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ABSTRACT 

A fieldstudy of Health Professionals in the Australian Capital 

Territory was undertaken using the survey method to investigate 

practitioner perspectives on a range of issues related to pain 

management. The researcher concluded from the results of this 

field study that the trend towards a multidisciplinary approach 

to pain management evident in the literature was endorsed in 

this study by practitioners in pain management. This study also 

found that the majority of health professionals in this study 

considered that pain clients would be reluctant to be referred 

to a psychologist. The researcher concluded from the results of 

this study that there was a perceived need for clients to be 

educated on the relationship between psychology and pain, and 

that there was also a need for other disciplines of health 

professionals to adequately explain a referral to a 

psychologist. Another finding from the results of this study 

was that members of all health professional disciplines 

involved in this study expressed the view that pain clients 

could benefit 

training. 

from physical exercise and coping skills 
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CHAPTER ONE: INTRODUCTION 

Pain makes poets of us all, since 
objective language is inadequate to 

convey our suffering. 

(Moshe and Tesse Lang, 1996,p.7) 

Aim of This Study 

I 

The aim of this field study was to investigate the 

perceptions of health professional practitioners in The 

Australian Capital Territory (ACT), concerning a range of 

issues relating to the practice of pain management, by means 

of a survey. 

Rationale for the Survey 

The researcher believed that it was necessary to conduct a 

survey to meet the aim of this field study because: 

• a survey was the only way to obtain current information 

on the perceptions of clinical health professionals on 

topics related to pain management, 

• the researcher was unaware of any comparable, recent, 

field study conducted in the ACT, regarding the practice 

of pain management. 
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Significance of the Problem 

Economic Cost of Pain Management 

The current cost of pain management in Australia and other 

industrialised societies is immense, and rising to epidemic 

proportions {Eimer, 1989). In dollar terms, cost estimates 

for Australia (NH&MRC, 1988; O'Reilly, 1994), have been in 

the range of 10 to 30 billion dollars for the 1990' s. 

ComCare Australia, (1996), reported that medical and allied 

health professional costs for their organisation as a whole, 

rose from $45.1 million in 1993/4, to $46.8 million for 

1995/96. This medical expediture was reported to constitute 

between 20% to 25% of ComCare Australia's total program 

expenditure for each of the years between 1993 and 1996. In 

a move to cut this rising cost of medical and allied health 

services, ComCare Australia reviewed their medical costs 

policy and decided to adopt a scale of fees followed by 

State Workers Compensation jurisdictions rather than pay the 

rates set by the various professional associations (Comcare, 

1996, p.29). As an example of the costs of some medical 

technical services in Australia, 

Australia (HealthTechStats, 1994) 

the cost to Medicare 

of the provision of 

1,326,800 acupuncture medical technical services, provided 

by health professionals to both private and public patients 

in the community, and in private hospital settings in 

Australia in 1994/95, was $13,993,700. 
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Impact on the Individual 

During the last decade, in Australia and overseas, there has 

been evidence in the literature of a growing concern with 

the impact of pain on the individual. In 1988, The 

Australian National Health and Medical Research Council 

Working Party on the Management of Severe Pain (NH&MRC, 

1988) published the following description of a long tenn 

(Chronic) pain sufferer: 

Individuals with chronic intractable pain are 
often overtreated, mistreated and convinced that 
they have been undertreated, by health care 
workers. They develop a negative, depressed and 
frustrated attitude. They are subjected to too 
many random expensive treatments that are short 
sighted in their direction. The degree of personal 
and emotional costs cannot be estimated, but must 
parallel the the financial costs, with serious 
impairment of ability to work, recreation, home 
and family life. (NH&MRC, 1988, p.7). 

The effect of the experience of pain on the individual, 

especially those suffering from chronic pain, was publicised 

in the literature in the late 1980 's by Sternbach {1987), 

who described the impact on the individual of a wide range 

of physiological and psychological symptoms, in terms of a 

Chronic Pain Syndrome. Sternbach {1987) described long term 

chronic pain sufferers as being generally sleep deprived, 

fatigued, nauseated, irritable and often isolated both from 

their families and socially withdrawn. Sternbach (1987) said 

that this syndrome caused unnecessarily high levels of pain 

and disability for the individual concerned. Nearly a decade 

later there was an equally bleak description of a chronic 

pain patient from a doctor's perspective: 



In addition to suffering pain which is real and 
often amplified, rather than diminished by time, 
these patients are characterised by their 
frustration, anger or depression, at the apparent 
impotence of their situation. They may be 
deactivated with consequent weak and tense 
muscles, and also sleep deprived. They often 
become insatiable consumers within our health care 
system and are exposed to repeated intervention 
with little pain relief. They are often drug 
addicts, reliant on narcotics and sedatives with 
little apparent benefit to general functioning. 
(O'Reilly, 1994, p.2272). 

4 

A recent study examining chronic pain patients' perceptions 

of their experience (Bowman, 1994), found that chronic low 

back pain was a multi-dimensional problem affecting every 

aspect of the individual's life. Another problem that 

individuals with long term pain encounter is negative 

stereot:i'l)ing (Roberto, 1994, Fagerhaugh and Strauss, 1977). 

There has been criticism (Van der Kolk, 1995 cited in Grant, 

1996; Roberto, 1994; Fagerhaugh and Strauss, 1977), of the 

tendency for chronic pain sufferers to be negatively 

s tereot:i'l)ed, "Everyone knows that cases of malingering 

obviously do occur, but these represent only a small 

minority" (Meares, 1967, p.143) Pain control facilites in 

the United States, according to Brena and Turk (1988), 

consistently report that malingering is not a significant 

problem in the majority of patients with chronic pain. 

Williams, Robinson and Geisser (1994), reported that it is 

the mystery of pain which causes the greatest distress for 

long term pain sufferers. According to Aronoff, Crue and 
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Seres(l988), when chronic pain patients in pain clinic 

programs are provided with information which validates their 

experience, and encouraged to take as much responsibility 

and control of their lives as possible, and if they are 

provided with strategies and training to achieve self

management, they report much higher quality of life, even if 

the pain was still rated as severe. According to Nikolai 

Bogduk(1994), Professor of Anatomy and Director of a 

Cervical Spine Research Unit in America, although terms such 

as litigation neurosis and compensation neurosis are often 

used to refer to individuals with whiplash, his patients 

continued to suffer pain and 

financial settlement. Bogduk 

disability 

(1994) said 

after 

that 

their 

the 

psychological disturbances exhibited by his patients were 

all explicable as a reaction to chronic pain and described a 

typical chronic pain patient as being: 

Anxious about their futures, depressed about 
their state, convinced of their illness, 
paranoid because they are told that nothing is 
wrong, and hostile because nothing is being done 
about their pain. (Bogduk, 1994, p.2304). 

