always difficult to establish cause and effect when one has 

little or no information about a patient's past characteristics. 

One possibility might be to ask patients or their family to 

recall the patient's general emotional state before becoming 

ill. The problem  with this approach is, however, that 

m em ories may be biased by the p resen t state and 

experiences of pain.

As noted in the introduction, anxiety and neuroticism 

are often  considered  'volum e con tro ls ' to sensory  

stim ulation so that both physical and emotional stim uli 

produce relatively stronger responses in such individuals. 

Anxious patients are known to react more strongly to pain 

(Lautch, 1971) and this is compounded by the fact that they 

often seem to have lower pain thresholds (Klepac, 1985) and 

to anticipate more pain (Kent, 1990). Anxious and phobic 

patients are well known to cite fear of loss of control as 

contributing to heightened emotional state (Lindsay and 

Powell, 1994). If they are given a belief that they have 

more control of their pain, even if this belief is an illusion, it 

can often be of benefit to them. As noted above, 

explanation to the patient in terms of the Gate Control 

Theory may be helpful.

The more benign influence of extroversion was also 

observed upon the patient's state. At first, this might be 

ascribed to the fact that such individuals are less prone to 

the levels of high anxiety and pessimism that characterise 

the neurotic. Similarly, one might suppose that the more 

out-going and social characteristics of the extrovert would
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result in a more active life that would distract from the pain 

state or make it seem less of an impediment in life.

Extroverts may fare better when coping with chronic 

pain because their out-going behaviour keeps them in 

company with others and involved in activities that help to 

distract them from their pain. The fact that they may be 

m ore active as part of their stim ulus-seeking behaviour 

may also create the perception within them that they are 

coping with the pain and that it does little to hinder their 

lives. This in turn would contribute to a better emotional 

state as the results confirmed: extroversion was associated 

with relatively lower levels of anxiety, depression and HADS 

distress.

Moreover, being in the company of others may expose 

them  to more supportive comments and behaviour from 

family and friends. They may receive compliments on the 

fact that they are getting on with their lives despite the 

burden of their pain: this would provide reinforcement for 

further positive coping behaviour. Their situation contrasts 

with that of the neurotic patients described above where 

there is poor perception of support and a darker view of the 

effects of pain upon life and the future.

However, the latter view could be countered by 

pointing out that an out-going personality and social life 

might be more likely to lead the patient to situations where 

he or she were made very aware of the limitations imposed 

upon them by their pain state. This might then lead to an 

increase in emotional distress. The fact that there was little 

evidence of em otional distress in extroverted patients (in

229



fact the analysis tended to show a negative relationship 

betw een extroversion and anxiety, depression and GHQ 

distress) might imply that the better state of these patients 

is due to life-style changes. This can only be speculation, 

however, because unfortunately the method did not include 

measures of lifestyle.

Psychoticism  exerted an unanticipated role but one 

which in retrospect seems plausible. The regression analysis 

in Chapter 6 showed that psychoticism was a predictor of 

emotional distress prior to the visit to the clinic. Psychotic 

characteristics (within the model of Eysenck and Eysenck,

1991) include social isolation and an indifference to others. 

Such individuals may therefore cut them selves off from 

potential social support which, as seen in previous studies 

and confirm ed in the present analysis, is an im portant

m odifier of the pain and distress suffered by chronic pain 

patients. M oreover, their indifference to others may be 

m anifest in their behaviour which might, in the reciprocal

model of communication proposed by Swimmer et al. (1992: 

see Chapter 3), lead to active avoidance of them by others.

9.1.2 Coping

The variable of coping was hypothesised to have a 

significant effect upon pain state and distress, and it was 

proposed that it m ight interact with personality. However, 

the results have shown that coping (at least as assessed by 

the measures in this thesis) had rather subtle effects in

terms of predicting the patients' experience. In Chapter 6 

the regression analysis showed that while coping strategies 

did not predict pain scores, they were predictive of the
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distress suffered by the patient before attending the clinic.

Those who used active coping strategies suffered relatively 

less distress while those whose strategy was to depend on 

other for external support suffered relatively more.

Active coping was also seen to be beneficial in the

results of Chapters 7 and 8 when the patients had attended 

the Pain Relief Clinic. The strategy predicted a reduction in 

sensory pain scores and lower distress. It was also the 

strongest predictor of a "good" outcome according to the

clinicians' ratings.