According to Eimer (1989), by the time a chronic pain 

sufferer consults a psychotherapist they are often convinced 

that the medical system has failed them, are demoralised and 

depressed and the psychotherapist, "needs to pay special 

attention to building a therapeutic relationship with these 

patients, whose initial expectations are soured" (Eimer, 

1989, p.449). 
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Individuals in pain are also usually clinically depressed 

according to Fordyce, (1976). A review of the extensive 

literature on the subject of whether depression is a cause 

or effect of pain, is beyond the scope of this study, but a 

brief mention is relevant in the context of the effect of 

pain on the individual. According to a review of the 

literature, by Rodin, Craven and Littlefield (1991), on the 

subject of whether depression was a cause or effect of 

chronic long term illness, 

It may be argued that the co-existance of chronic 
pain and depression is due to abnormal illness 
behaviour, or due to the suffering associated with 
experience of chronic pain, or 1s a co-incidence 
with no causal implications (Rodin et al. 1991, 
p.116). 

Rodin et al. (1991), said that research into the association 

of depression with physical illness had been hampered by the 

difficulty of establishing valid diagnostic criteria for 

depression and the difficulty 1n determining what 1s a 

normal reaction or an abnormal reaction to the stresses of 

chronic illness. According to Fordyce(1976) the patient may 

experience pain as a learned behavior due to previous 

associations of pain with guilt, loss or anger. This was 

also the view of Engel (1959), (see Chapter Three this study, 

in relation to the Pain Prone Patient). In criticising this 

view, Gamsa(1990) suggested that, "emotional disturbance in 

pain patients 1s more likely to be a consequence than a 

cause of chronic pain" (Gamsa, 1990, p.183). and suggested 

that, 



The depression and low life satifaction found in 
pain patients are more likely to be consequences 
than causes of pain, since events preceding pain 
onset were not shown to be related to pain in the 
results of her research (Garnsa, 1990, p.192). 

7 

Averill et al. (1996) said that no causal attributions could 

be made between depression and chronic pain, even though her 

study reported a significant association between work

status, education, marital status and depression for chronic 

pain patients. 

Pain as a Clinical Dilemma 

There is 
objectively 
experiences 

no simple thermometer that can 
record how much pain an individual 
(Turk and Melzack, 1992, p.5). 

The information provided so far has focused on the economic 

burden of pain management on society as a whole, and on the 

suffering experienced by the individual. However, pain is 

also a clinical dilemma. Melzack and Wall (1988) listed the 

following dilemmas which they said were commonly faced by 

medical practitioners and other professionals in their pain 

management practice: 

• the relationship between injury and pain is 

highly variable, 

• innocuous stimuli may produce pain, 

• the location of the pain may differ from the 

location of the damage, 

• pain may persist in the absence of injury or 

after healing of injured tissues, 
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• the nature and location of pain change with 

time, 

• pain is not a single sensation but has many 

dimensions 

• there is no adequate treatment for certain 

types of pain (Melzack and Wall, 1988). 

A problem which faces both researchers and clinicians in 

regard to pain and pain management, is the need to rely on 

the subjective experience of the patient, rather than on 

objective instruments, for the description of, and the 

measurement of pain or pain symptoms (Turk and Melzack, 

1992; Fordyce, 1976). Pain needs to be viewed from the point 

of view of the person in pain {Fordyce, 1976), because pain 

can only be experienced (Engel, 1959) . The following 

examples of definitions of pain were contained in books 

published during the late 1980' s and early 1990' s, which 

reflect a recognition of the importance of a variety of 

factors, especially the subjective nature of pain, and the 

need to take into account both the individual psychological 

response of the individual (such as perception and affect), 

and the wider environmental and social context. The first 

definition from a neuro-physiological textbook emphasises 

the role of perception, affect and a specific site for the 

pain, 

Pain is the perception 
unpleasant sensation that 
specific region of the body 
1991,p.385). 

of an aversive or 
originates from a 
(Jessell and Kelly, 
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The second definition from a cognitive-behavioural 

psychology textbook gives more emphasis to the complexity of 

pain and highlights the importance of psychological factors 

such as attitudes and beliefs, 

Pain is a complex subjective experience, and as 
such, is influenced by context, focus of 
attention, thoughts, feelings, attitudes, 
beliefs, images, and behaviours, in addition to 
sensory processes (Eimer, 1989, p.450). 

The third definition places more emphasis on socio-economic 

factors whilst still mentioning the complexity and impact of 

psychological factors, 

Pain is a highly complex phenomenon that 
involves an interaction of bio-chernical, 
physiological, behavioral, and cognitive pactors 
and is influenced by socio-economic factors, 
belief systems, family dynamics, coping 
abilities and compensation (Vasudevan, 1992, 
p.102). 

The most noticeable feature of all the above definitions of 

pain is that they all emphasise 

complexity of pain. 

Summary 

the subjectivity and 

In Chapter One, the introduction to this field study, 

information has been provided on the economic cost of pain 

management to the community, some of the extensive impacts 

of pain on the individual, and the dilemma that pain 
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management presents for 

inherent subjectivity of 

clinicians, largely due to the 

Chapter 

on pain 

the experience of pain. 

Two, which follows, will present information 

theories beginning with concepts 

which were published towards the 

of pain 

end of 

and 

the 

processes, 

Nineteenth 

Century in Europe. This information will be followed by 

brief details of theories which reflected the trend, in the 

mid- to late twentieth century, for researchers to develop 

more complex conceptualisations of the experience of pain, a 

trend which started with the neuro-physiological

psychological Gate Control Theory of Pain (Melzack and Wall, 

1965), a theory which was revised and restated during the 

next three decades. 



CHAPTER TWO: THEORIES & CONCEPTS of PAIN 

:In the Body? or in the Mind? 

(or Both?) 
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Pain has been conceptualised as being either a problem of 

the body or a problem of the mind, 

The differentiation by medical practitioners between 
organic (body) medical conditions and functional 
(mental) medical conditions became finnly 
established at the end of the 19th and early 20th 
Century, as a result of the discovery of the cell 
and the use of microscopes to study diseased organs. 
(Hamilton, 1955, p.1) 

This chapter provides an overview of Neurophysiological

Biomedical, Neurophysiological-Psychological, Psychological

Analytic and Multidisciplinary concepts and theories of pain 

which have had a major impact on the literature related to 

pain and pain management. The material presented in this 

chapter is necessarily only a brief overview of the 

extensive literature on this subject. The researcher has 

selected the theories and concepts which clearly illustrate 

the similarities and differences between the major 

theoretical positions and approaches to pain. The 

information provided in this chapter is arranged as follows: 



Section: I, provides an introduction to the physiology of 

the human nervous system, covering topics such as the 

organisation of the central nervous system, the physiology 

and classification of nerve fibres, and the dorsal root 

ganglion cell. 

The following Section II to Section IV, will present 

concepts and theories in the following order: 

Section II presents firstly information on theories which 

conceptualise pain as being a process of the body (a 

neurophysiological process) , i.e. the 

(Von Frey, 1895), and the Summation or 

Theory (Goldscheider, 1894) . Secondly, 

Specificity Theory 

Critical Threshold 

information is 

presented on concepts or theories which suggest that pain is 

a process of the mind (psychological or psychoanalytic 

concepts). Concepts, terms and ideas which will be presented 

in this section include 'psychogenic pain', 'hysteria and 

conversion disorder' (Breuer and Freud, 1893, 1894), and the 

'pain prone patient' (Engel, 1959). 