The discussion in previous chapters has proposed that 

active coping may have beneficial effects because it may

entail behaviours and thought processes (attitudes, beliefs 

and motivations) whose nature help to distract the patients 

or allow them to reinterpret their pain in a positive way.

Although the factor of coping style did not interact with 

personality  (or any other factor), there may be positive 

qualities to those who adopt such a style that results in 

more support from others (or at least lack of avoidance) 

which in itself is beneficial. Similarly, clinicians may 

respond unconsciously to the more positive and active style

of such patients when making ratings of their conditions.

Two patients may have objectively the same clinical state, 

but it is not implausible to propose that a clinician may be 

swayed to rate a better outcome in the patient who is
■!

apparently actively coping with their lot.

W hile the regression analysis was undoubtedly the 

m ost pow erful analy tical approach, it is im portant to 

observe some relationships between coping, personality and
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emotional state that were evident in the correlation analysis 

which was also conducted in Chapter 6. Those patients who 

had more neurotic traits, and those with higher levels of 

anxiety, depression and GHQ distress were shown to cope 

less well as indicated by increased use of denial and 

passiv ity . This would imply that such patients have 

problem s in the stage of "secondary appraisal" in coping 

(Lazarus and Folkman, 1968). The stage involves assessing 

the stressful situation, deciding what can be done about it, 

and predicting whether a given coping response will be 

effective.

This result and its implications may be useful for 

clinicians because it may predict those patients who, when 

referred to the pain relief clinic, may require particular 

support or help to benefit from treatment. In some cases 

where anxiety is a problem contributing to difficulty in 

coping, it is known that provision of information may often 

help reduce uncertainty which, in turn, tends to lead to a 

reduction in anxiety (Jackson and Lindsay, 1995). A further 

research study might consider the use of information-giving 

in pain clinics targeted particularly at patients showing 

emotional distress.

More generally, one may note that there is evidence that 

differences in the use of pain coping strategies may play a 

significant role in adjustment to chronic pain (Buckelew et al., 

1990; Bombardier et al.; 1990; Jensen et al.;1991, 1995; Elton 

et al.; 1994; Geisser et al.; 1994; Hill et al.; 1995). These 

authors have emphasised that there is a need for a greater 

understanding of factors relating to adjustment.
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In order to understand the role of coping strategies in 

chronic illness, a range of coping strategies needs to be 

considered. For example when pain is chronic, patients 

typically develop a repertoire of behavioural and cognitive 

coping strategies (Tan, 1982). Some patients cope well with 

their pain and continue to lead active, productive lives, while 

others cope poorly and experience excessively high levels of 

psychological and physical disability (Beckham et ah, 1994).

Although psychological factors have been studied extensively 

with regard to the process of coping with pain over the years, 

some suggest that the focus of research needs to be more on 

causality. For example, Hill et al. (1995) point out that there is 

a need to devise a study which can answer questions of 

causality, perhaps through the use of coping skills training 

programs where coping and adjustment are examined at both 

pre- and post-treatment phases.

Jensen et al. (1991) conducted an investigation of the 

effectiveness of three pain-coping strategies. These w ere 

ignoring pain, using coping self-statem ents and increasing 

activities when in pain. All were related to adjustment over 

and above the effects of pain severity and were directly  

associated with psychological functioning. Their findings argue
-

for continued research to determine the mechanism by which 

perceived pain severity affects the effectiveness of coping 

strategies.

It was noted in Chapters 3 and 4 how family, parents, 

fr ien d s , soc ia l support, re lig ious be liefs  and h e a lth  

professionals have important roles in enabling people to cope 

with pain (e.g. Bracken, 1980). Morley et al. (1995) propose
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that beliefs about the experience of pain should be related to 

other key psychological constructs such as coping strategies 

and compliance with treatment. Depending upon their nature, 

these factors may help or hinder the coping process. It is

unfortunate that the present m ethodology did not include 

measures of compliance with treatment: clearly such a measure 

might be affected by such factors as pain beliefs and support, 

and would in turn affect the nature of outcome. It is 

in teresting  that none of the studies reviewed above had 

incorporated this important methodological proposal.

9.1.3 Support

The literature review showed that social support is an

im portant factor in influencing the pain and d istress

suffered by the patient in chronic pain. It is therefore 

encouraging  that the present research  confirm ed the 

importance of the factor in that it was evident that some 

patients who perceived a lack of support from family, and 

avoidance by others because of their pain experienced more 

pain and distress. The regression analysis of Chapter 6 

showed that the factor was the most powerful predictor of 

pain and distress, and that it interacted with neuroticism.

The interaction was interesting because it showed that 

neurotic individuals who also perceived that they were 

avoided by their close family and friends experienced more 

pain (assessed by the MPQ), and also greater distress (shown 

in their GHQ scores). This result provides in teresting 

additional insight to the influence of social support on the 

pain patient. Chapter 3 described the studies by Gil et al. 

(1987) and Swimmer et al. (1992) which showed how family
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and friends can reinforce pain behaviours. Swimmer et al. 

made the particular point that the in teraction betw een 

patient and family was probably reciprocal in that ju st as 

the family might influence the patient, so the patient might 

influence the family. Swimmer et al. speculated that the 

patient’s characteristics might influence this interaction: the 

present results might imply that neuroticism is a relevant 

characteristic  and one that may have an adverse effect, 

particularly where the patient has a poor perception of the 

family's attitude towards him (or her).

This perception of lack of support was, however, only 

predictive of pain and distress in the period sampled prior 

to the patients' attendance at the Pain Relief Clinic. One 

m ight then speculate that the factor is either irrelevant to 

the patient's condition after attending the clinic or that 

attending the clinic provides some supportive function 

which makes up for the lack of support in the patient's 

personal life. In this regard it will be recalled from Chapter 

8 that the majority of patients gave a very high rating to the 

care and interest shown by staff at the clinic. It might seem 

plausible then to propose that, in the short-term at least, a 

beneficial supportive function is provided by the clinic. It is 

highly relevant here to note the personal communication to 

the author of the observation by Dr. Rogers the head of the 

Pain Relief Clinic. Dr. Rogers has commented that many 

patients are realistic in appreciating that the clinic is limited 

in what it can do to improve their physical state. They do, 

however, appear to benefit simply from attending the clinic 

and talking to staff. Dr. Rogers commented that some
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patients will telephone before going on holiday just to speak 

to their consultant who will give some reassuring words that 

sustain the patient during their travels.

One might speculate then that when patients lack 

social support (and the beneficial effect that this may have 

upon their pain experience) this may be at least partially 

m itigated  by the support provide at the clinic. Note, 

how ever, that such support from the clinic need not 

necessarily be beneficial. The regression analysis in Chapter 

7 showed that a strong belief in the power of health 

professionals to help was actually associated with a smaller 

improvement in affective pain scores. The clinic may, while 

being supportive, inadvertently act to reinforce the patient's 

pain  behaviour and beliefs. This would be entirely 

consistent with the results of Gil et al. (1987) and Miller 

(1993c) who have shown enhanced pain behaviour under 

some conditions of support. Clinic staff should, therefore, be 

made aware of the fact that they may, despite their good 

in tentions, have the effects of increasing the patient's 

likelihood of reporting pain.

The fact that some patients do perceive a lack of 

support from  fam ily  and friends m ight im ply that 

interventions to help the patient would include spouses and 

partners in therapeutic discussion. It was noted in the 

in troduction that while the spouse or fam ily could be 

im portant agents for good in helping the patient with pain, 

they could also have an adverse effect if over-solicitous, 

hence reinforcing pain behaviours (e.g. Benjamin, 1989; Gil 

et al., 1987; Paulsen, 1995). Similarly, if the patient's pain

236



behaviour is causing marital or family disharmony, then this 

will increase stress for all concerned and may increase the 

patient's perception that the situation is beyond their ability 

to cope. Many pain clinics have psychologists on their staff 

whose expertise is to help patients manage the physical 

discom fort and emotional distress caused by their pain. 

They may provide simple behavioural techniques to help in 

daily  pain m anagem ent, or cognitive approaches that

distract patients from their pain or encourage them to re­

interpret their pain in less threatening ways.