Section III presents information on theories and research 

which conceptualise pain and pain processes as complex 

processes including both the mind and the body 

(Neurophysiological-Psychological). This section provides 

information firstly on the Gate Control Theory (Melzack and 

Wall, 1965; 1988; Melzack, 1973; Wall, 1978), and secondly, 

the Endogenous Opiate and Nonopiate Pain Control Systems 

(Watkins and Mayer, 1982) . This section provides the basis 



for Section IV, the last section of this chapter, on models 

of pain published in the 1980's and 1990's. 

Section rv, the concluding section of this chapter, 

presents information on recently published models of pain, 

and the establishment of multidisciplinary pain clinics, to 

illustrate the continuing trend in the literature, in the 

1980's and 1990's, for pain to be viewed as a 

multidimensional process, rather than as a dualistic linear, 

cause and effect process (Garnsa, 1994). 

Chapter Two: Theories and Concepts of Pain, will therefore 

provide the theoretical and conceptual basis for the 

multidisciplinary clinical approaches to pain management 

which are presented in Chapter 3: Clinical Approaches. 

13 



Section I: Introduction 

Our nervous system controls our every move 
and thought. A properly functioning nervous 
system permits us to perceive the 
environment, integrate our perceptions with 
memories of prior experiences, and then make 
appropriate and effective responses to what 
we have seen and heard. (Wilson, O'Leary and 
Nathan, 1992, p.23). 
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Organisation of the Central Nervous System 

According to Wilson et al. (1992), the human nervous system 

contains two separate information processing systems, the 

Central Nervous System (CNS), containing the brain and the 

spinal cord, and the Peripheral Nervous System(PNS) The PNS 

1S divided{see Figure 1) into the Somatic Nervous 

System(SNS), and the Autonomic Nervous System (ANS), which 

automatically regulates internal organs such as the heart 

and bl ood vessels. fij~ 
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1. Organisation 
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of the 
Wilson 

Central Nervous 
et al. , 1992, 
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Physiology of Nerve Fibres 

Our nervous system contains billions of nerve cells called 

neurons which receive and transmit information from a wide 

range of sensory receptors. This information is transrni tted 

( ~ee Figure 2) from one cell to another due to changes in 

chemicals within the cells (Kandel, 1991). 

Figure 2. Physiological details of a nerve 
cell, showing structures involved in the 
conduction of information within the Central 
Nervous System (Kandel, 1991, Fig.2-1, p.19). 

• 
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Classification of Nerve Fibres 

Physiologists study and classify nerve fibres by isolating 

single units, and then searching for the type of stimulus to 

which the fibre responds (Melzack and Wall, 1988). Nerve 

fibres may be either uncovered (unmyelinated), or covered 

(myelinated), with differing potential for speed of signal 

conduction (see Figure 2}. Large mylenated nerve fibres have 

a lower theshold of excitation and a faster conductivity 

than the small diameter C fibres (see Table 1). The myelin 

sheath is composed of fatty insulating material which 

enables high speed conduction. The conduction velocity of a 

fibre is important because the faster the central nervous 

system receives the information the faster the system can 

react (Kandel, 1991). 

Table 1. 

Afferent fibre diameters and conduction velocities 

(Table 24(2) Kandel, 1991). 

Cutaneous Diameter Conduction 

nerve (u m] velo~ity{ms) 

Myelinated 

Large A - C 13 -20 80 -10D 

Small Ab 6 -12 35 - 75 

Smallest Ad 1 - 5 5 - 30 

Unmyelinated C 0.2 - 1.5 0.5 - 2 
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Dorsal Root Ganglion Cell 

The dorsal root ganglion cell (see Figure 3) is the sensory 

receptor in the somatic sensory system which has the 

function of stimulus transduction and transmission of 

encoded stimulus information to the Central Nervous System. 

I 

c.,,,,, 
PenpMery - - ~er•·o,,s 

ly~•~·"' 

Figure 3. Morphology of a Dorsal Root Ganglion Cell, 

{From Martin and Jessel!, 1991, Fig. 24-1, p.342). 

The concepts provided so far in this introductory part of 

Chapter: 2, 

organisation 

have provided a very brief picture of 

of the Central Nervous System and 

the 

the 

physiological characteristics of nerve cells. As mentioned 

in the introduction, the following Section: II will summarise 

the historic dualistic approach to pain, in which pain was 

conceptualised as either a symptom of the body (a 

neurophysiological or biomedical approach) to pain and 

processes, or as a symptom of the mind ( a psychological or 

psychoanalytic approach to pain and pain processes). 
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section: II 

Pain: A Mind or Body Process? 

Section II of Chapter 2: Theories and Concepts of pain, 

provides an overview of the major theories and concepts of 

pain which were published during the late Nineteenth Century 

and early to mid-Twentieth Century. These early ideas on 

pain and pain processes, presented in this section, show 

that pain was conceptualised as either a problem of the 

mind(a psychological process), or a problem of the body(a 

neurophysiological process). Information provided in Section 

II therefore provides the basis for the information on more 

recent theories and concepts of pain, presented in Section 

III and Section IV of this chapter, which illustrate the 

trend, in the literature, for pain and pain processes to be 

viewed as a more complex phenomenon, in which processes of 

both the mind (Psychological}, and the body 

(Neurophysiological) are included. The view, current in the 

late Nineteenth and early to mid-Twentieth Century, that the 

processes of the mind (psychological processes} and the 

processes of the human nervous system (neurophysiological 

processes) were separate and parallel is reflected in the 

following quote, 

In all our studies of diseases of the central 
nervous system we must be on our guard against the 
fallacy that what are physical states in lower 
centres fine away into psychical states in higher 
centres; that, for example, vibrations of sensory 
nerves become sensations, or that somehow or another 
an idea produces a movement (Jackson, H., 1878, 
p.306). 
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According to Hamilton {1955), the differentiation by medical 

practitioners between organic (body) medical 

functional(mental) medical conditions 

conditions, and 

became firmly 

established at the end of the 19th and early 20th Century, 

as a result of the discovery of the cell and the use of 

microscopes to study diseased organs. Dunbar (1948 I 

commented that in primitive cultures, the whole person had 

been treated but that the development of organised 

religions, and the creation of a medical profession, had led 

to a division of roles in which psychic phenomenon was left 

to those who claimed the spirit and the soul as their field, 

whilst bodily ailments were left to physicians and their 

developing science. 