9.1.4 Diagnostic Category

The literature review showed that the m ajority of 

previous studies of chronic pain have tended to use

heterogeneous patient samples: in other words, the patients 

suffer from a variety of physical conditions causing pain

such as low back pain, prior surgical intervention and 

cancer. From a methodological point of view, it might be 

more satisfactory to focus upon a homogeneous group, i.e. a 

group of patients all of whom are in the same diagnostic

category. This important issue will be considered in depth 

below  when issues of methodology are discussed. At

present, the discussion will focus upon the implications of

the results arising from the present heterogeneous sample.

W hile unpredicted in the research hypotheses, the

diagnostic category was predictive of pain scores, but not 

distress, in Chapters 6 and 7. M oreover, there were

d iffe ren t p red ic tive  effects according to w hether the 

assessment was made before or after the patients' visit to 

the Pain Relief Clinic.
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Prior surgery was a predictor of total and sensory pain 

before the clinic visit. Those patients whose condition was 

diagnosed as due to previous surg ical in terven tion(s) 

experienced  m ore pain. A lthough prior surgery also 

influenced pain scores after the clinic visit, the effect was 

opposite in nature in that it was reflected in lower scores on 

the rather obscure score dimension of the McGill entitled 

"number of words chosen" (NWC: fewer words chosen to 

describe the pain are supposed to reflect less pain). The 

latter effect may be difficult to interpret and must be set in 

the context of the fact that the analysis showed that low 

back pain was the most powerful predictor of pain after the 

clinic visit. Those patients suffering low back pain showed 

least im provem ent in total pain score after attending the 

clinic. This result is consistent with Anderson and Rehm’s 

(1984) report that patients suffering low back pain showed 

least im provem ent in response to trea tm en t in their 

heterogeneous sample (which excluded cancer patients).

Low back pain patients seem to comprise a group who 

have poor prognosis. W addell (1987) and W addell et al. 

(1986) have concluded that there is no evidence that any 

treatment for low back pain is better than "a combination of 

the natural history [of the disease] and placebo effect." The 

researchers have concluded that the main problem for such 

p a tien ts  is em otional d istress ra th e r than  ph y sica l 

sym ptom s. One im plication  of this m ight be that 

psychological interventions may be more effective than the 

conventional 'medical' treatments adm inistered in the pain 

clinic environment. This conclusion would seem to reinforce
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the earlier conclusion of Keel (1984) that back pain cannot 

be explained solely in medical terms, but also requires a

"biopsychosocial" approach; i.e. one that takes account of 

social and psychological factors in addition to the supposed 

physical basis of the pain.

W hile low back pain predicted continuing pain after 

the clinic visit, the diagnostic category of "degeneration" 

p red ic ted  a good outcom e rating  by the c lin ic ian .

D egenerative conditions were primarily those arising from 

arthritic / rheumatoid conditions.

None of the above diagnostic categories interacted 

with other variables that might have helped to explain the

rather different effects of diagnosis upon pain and outcome. 

It is also notable that none of the diagnostic categories was 

predictive of distress. This may, however, be an artefact of 

the very small number of patients in some of the diagnostic 

categories. For instance, only two patients were included 

who suffered from cancer. This issue will be considered in 

detail below in the section concerned with methodological

flaws.

9.2 Implications for Psychological Interventions

Most pain relief clinics have a psychologist on staff, or 

available, to provide psychological interventions to help 

patients. There are several interventions available.

A simple approach might be one of education: it was 

noted above that information leaflets can be helpful on the 

basis that a reduction in uncertainty is often associated with 

a reduction in anxiety (Jackson and Lindsay, 1995). It was
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evident from Chapter 8 that relatively few patients had 

gained insight to their pain condition after attending the 

Pain Relief Clinic. This might imply that the Clinic could 

usefu lly  consider providing inform ation, tailored to the 

patien t's needs, in the interests of reducing anxiety and 

hence, perhaps, pain and distress.

It is beneficial to many patients if the cause of their 

pain is explained to them, and particularly if it is couched in 

term s of the Gate Control Theory so that they can 

understand how their psychological state may affect their 

pain (Booker, 1994). This point was made earlier in the

context of neurotic patients whose state of high anxiety, 

tension and pessimism may be additive in 'opening the gate' 

and increasing the experience of pain.