Pain as a Process of the Body 

( a Neurophysiological Process) 

The information included in this first part of Section II, 

on the Specificity Theory of Von Frey (1894), and the 

Summation or Critical Threshold Theory of Goldschneider 

{ 1894) was primarily based on sources included in articles 

on the Gate Control Theory of Pain (Melzack and Wall 1965, 

1988, Melzack, 1973, Wall, 1978). 
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Specificity Theory (Von Frey, 1894) 

According to Melzack(l973), and Degenaar (1979), Von Frey 

(1B94) suggested that there were four cutaneous sensory 

modalities of touch, warmth, cold and pain, with four 

specific pathways to the brain. On the basis of this belief, 

current in the late nineteenth century in Europe, Von Frey 

(1895) published a Specificity Theory 1.n which pain was 

conceptualised as having a specific linear, 1 to 1, cause 

and effect relationship between stimulus and pain{see Figure 

4 I . 

A,,)~SS"II~~ 0,RCc...r 

Sli Ml.(LI./.~ l--------------1'-'-'o'-~!~R~Ac.:,:iN;:.__~>( 
-> "$1(,...._" 

Figure 4. Example of a specific, linear, 1 to 1, 
Cause and Effect Relationship of Stimulus to Pain. 
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Melzack (1973) criticised Von Frey's Specificity theory for 

making an anatomical asslll11ption that, 

A single morphologically specfic receptor lay 
beneath each sensory spot on the skin which was 
specifically linked to each of the four sensory 
modalities and used logical deductions rather 
than experimental evidence ... but there has been no 
support for this specificity concept from detailed 
histological examinations of the skin (Melzack, 
1973, p.133). 

Melzack(1973) also cri tisised Von Frey for making a 

psychological asslll11ption of a fixed direct unvarying 

relationship between psychological sensory dimension and a 

physical stimulus dimension, implying that the selection of 

information about the stimulus occurs entirely at the 

receptor level and is faithfully transmitted to the brain. 

Summation or Critical Threshold 

(Goldschneider 1894) 

Theory 

According to Elton, Stanley and Burrows (1983), Melzack and 

Wall (1965) ,Goldscheider proposed in 1894, that pain did not 

result from the activation of specific receptors but 

suggested instead that receptors were non-specific. 

Goldschneider according to Elton et al. (1983), proposed 

that the temporal (timing) and spatial {spread) patterns of 

the particular stimuli were coded at the dorsal horn of the 

spinal cord. When the activity level (or pattern}, of 

activity summed over a critical threshold, a message of pain 

was sent to the brain. Goldschneider's concept was 
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therefore, according to Melzack (1973), a more complex 

conceptualisation of the pain process but was still 

essentially a linear cause and effect system (see Figure 5). 

er 
t''.!Or/- SPC:u1---,c 

Figure 5. Summation of Inputs at the 
Cord, Over a Critical Threshold, of 
Originating from Non-specific Receptors 
Periphery(Skin). 

Spinal 
Signals 
at the 
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According to Melzack (1988), Goldschneider(l894), also 

theorised that the critical threshold process could be 

affected or modulated by 

conditions(such as syphilis) 

damage or 

Goldschneider 

pathological 

was reported 

(Melzack, 1973, p .140 I to have based his theory on 

observations of patients with spinal cord degeneration who 

reported pain which seemed out of proportion to the stimulus 

or who showed a prolonged delay in reporting the onset of 

pain from the stimulus i.e. variations of intensity and 

duration of The 

Goldschneider's Summation 

main 

or 

differences 

Critical 

between 

Threshold 

Theory(l894), and Von Frey's Specificity Theory(1895) were: 

• non-specific receptors 

• summation or coding process 

• importance of processes at the dorsal horn of the spinal 

cord. 

According to Melzack (1973), and Elton et al. (1983), the 

concept of a summation process at the spinal cord level from 

non-specific receptors at the skin explained some of the neural 

coding mechanisms, but could not explain the persistence of 

pain after lesions of a neural pathway. A more complex theory 

was required. 
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The two concepts of pain and pain processes outlined so far, 

were examples of the 'pain in the body' (neurophysiological) 

approach to pain and pain processes. The second part of this 

Section II, provides information on the 'in the mind' 

(psychological) approach to pain in which pain, for which no 

physiological basis could be found, was conceptualised as the 

product of 'in the mind' (psychological) processes. 

The mind has functions that are different from 
those of the central nervous 
societies function in ways 
reduced to the function of 
(Mandler, 1984, p.9). 

system, just as 
that cannot be 

individual minds. 

Pain as a Process of the Mind 

Psychogenic Pain 

Psychogenic pain is, 

A term meaning psychological in origin ... which is 
used as a qualifier for disorders that are assumed 
to be functional in origin, i.e. no known organic 
dysfunction (Reber, 1985, p.590). 

According to Hamilton (1955), "the study of the changes in 

tissues produced by disease destroyed the 'humoral' theories 

and led to 'disease' theories ... unfortunately certain types 

of chronic illness defied solution by these methods and 

alternative theories began to be put forward to explain 

(Hamilton, 1955, p.l). Fordyce {1976) stated that 
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psychogenic pain is a term which can be used and interpreted 

in two ways, 

• to note a discrepancy between pain behaviours of 

that individual in different settings and 

• as a attempt to explain the discrepancy in terms 

of the individual trying to gain something (e.g. 

attention) or because the individual has some type 

of underlying personality problem. 

According to Engel (1959), 

Unless you can relinquish the idea that pain must 
originate in peripheral receptors, and nowhere else, 
it is virtually impossible to understand what is 

referred to as 'psychogenic' pain (Engel, 1959, 
p.900). 

Hysteria and Conversion Disorder (Breuer, and Freud, 

1893, 1895) 

In the late Nineteenth Century in Europe, the term hysteria 

was assumed to be: "t'r,e product of a psychical trauma which 

had been forgotten by the patient" {Strachey, 1986, p.14). 

The term hysteria was derived from the Greek word for uterus 

which, 

Reflects the early belief that the uterus of a woman who 
had not sexual relations or was childless could dry out 
and "wander" through the body, symbolising the desire 
for procreation. Where the uturus 'settled' would 
determine the specific symptom (Wilson et al., 1992, 
p128). 
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According to Strachey (1986), Sigmund Freud was a private 

consultant in Vienna in 1988, specialising in nervous 

diseases, who became professionally associated with Joseph 

Breuer who had experience in using the hypnotic method to 

treat clients suffering from 'hysteria'. Both Breuer and 

Freud, according to Wilson et al. (1992), had travelled to 

France to study the method of hypnotism used by Charcot, a 

prominent French specialist in nervous diseases. Breuer and 

Freud (1893, 1895), published papers suggesting that 

hysteria was a result of a repression of their client's 

forgotten traumatic memories and that these 'repressed and 

pathological experiences' were: 

Experiences which were completely absent from the 
patients memory when they are in a normal psychical 
state, or are only present in a highly summary form. 
These memories persist for a long time with astonishing 
freshness and with the whole of their affective 
colouring (Breuer and Freud, 1893, p.60). 

Breuer and Freud{l895), published details of their treatment 

of clients suffering from hysteria and stated that: 

When a client's memory had been clearly brought to 
light, along with its accompanying affect, and when 
the patient had described that event in the greatest 
possible detail and the client put the affect into 
words (abreaction), the individual 'hysterical' 
s:yrnptom disappeared immediately and permanently. 
(Breuer and Freud, 1893, p.57 ) . 

According to Strachey (1986, p .18) Breuer had been using 

hypnosis and 'suggestion' for the treatment of these cases 

since 1878. According to Wilson et al. (1992), Freud decided 
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to abandon the use of suggestion, and instead used 'free 

association' , "a fundamental concept of psychoanalytic 

therapy" (Wilson et al.,1992, p.130). 

The word 'conversion' according to Wilson et al. (1992), was 

coined by Sigmund Freud ( 1895) to describe a process in 

which clients with 'hysterical neurosis' , coped in a 

symbolic way with anxiety. In current literature, according 

to Wilson et al. (1992), the term 'conversion disorder' is 

used for a somatoform disorder which is defined as: "the 

loss of physical functioning that suggests a physical 

disease but no underlying psychopathology can be found" 

(Wilson et al., 1992, p.128}. 

The criteria for distinguishing between conversion 
and malingering is that conversion is regarded as an 
unconscious process, whereas a malingerer is 
motivated by reward or avoidance of an unpleasant 
situation {Wilson et al., 1992, p.128). 

criticisms of the 'Hysteria' Concept 

Walters {1961) attempted to make a clear distinction between 

'hysteria' and 'psychogenic pain', noting that, 

Many of his clinical pain patients did not fit the 
traditional picture of 'hysteria' but seemed rather 
to be in a depressed and defeated state as a result 
of situational stress (Walters, 1961, p.2). 
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Even though Walters (1961) still used the term 'psychogenic' 

to categorise the pain of his patients, Walters (1961), made 

the point that he always tried to treat his patients by 

making a ' holistic search' for any physical, psychological 

or social factors which could be relevant. 

Hysteria: Sexual Abuse or Sexual Fantasies? 

Freud(1920) initally put forward the hypothesis that the 

trauma in childhood which led to the later development of 

hysterical/conversion symptoms: 

were always sexual, always occured in childhood, and 
always involved peverse sexual activities, usually 
forced on the child by an adult (MacMillan, 1992, 
p.208). 

However, according to MacMillan (1992) this hypothesis was 

beginning to be retracted only months later, for a number of 

reasons, one of which was: 

There would have to be very many 
childhood seduction than of hysteria, 
hardly have escaped public notice 
p. 209). 

more cases of 
a fact that would 
(MacMillan, 1992, 

Authors such as Masson (1988), Eysynck (198S), MacMillan 

(1991), criticised both Breuer and Freud for misinterpreting 

the significance of the information gained from their 

clients. According to MacMillan {1991), Freud reformulated 

his theory from a 'seduction theory' to a 'sexual fantasy' 

theory in which the client was hypothesised to be: 

"recalling a fantasy expressing the wish for the 
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satisfaction of a perverse childhood sexual impulse" 

(MacMillan, 1992, p.209), According to Wilson et al. (1992), 

Freud began to believe that all cases of hysteria (or 

conversion neurosis) were the result of unresolved sexual 

conflicts and this led to a split with Breuer, however: 

"Breuer' s view is most in line with current psycho-analytic 

theory" (Wilson et al. 1992, p.131). 

The Pain Prone Patient (Engel 1 1959) 

Engel (1959) stated that the medical training throughout the 

previous century, had been presenting pain in simplistic, 

solely physiological terms such as pain receptors, pain 

fibres and pain perception centres. Engel ( 1959} criticised 

his peers for believing, 

That pain could only result from 
pain pathways whilst they accepted 
could experience visual images 
asleep (Engel, 1959, p.899). 

stimulation of 
that individuals 

(dreams), when 

Engel (1959} argued that biomedical theories ignored the 

fact that individuals could vary in their conscious 

experiencing of pain and that the medical training of his 

era had led medical staff to believe that a patient's pain 

was imaginary, or not real, if no organic stimulus could be 

found. Engel suggested that this had led his medical peers 

to ignore the obvious suffering of their patients. Engel 

(1959) pointed out that when people attempted to describe 

their pain they nearly always included an affective 

component and that his patients used terms such as 
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'unpleasant' or 'pleasant'. However, Engel ( 1959) stated 

that the pain itself was not pleasureable, and proposed that 

any pleasure could be explained by an association of past 

loved ones with the relief of pain. 

Engels (1959) suggested that associations between pain and 

punishment, and pain, aggression and power occurs during 

childhood experiences. Another powerful pain association was 

suggested as being between pain and the loss or separation 

from loved ones, when physical pain could become an 

acceptable coping mechanism for coping with the actual or 

anticipated trauma of loss of the loved one. Engel also 

pointed out the association between sexual pleasure and 

pain, mentioning that sexual excitment could be stimulated 

by inflicting or experiencing pain. Many of the concepts 

included in Engel's(1959) paper on the 'pain prone patient', 

outlined above, were included(see Table 2) in clinical 

criteria for a diagnosis of a 'pain-prone disorder' (Aronoff 

and Wagner, 1988; from Blumer, and Heilbronn, (1982). 



Table 2. 

Clinical Criteria for the Pain-Prone Disorder. 

Somatic complaints 

continuous pain of obscure origin 

hypochondriacal preoccupation 

desire for surgery 

Self-concept 

denial of conflicts 

idealization of self and of family relations 

ergomania(prepain) 

workaholic 

Depression 

relentless activity, 

anergia(postpain) lack of initiative, 

inactivity, fatigue 

Anhedonia: inability to enjoy leisure/sex/social 

life, Insor,:mia 

Depressive mood and despair 

History 

Family and personal history of 

depression/alcoholism 

Past abuse by spouse 

Crippled relative 

Relative with chronic pain 

31 

(adapted by Aronoff, and Wagner, 1988; from 
Heilbronn, (1982). Chronic pain as a 
depressive disease: the pain prone 

Blumer, and 
variant of 

disorder. 
J.Nerv.Ment.Disorders., 170, 381-406. 
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Section II has provided information on some of the 

psychological concepts of pain and pain symptoms which 

appeared in the literature during the early to mid-Twentieth 

Century. Section II has shown that, according to 

Engel (1959), individuals whose reported pain symptoms did 

not have a clear medical basis were regarded as suffering 

from a symptom 'of the mind' rather than 'of the body'. The 

researcher has included information on the historical basis 

for the use of terms, such as psychogenic pain, hysteria, 

conversion disorder, and 'pain prone patient'. However, 

according to Garnsa (1994), 

analysis of the published literature 
attempts to distinguish pain of 
origin from pain due to physical 

not been successful! (Garnsa, 1994, 

A critical 
shows that 
psychological 
causes have 
p.21). 

The following section III provides information on the Gate 

Control Theory (Melzack and Wall, 1965 to 1988), in which 

pain and pain processes were conceptualised as a complex 

interaction between neurological, physiological and 

psychological processes. This was in contrast to the purely 

psychological concepts of Breuer and Freud(l893, 1895) and 

Engel (1959), and the purely physiological concepts of Von 

Frey (1894) and Goldschneider (1894). 
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Section III: Pain as a Mind and Body Process 

(Neurophysiological-Psychological Concepts of 

Pain) 

Until about 30 years ago, physicians could only 
attempt to cut nerve pathways and prescribe 
narcotics, as they had done for hundreds of 
years, when this proved inadequate, they 
referred patients to psychiatrists or to 
ministers (Sternbach, 1987, p.59). 