The approach of cognitive restructuring  is also 

beneficial because patients are helped to reconsider beliefs 

and attitudes to their pain that may be factually incorrect or 

maladaptive. For example, Weiner (1988) reports success in 

having  patien ts re-evaluate  the extent to w hich pain 

impedes their daily activities. Patients may state that "I can 

do very little because of my pain", but when a diary is kept 

of their actual activities it may reveal that they are much 

more active than their pessimistic statements suggest. This 

may come as a revelation to the patient. The psychologist

can use the objective evidence to counter the patient's

pessim istic beliefs. The patient can be encouraged to change 

his or her perception, and hence change their pain

behaviour.
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Such an approach might be employed in the context of 

the present patients' perception of avoidance / lack of 

support by others. Cognitive restructuring would permit the 

problem  to be tackled in two ways. First, if it were 

objectively true that the patient was being avoided, then 

they could be encouraged to consider what aspects of their 

pain behaviour might lead others to avoid them and hence, 

if  that behaviour were changed, how m atters might 

improve. Secondly, if their perception of avoidance was in 

fact a m isperception, they could be encouraged to find 

evidence to challenge that belief and hence reinterpret the 

situation in a more positive light (Lindsay and Powell,

1994).

The management of anger is also helpful because it is 

the pa tien t's  fam ily  which is often the focus for

understandable feelings of frustration and hostility  that 

b u ild  up in the pa tien ts  suffering p ers is ten t pain

(Deffenbacher, 1991). The present results noted that some 

patients felt isolated from family and friends and this may 

be a reflection of the latter's perception of hostility from the 

patien t (unfortunately, no direct measure of hostility or

anger was taken, so this must remain a speculation).

Relaxation techniques can be helpful when applied with 

training of the patient to anticipate situations where anger

is likely to arise.

Relaxation and breathing control can be taught as a 

general coping skill because it helps reduce pain which

arises in tense patients through muscle tension. Breathing

control also distracts the patient's attention and helps the
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patient to sleep (Turk et aL, 1983). Again, such an approach 

m ight be particularly beneficial in the present study where 

pain and distress were associated with neurotic tendencies. 

Neuroticism is associated with tension and anxiety, both of 

which could benefit from relaxation and breathing control.

Control of breathing is also helpful because patients in 

persistent pain are often prone to hyper-ventilation which 

in turn can lead to anxiety or panic attacks, hence 

exacerbating the pain (Syrjala, 1990). The technique of 

progressive muscular relaxation is also helpful (Jacobson, 

1974).

Attention was mentioned above and this, too, is 

am enable to control. Again, Turk et al. (1983) and 

Fernandez and T urk (1989) have advocated  several 

strategies that are helpful. A simple strategy might involve 

attem pting to ignore the pain by focusing on pleasant 

images or memories. Unfortunately, it is known from dental 

research that such a technique is often ineffective where 

patients are highly anxious (Kent and Blinkhorn, 1994). 

Given the high levels of anxiety and neuroticism seen in the 

present sample, such an approach might not, therefore, be 

particularly effective. More effective attentional approaches 

involve those that do not dismiss the reality of the pain but 

attempt to change the perception of it (much like cognitive 

restructuring above). For example, "somatisation" involves 

the patient attempting to scrutinise the painful area in a 

detached or im personal way to analyse the physical 

properties of the pain devoid of emotion.
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The effectiveness of such psychological interventions 

has been established in reviews of studies where careful use 

has been made of control and placebo conditions (Flor et aL,

1992). However, adhering to psychological interventions 

can be a problem and it is recognised that between 30 and 

70% of patients fail to maintain the skills that have been 

taught (Keefe et al., 1986). It would seem im portant to 

conduct a study to examine whether it is possible to predict 

the situations or patient characteristics that lead to non­

adherence.

9.3 Omissions and Flaws in the Study

The method section described the initial difficulty in 

recruiting the control group. Although this was resolved, 

such that both the study and control group were drawn 

from the same patient population, the delay in recruitm ent 

m eant that the control group was not sampled in parallel 

with the study group. Moreover, Chapter 5 explained that 

the present thesis is a re submission of an earlier version. It 

was explained that in the re-analysis the present study and 

control groups were combined after their recruitm ent in 

order to form a large single group upon which to make 

general assessments to test the main hypotheses. Clearly, it 

would have been better to have recruited the total group J

first and then divided it on a random basis to form the 

study and control groups. While there is no reason to think 

that this may have had an adverse effect, it is not 

methodologically ideal and would be avoided in any further 

research.