Gate Control Theory of Pain {Melzack and wall, 1965, 

1988, Melzack 1973, Wal1, 1978) 

The concepts outlined in the previous two sections were 

provided as a basis for understanding the relative 

contributions of earlier theories. The Gate Control Theory 

of Pain ( (GCT)), was an attempt to integrate both neuro-

physiological and psychological factors into one 'gate 

control' theory which had the potential to provide some 

answers to the cornplexi ties of the pain experience. This 

theory has since been described as one of the most 

influential and comprehensive theories of pain (Elton, et 

al., 1983). In their original model, (Melzack and Wall, 

1965), suggested that psychological factors such as past 

experience, attention and emotion, influenced pain response 
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and perception (see Figure 6). Melzack and Wall {1965) 

suggested that a gate could be closed as the result of 

activity in the large, rapidly conducting C fibres and 

closed as a result of inhibition process which would 

decrease the small fibre input and enhance the large fibre 

input (see also Figure 7). 

s 

Gate 
control 
system 

The Multiple Contexts of Chronic Pain 

T 

Central comrol processes 

Mo11va~onaJ-aflective 
system 

{Cenual •ntens,ty 
m:ll"lllOr) 

Sensi;;ry-<11scr1m,nat1ve 
system 

(Spa1,o-1empora1 
analysis) 

Motor 
mechanisms 

Figure 6. Conceptual Model of the Sensory, 
Motivational, and Central Control Determinants of 
Pain (Melzack and Wall, 1988, Fig.31, p.191). 
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Figure 7. Gate Control Theory of Pain (Melzack and 
Wall, 1965) a 2 Fibre System at the Dorsal Horn 
(adapted from Jessell and Kelly, 1991, Fig. 27-8, 
p.392). 

35 

' I 
l 



36 

From 1965 to 1988, Melzack and Wall published numerous 

papers and books, re-examining, re-stating and reformulating 

their original theory in the light of criticisms and new 

research evidence. 

Wall (1978, p3 I re-stated the Gate Control Theory as 

follows, 

Info:rrnation about the presence of injury is 
transmitted to the central nervous system by 
peripheral nerves. Certain small diameter fibres 
respond only to injury while others with lower 
thresholds increase their discharge frequency if the 
stimulus reaches noxious levels, 

Cells in the spinal cord or fifth nerve nucleus 
which are excited by these injury signals are also 
facilitat.ed or inhibited by other perpheral nerves 
fibres which carry information about innocuous 
events, 

Descending control systems originating in the brain 
modulate the excitability of the cells which 
transmit information about. injury (Wall, 1978, p.3). 

Melzack and Wall(1988) suggested that their Gate Control 

Theory had the capacity to account for the wide range of 

sensory, motivational and cognitive inputs which would 

result in the clinically reported individual variations in 

the human pain experience (see Figure 6) Melzack and Wall, 

(1988), acknowledged that. it would be difficult or 

impossible for Central Control to be greatly influenced by 

psychological imputs in cases such as cardiac pain, when the 

intensity(temporal-spatial patterns) of such a stimulus 

would ove:rwhelm other inputs. Wall ( 197 8) explained that 

their criticism of the use of the term specificity, was due 
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to the term being used in a predictive sense rather than in 

a strictly diagnostic sense. In other words Wall (1978), 

commented that he did not deny that preceeding stimuli and 

accompanying events modify the excitability of a nerve 

terminal, or that nerves respond to mechanical, chemical and 

therrral changes. Wall (1978) did criticise the belief that 

the term specificity meant that it was possible to 

accurately predict a specific sensation as an inevitable 

result of activity in a specific peripheral fibre. According 

to Wall (1978) the term nociceptor is applied (see Glossacy 

of pain terms) to a structure which detects the existar.ce of 

.":I noxious event, but Wall (1978) ctrgued that if that 

structure was then referred to as a pain fibre, that 

struc:.ure could then be assumed to be only a pain fibre. 

Jessell and Kelly {1991), said that publication of the Gate 

Control Theory provided a rational interpretation of 

previously confusing clini.cal observations: and that some of 

its predictions had led :.o effective clinical therapies such 

as Transcutaneous Electrical Stirnulation(TENS), (see also 

Chapter 4: Clinical Approaches, 

TENS) . 

for further details on 

Jessell and Kelly (1991), outlined 5 convergent lines of 

re.search which they .said had followed from the concepts 

included in the Gate control Theory of Pain, and which 

provided the following new infonnation on some of the 

central mechanisms of pain control, 



• the suppression of nociception by direct brain 

stimulation, 

•the mapping of descending nociceptive control 

pathways, 

•the localization of morphine-sensitive sites in 

the brain, 

•the characterization of opiate receptors, 

•the discovery of endogenous opioid peptides 

(Jessell and Kelly, 1991, p.393) 
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In this .section so far, info:mation has been presented on 

the main features of the Gate Control Theory of Pain (1965). 

The impact of this theory, in regard to research into the 

role of psychological processes in pain and pain processes, 

three decades after that theories intial publication has 

been acknov.·ledged by recent researchers such Skevington 

(1995), 

"since the publication of Melzac:<. and Wall's [1965) 
gate control theory of pain, psychology has been 
accepted as an integral discipline in the study of 
pain (Skevin<::1ton, 1995, p.l). 

The f::.nal part of this Section II will present information 

on some of the research by Watkins and Mayer {1982) on 

endogenous opiate and non-opiate pain control systems, the 

findings of which, according to Watkins and Mayer(1982) 

support a role for environmental factors in the modulation 

of ain. 
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Endogenous Opiate and Nonopiate Pain Control 

Systems (Watkins and Mayer, 1982) 

Watkins and Mayer(1982) published data to support the 

concept that both neural and hormonal pathways, and both 

opiate and non-opiate substances, played a role in the 

complex modulation of pain transmission. Watkins and Mayer 

( 1982) provided data to support their belief that certain 

environmental stimuli could activate other non-opiate pain 

modulatory systems, in addition to activating endorphin

mediated pain modulating mechanisms in the central nervous 

system. This data (according to Watkins and Mayer, 1982) ,had 

the following important clinical implications 

treatment of pain, 

for the 

1. The existance of a well defined neural system capable of 

blocking pain transmission suggested that the function of 

this physiological system was to modulate the perceived 

intensity of noxious stimuli, 

2. That the level of activity within this system might be 

influenced by environmental stimuli, 

3. That identification of environmental situations that 

produced analgesia would support the concept that invasive 

procedures such as brain stimulation, or narcotic drugs, act to 

inhibit pain by mimicking natural activity within the pathways, 
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and lead to less invasive ways of relieving pain. Instead of 

surgical destruction of neural tissue or the use of addictive 

drugs, multiple pain inhibitory systems research might provide 

the basis for treating pain by alternating seque~ces of 

pharmacological and non-phannacological clinical strategies, 

(Watkins and Mayer, 1982, p.1185). 

Section IV, 

overviewing 

which fellows, 

ccincepts and 

and concludes this d:apter 

tr'.eories of pain and pain 

processes, wil2- firstly present a br:_ef outlinP of three 

multi-dimensional models of pai~ which illustrate the multi

dimensional, systems approach, to pain and processes, of 

researchers publishing during the 1980's and 199D's. Section 

IV will conclude w:_th information on pain clir.ics and pai~ 

centres which have been established a::. a result of this 

tre~d towards a multi-dimensional and multi-disciplinary 

theoretical approach to pain. 
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Section rv 

Modern Mu1tidisciplina.ry Models of Pain 

Section IV presents information on three models of pain 

which have been published between 1983 and 1996. These 

models all share an emphasis towards a conceptualisation of 

pain which places importance on the individual psychological 

response of the person in pain. This individual response is 

seen in these models, as a major factor in the degree of 

coping, or u~coping, of the individual concerned. 

The systems perspective on pain 
many different possible ways 
intentionally to influence your 
(Kabat-Zinn, 1990, p.288). 

A Circular Model of Pain: 

Burrows, 1983) 

opens the door for 
to use your mind 
experience of pain 

(Elton, Stanley and 

The c;rrular Model of Pain {Elton, SLanley and Burrows, 

1983), integrates multi-dimensional factors into a model for 

pain. This model is described by the authors as an 

Interactional Psychophysical Model of Pain. According to 

Elton el al. (1983}, the circular representation (see Figure 

8), is used to highlight tl'.e fact that although the authors 

place their emphasis on a psychological approach to pain: 

"the resultant pain relief is due ::o complex biochemical and 
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biochenical and neurophysiological changes, activated by 

psychological interventions "(Elton ct ul., 1983, p.10). 
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Psychological Response to Illness Model (Rodin, 

Craven and Littlefield (1991) 

The following Psychological Response to Illness Model (Rodin 

et al., 1991), emphasises the role of psychological factors 

in chronic illness(see Figure 9). Rodin et al. (1991) stated 

that psychological factors, especially the personal meaning 

of an illness to the individual concerned, were important 

factors in detennining whether a chronically physically ill 

person would achieve a successful adjustment, or would 

become a depressed 'adaptive failure'. Their model, shows in 

flow chart form, how the personal meaning of the illness, to 

the individual concerned, is the central factor in that 

individual's psychological response: 

Personal 
subsequent 
mechanisms 
into play. 

meaning contributes not only 
affective response but also the 
and coping strategies that are 
(Rodin, et al., 1991, p.182). 

to the 
adaptive 
brought 

Rodin et al. (1991) said that this 'personal meaning' was 

influenced by, "the psychodynaroic equilibrium, self-

structure, personality and cognitive disposition of the 

individual" {Rodin et al., 1991, p.182). In this regard, 

their model is similar to the Distress versus Wellness Model 

{Charlesworth and Nathan, 1984), which also emphasised the 

importance of cognitive functional, versus cognitive 

dysfunctional, factors in the adaptation of an individual to 

stressfull experiences. 
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Figure 9. The Pye ho logical Response to Illness Model 
(Rodin, et al., 1991, Fig. 6.1, p.183). 
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Ecological Model for Assessment of Chronic Pain and 

Dysfunction {Dworkin, Von Korff and Leresche, 1992) 

This model ( see Figure 10) , was developed, according to 

Dworkin et al. (1992), to depict the various levels at which 

pain-relevant variables may be mt:asured, and is based on a 

belief that pain is a rr.ulti-dimensional process and 

therefore requires both a multi-dimensional assessment, and 

a mu]ti-dimE>nsional approach to the treatment of pain. In 

this model (see Figure 10), both the 'temporal' and multi-

dimensional' aspects are emphasised. Dworkin et al. (1992), 

reqarded this mode] as a""l 'ecological model' , in which ,Pain 

is viewed as an integration of objective, subjective and 

invironrnental influences, and also recognises t:Jat "pain 

states change over time". Dworkin et al. (1992) believed 

that their model ca~ help the clinician determine which type 

of pain questionnaire to use. Dworkin and Whitney, (1992), 

stated that: "although at the biologic level, the report of 

pain reflects some information, or signals activity in the 

nervous system, the first opportunity to measure the 

subjective experience of pain is at the perceptual level", 
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Dworkin and Whitney (1992, p.431), listed a variety of self

report measures which they believed are appropriate at the 

initial stages of pain assessment, these include: 

• Visual Analogue Scales {VAS), 

• McGill Pain Questionnaire {MPQ) 

• psycho-physical scales such as the Verbal Descriptor 

Scales (VDS). 

Dworkin a.rid Whitney (1992) also stated that evaluating pain 

measures for their usefulness, begins with assessing which 

level(s) of pain: perception, appraisal, behaviour, the 

measure has been designed for(see Figure 10). 

The information which has been presented so far in this 

chapter has shown how the conceptualisation of pain, has 

progressed from the linear, cause and effect specific 

receptor concept (Von Frey, 1894;) , and the summation or 

critical threshold concept (Goldschneider, 1894), to the 

multi-dimensional constructs of the 1980's and 1990's (Elton 

et al., 1983, Rodin et al., 1991, Dworkin et al., 1992) . 

Information was also provided in this chapter on the 

contribution made to this trend towards an increasingly 

complex conceptualisation of pain, by the publication, in 

1965, of the Gate Control Theory of Pain (Melzack and Wall, 

1965, 1988; Melzac:k, 1973, Wal, 1978). Infonnation was 
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provided in Section II on ideas suggested to explain pain in 

psychological or psychoanalytic terms. Information was 

provided on the concept of a Pain Prone Patient{Engel, 

1959), which was offered to provide an alternate explanation 

to 'hysteria' {Breuer and Freud, 1893, 1895), for some 

patients whose pain symptoms did not seem to have an organic 

basis. This last section of Chapter 2, will conclude with 

information on the trend towards the establishment of 

multidisciplinary pain 

established in America 

centres. Information 

and information from 

from clinics 

the 

established Canberra Hospital Chronic Pain Clinic 

recently 

will be 

used to illustrate both the goals of the centres and the 

roles of their multidisciplinary staff members. This section 

will therefore provide the basis for the following Chapter 

Three: Clinical Approaches to Pain Management. 

Pain Centres 

According to Aronoff ( 1988) treatment programs in multi

disciplinary pain centres are based on the assumption that 

pain problems always involve psychological and social 

factors as well as physiological components. Credit for the 

impetus towards the establishment of multi-disciplinary pain 

centres in the United States and other Western countries is 

given to J.J. Bonica (Degenaar,1979) Bonica was a military 

surgeon during World War II who noticed that surgical 

procedures such as 

straightforward pain 

nerve blocks 

conditions but 

worked well 

that chronic 

with 

pain 
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patients did not seem to benefit as much. According to 

Aronoff {1988), the establishment of pain centres recognised 

the fact that no single discipline had the answers to pain 

management problems, and government reactions to the growing 

economic and social costs to Western societies of treating 

and compensating pain sufferers. According to Aronoff 

(1988), emphasis is placed on a positive, solution focused 

approach, aimed at patients taking responsibility for 

achieving what is possible rather than being over-absorbed 

in a negative problem focused approach to day to day living. 