243



The size of the present sample was comparable to

those of previous investigations and adequate for overall 

statistical purposes as confirm ed by the power calculation 

reported in Chapter 5. In such studies as this, sample size is 

lim ited by the willingness of patients to participate and this 

may be influenced by the nature of the m edical condition. 

It was recorded in Chapter 6 that some 50% of those 

approached actually agreed to take part.

The high refusal rate must raise the question of how

representative the sam ple might be. For instance, it is

possible  that those who were particularly distressed or 

incapacita ted  by their pain felt that partic ipa tion  was 

beyond them. The study would then fail to sample extreme 

reactions to pain. Those who agreed to participate may not 

only be less im paired by pain but may also be more

outgoing types. The latter proposal may, however, be less 

plausible because Chapter 6 showed that the present sample 

were similar in personality characteristics to the population 

norm with the exception of their high scores on neuroticism. 

Nonetheless, it is clear that the sample may have suffered 

some degree of bias due to the high refusal rate and the 

results must be viewed with that fact in mind.

One must also comment upon the fact that patients 

com pleted the questionnaires at home. This method was 

adopted because of the demands made upon the patients' 

time at the Fain Relief Clinic. It was impractical to have the 

patients complete the questionnaires while waiting to be 

seen at the clinic because they would invariably be called 

while filling in the forms, hence causing disruption. The
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waiting area was not ideal because of distraction due to 

noise and the activities of staff and other patients. It was 

also pointless to attem pt to have patients complete the 

q u e s t io n n a ire s  a f te r  th e ir  c o n s u lta tio n  b ecau se , 

understandably, the majority wished to leave the clinic as 

soon as possible and return home.

Thus, given the number of questionnaires, and the 

need to have patients give careful consideration to their 

answers, it was thought best to have them complete the 

forms at home. This was not without its own potential 

disadvantage, however. At home, the patient might seek the 

advice of a partner or relative as to how best answer 

questions when the patient was uncertain how to respond. 

Some responses might then reflect the partner's view of the 

situation rather than that of the patient.

Given the number of assessments to be made in the 

present study, it is difficult to see how to propose a better 

way of having patients complete the forms. Equally, it must 

be recognised that the number of forms to be completed 

may have acted as a disincentive for some patients to 

participate, hence partially  explaining the relatively high 

refusal rate discussed above.

The heterogeneity of the present sample has also been 

discussed briefly above. Although it was noted in the 

litera ture  review that many previous studies have used 

s im ila r he terogeneous sam ples, it w ould  have been 

methodologically more sound to recruit patients from only 

one diagnostic category because the resulting homogeneous 

sample would be likely to reduce inter-subject variation in
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the m easures. However, one might defend the present 

heterogeneous sample on the following grounds.

First, the sample is representative of the typical range 

of patients seen at the Gartnavel Pain Relief Clinic. Given 

that one of the aims of the research was to determine 

whether the Clinic was beneficial to its patients, it might 

seem logical to sample from the range of cases typically 

seen.

Secondly , g iven  the d ifficu ltie s  in recru itm en t 

described above, it was pragmatic to recruit all possible 

patients to the study in order to attain a sufficient sample 

size for the analysis. Thirdly, the statistical analysis does, in 

theory at least, permit one to examine variation between the 

diagnostic categories in order to determ ine their effects 

upon pain and distress.

The latter defence concerning the statistical analysis 

does, of course, encounter problems with the fact that some 

o f the diagnostic categories had very few patients. For 

example, only two patients were suffering from pain due to 

m alignant disease. Even if there were profound emotional 

consequences associated with such pain, the analysis would 

be most unlikely to detect the effect. In contrast, where 

categories such as prior surgery or back pain involved 

relatively large numbers of patients, there is the risk that 

they may give rise to 'significant' effects that are in part 

artefact. An example of this is seen in Chapter 8 where all 

patients in the "degenerative" category had a good outcome, 

hence resu lting  in that factor being a very pow erful 

predictor of outcome. However, if there had been more

246



patients in some of the other categories it is possible that 

other predictors might also have been seen.

W hile it is important to acknowledge the possible 

error introduced by the problem of sample size, it should be 

recalled that many of the present results are consistent with 

the results of previous studies in the literature. For 

instance, low back pain predicted a small change in pain 

score after attending the Clinic, a result that is consistent 

w ith the studies by W addell and colleagues m entioned 

above. Nonetheless, if the present research were to be 

repeated, then it would be preferable to attempt to recruit 

patients to form  a much more hom ogeneous diagnostic 

group.

A final methodological issue relates to the observation 

in the literature review that a proportion of persistent pain 

patients suffer some kind of mental disorder (Benjamin, 

1988). A lthough the present in terest was in 'norm al' 

personality  rather than pathological states, it m ight, in 

retrospect, have been appropriate to have screened the 

present sample for psychiatric problems. An instrum ent 

such as the Symptom Check List 90 (SCL-90) would have 

been appropriate. Green et al. (1996) have shown it useful 

in screening for psychopathology in anxious dental patients 

many of whom report inappropriate experience of pain 

during treatment.

9.4 Final Statement on the Outcome of the Research

It must be acknowledged that the present research 

has a number of methodological flaws that, if the research 

were to be repeated, would certainly require amendment.
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Those flaws have been described above and their possible 

effects upon the results have been discussed.

Despite these undoubted failings, however, it would 

seem that a number of reliable conclusions can be made 

from  the results that confirm  the research hypotheses. 

Chronic pain patients do appear to constitute a particular 

group characterised by higher levels of neuroticism  and 

higher emotional distress than the age-matched population 

norm . M oreover, regression  analysis confirm s tha t 

neuroticism  is an im portant predictor of the pain and 

d istress suffered by these patients p rior to receiv ing  

treatment at a pain clinic. The factor also interacts with 

specific diagnostic state to result in more marked suffering. 

N euroticism  does not, however, p red ic t outcom e after 

attending the clinic.

The coping strategy adopted by the patient was also 

confirmed to be an important predictor of distress prior to 

and after attending the clinic. The same was true of the 

influence of social support in that it was seen to be a 

significant predictor of the patient’s state both before and 

after attending the clinic.

It might therefore be helpful to the staff of pain relief 

clinics if they had available the results of assessment of 

patients' personalities, coping skills and support networks in 

order to anticipate  the patien ts' likely  behaviour and 

response to treatment. They should be aware that some 

patients may be prone to perceive avoidance by others as a 

response to their pain and that this is associated with 

em otional distress and increased pain. Staff should be
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careful to ensure that their own behaviour did not reinforce 

such a perception. On the basis of previous research, they 

shou ld  also  be m ade aw are that the p rocess o f 

communication between staff and patients may exert subtle 

b e h av io u ra l e ffec ts  that may re in fo rce  som e pain  

behaviours.

Finally, the results suggest that different diagnostic 

categories may predict different degrees of pain and distress 

depending upon whether the patient has or has not attended 

the pain clinic. It was acknowledged that such a conclusion 

might be tenuous because of the small number of patients in 

some of the diagnostic categories, but it might indicate a 

productive area for further research.

Overall, the results indicate that there may be many 

opportunities for the psychological interventions discussed 

above to help patients who suffer chronic pain. In applying 

such interventions, it would seem necessary to take careful 

account of the effects of personality, coping style, social 

support and the diagnostic category if one is to understand 

fully the basis of the patient's pain and distress.

9.5 Final Speculations on Unconscious Processes

In this final section, the author would like to turn from 

the em pirical study of pain described above to introduce 

consideration of a facet of the process of coping with pain and 

other stress that has been neglected. Part of this neglect may 

arise from the fact that it is based in a theoretical structure 

that would be difficult to subject to empirical test. The 

author's interest is a reflection of his own background in a
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different culture to that which has formed the concepts and

theo ries of W estern psychology. Eastern culture and 

philosophy is concerned with religion and its role in every day 

life. It is also concerned with psychodynamic forces. In the 

following paragraphs, some consideration will be given to the 

possible role of the unconscious in coping with pain and other 

problems.

E llenberger (1970) has noted the assumption that a 

part of psychic life escapes man's conscious knowledge has 

been held for many centuries. In the seventeenth and 

eighteenth  centuries, it attracted more attention; in the 

nineteenth century it became one of the cornerstones of

modern dynamic psychiatry.

From  m any perspectives, w hether p h ilo soph ica l, 

c lin ical or experim ental, the concept of the unconscious

becom es a compelling assumption for psychological theory. 

However, as Grossman (1995) points out, "the form that the 

unconscious takes is open to debate."

It can be proposed that future emphasis in research 

m ight pay more attention to the in teraction  betw een 

conscious and unconscious effects in the experience of 

em otional stress and pain. An additional measure of an 

individual's personality might be the interaction between the 

conscious and unconscious experience.

M ost of the investigators who have studied chronic 

pain  patien ts have focused on m ental states that are

represented in phenomenal awareness such as m otivation, 

behavioural coping strategies, overt personality, feelings,
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thoughts and beliefs. However, this neglects unconscious 

forces.

C oping s tra teg ies  and p erso n a lity  may re f le c t 

in teractions between conscious and unconscious energies.

Indeed, apparently conscious behavioural strategies may be 

influenced by unconscious ones, a point of view that would 

be advocated by psychodynamic theorists.

Unfortunately, such a view may be difficult to confirm.

M iller (1993a) notes that "in most cases it is more difficult to 

operationalize a passion than a perception, to design an 

experim ent that will study an unconscious motive, rather 

than a conscious intention. Similarly, Lazarus (1991a) has

observed that "the notion of an unconscious emotion, in 

contrast with an unconscious appraisal or coping process, is 

logically and empirically awkward."

Kihlstrom (1993) has also observed that the topic of 

the unconscious has often been regarded as of "cult interest", 

which might imply that many investigators have tended to 

regard it askance. This would seem true in the past: Eysenck 

(1960) was one who was vocal in questioning whether the 

psychodynamic approach had any insight to offer by way of 

understanding human experience. Gamsa (1994a) has noted 

that such attitudes led to a strong tendency to ignore

concepts of the unconscious but through the 1970s and 80s 

there  was develop ing  recogn ition  of the therapeu tic  

usefulness of techniques such as meditation and self-control 

w hich  drew upon 'inner p rocesses ' which m ight be I

inaccessible to conscious thought.
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Nonetheless, some investigations have perceived the 

value of considering unconscious processes in the treatm ent 

of their patients. For example, Schultz et al. (1992) and 

Gibson (1994) refer to the earlier work of W illiams et al. 

(1988) which dem onstrates clearly  that non-conscious 

inform ation processing occurs routinely as a part of every 

day experience. Bakal (1979) has asserted that we need to 

revise our thinking about unconscious m ental processes. 

Patients and physicians alike believe that processes outside 

o f aw areness may underlie many m edical com plain ts. 

T herefore "they recom mend that m edicine becom e more 

holistic, more based on treating patients with physical skills, 

psychological skills, and concern for making the patients 

become more fully functioning (Bakal, 1979).

The holistic approach is certainly part of the new ethos 

in "behavioural medicine" or "health psychology". However, 

M iller (1994a) has made the interesting observation that 

"Behavioural medicine is a boom industry where it is used in 

the treatment of psychophysiologic disorders. However, to 

rem ain a viable therapeutic m odality with a respectable 

record of clinical efficacy, behavioural medicine will have to 

face some disturbing com plexities in both its theoretical 

conceptions and practical apphcations."

With direct relevance to M iller's statement, Eccleston 

(1994) has pointed out that recent reviews in pain research 

have been critical in tone for researchers to think more 

widely and creatively about the theoretical needs of pain 

research. Power et al. (1991) refer to the recent works of 

m any authors who, partly  in response to advances in
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experimental cognitive psychology, have drawn attention to 

the role of unconscious processes (Brewin, 1988, 1989;

M asonry, 1980; M eichenbaum and Gilmore, 1984; Power, 

1987: Van Den Bergh and Eelen, 1984). Specifically, Weiss 

and Sampson of the San Francisco Psychotherapy Research 

Group (1986) have asserted the central role of the patient's 

unconscious in analytic treatment for pain. Again, perhaps 

this marks an important avenue for further research.
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