Aronoff (1988) said that one of the most important features 

of multi-disciplinary pain centres/clinics is the emphasis 

given to educating the patient so that the 

psychological/psychiatric components of the pain centre 

courses is not viewed by the client as an implication that 

their pain is not real. The psychologist in a multi-

disciplinary pain centre, according to Brena and Turk 

(1988), has the following roles in a pain management 

program: 

• collect assessment data (psycho-social and 

behavioural) , 

• provide psychological treatment and training in, 

stress management, 

problem solving, 

enhancement of resourcefullness, 

reduction of perceived helplessness, and 

family counselling. 
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According to Aronoff, Crue and Seres {1988), client numbers 

are usually fairly low, and the courses often run for weeks. 

Some centres operate on an inpatient basis, and some on an 

outpatient basis. Aronoff et al. (1988) stated that Pain 

Centres include a large range of health professionals on 

their staff, (doctors, psychiatrists, psychologists, 

physiotherapists, occupational /voccational therapists and 

nurses). This results in high costs and thorough screening 

of referrals to try to ensure that patients who attend these 

clinics have a reasonably high chance of being clients who 

will also most benefit from attending. The following 

information is provided on the Canberra Hospital Chronic 

Pain clinic as a example of a recently established 

Australian Pain Centre. 

The Canberra Hospital Chronic Pain Clinic 

The Woden Valley Hospital(now The Canberra Hospital) Chronic 

Pain Clinic was established in 1993. According to the Annual 

Report (Canberra Hospital Chronic Pain Clinic, 1996) the 

goals of the clinic are to, 

• ensure that all necessary medical assessments and 

treatments have been conducted, 

• increase client self-responsibility, 

• encourage client independance. 
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The Canberra Hospital Pain Management Clinic offers, 

• a medical clinic for both inpatients and outpatients, 

• a comprehensive multidisciplinary outpatient program 

involving all staff, and including a biofeedback 

component offered by the psychologist (as well as 

the cognitive behavioural component), 

• a take-home abridged version of the 

multidisciplinary program for patients who were 

unable to take the course, or who were considered 

unsuitable. 

The composition and role of the staff, were described as 

follows (Canberra Hospital Chronic Pain Clinic, 1996}, 

• Medical Staff to provide a medical service, share 

information, and encourage informed choices, 

• Physiotherapist to increase fitness, 

• Occupational Therapist to increase daily 

living skills, 

• Nurse to provide information 

• Psychiatrist to provide a psychiatric service, share 

information and explore mood parameters, 

• Psychologist to teach cognitve coping/management 

skills. 

• Administrative Nurse to conduct preliminary 

screening interviews, co-ordinate appointments and 

treatment regimes, office management. 
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Efficacy of Multi-disciplinary Centres/Clinics 

Flor, Fydrich and Turk (1992) conducted a meta analysis of 

sixty five studies into the efficacy of multidisciplinary 

pain treatment centers, and said that their results tended 

to support the efficacy of these centres. However, Flor 

et.al. (1992), said their report needed to be interpreted 

cautiously because of the marginal quality of the study 

designs, and the study descriptions provided in the reports 

which Lhey studied. Flor et al. (1992) said that pain 

centres had often been criticised because reports of the 

efficacy of treatment programs had been based on subjective 

impressions, and personal opinions. However, Flor et.al 

(1992} concluded that the results of their meta analysis, 

provided support for a conclusion that mul ,:.i-disciplinary 

pain clinics were efficacious. They stated that at long term 

follow-up, graduates of these clinics were functionally 

better off than 75% of a sample which was either untreated, 

or treated by conventional uni-modal treatment approaches. 

Flor et al {1988) said that effects for pain clinics were 

not based just on the subjective views of the patients, but 

on objective, behavioural variables, such as return to work 

or decreased use of the health care system. According to 

Aronoff et al. (1988), reports from some pain clinics in 

America indicate that 25% of clients report significant 

improvement in quality of life, about 50% have some long 

term improvement, and about 25% return to their old negative 

patterns, fairly soon after completing the programme. 
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Spence and Sharpe (1993) in a comparison of self-help 

programs and pain clinic programs reported that there was a 

very high drop out rate for the self-help program compared 

to the pain clinic program. The only predictor they found to 

explain this finding was the pre- treatment ratings of the 

credibility of the programme. The Canberra Hospital 

( formerly Woden Valley Hospital) Chronic Pain Clinic ( 1996) 

reported: "a minimal drop out rate for their program which 

was attributed to an emphasis on self-help, motivation and 

readiness, clinic attitude and the styles of the individual 

therapists" (ACT Chronic Pain Clinic, 1996, p.5). 

Large {1985), stated that exposure to a pain management 

program has a significant effect on an individual's attitude 

towards illness, and also improves self-esteem. Spence and 

Sharpe 11993 I, in an Australian study, compared the 

effectiveness of a self-help, cognitive-behavioural program, 

to a pain clinic program for the rehabilitation of a sample 

of chronic pain patients, and found no differences between 

the two programs. 

significant benefits 

Spence and 

on measures 

Sharpe {1993} 

of depression, 

reported 

anxiety, 

coping strategies, impact on daily living, pain beliefs and 

self-monitored pain, which were maintained on the six month 

follow-up. In a study of factors associated with lack of 

compliance, 

disciplinary 

and early discharge, from intensive multi-

rehabilitation programs, it was reported 

{Carosella, Lackner and Feuerstein, 1994) that multiple 

variables contributed to the prediction of early discharge. 
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Some of the factors noted in their study were a higher level 

of perceived disability, pain and somatic focus. 

Contributory factors mentioned by Carosella et al. (1994} 

were the level of distress felt by patients involved in 

Workers compensation, and financial and family stressors. If 

these factors were identified prior to admission, these 

patients could either be excluded, or be given clinical 

assistance such as brief family intervention prior to entry. 

Summary 

Information has been provided in this Chapter 'Two: Pain 

Theories, on the development of theories related to pain, 

from the late Nineteenth Century, when the trend was for 

pain to be conceptualised as either a problem in the body or 

a problem in the mind, to the 1990's, where pain is 

increasingly conceptualised as a multi-dimensional process. 

This trend, evident in the literature for pain to be 

conceptualised as a complex, subjective, multi-dimensional 

process is reflected in the research literature on pain 

management. A selection of these multi-disciplinary 

clinical approaches to pain management will be outlined in 

Chapter Three: Clinical Approaches which follows. 
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CHAPTER THREE: CLINICAL APPROACHES 

This chapter presents 

clinical approaches to 

some 

pain 

of the 

management 

multi-disciplinary 

which have been 

mentioned in research journals and/or publications dealing 

with pain and pain management during the last few decades. 

Some of these approaches to pain management (e.g. beliefs 

and coping strategies, multi-disciplinary pain centres), 

have become a focus of international research after 

publication of a particular theory such as The Gate Control 

Theory of Pain (Melzack and Walls, 1965 1988). Other 

approaches, such as acupuncture and meditation, evolved and 

were practiced in non-Western countries such China, India 

and Tibet. In the last few decades many of these so called 

'alternative approaches' have also become the subject of 

research attention in Western countries. As a result of the 

research trend towards a multi-dimensional approach to pain, 

(which is evident in the literature cited in the previous 

Chapter Two: Theories) , researchers also became interested 

in multi-disciplinary approaches to pain management, as an 

alternative to, or to complement bio-medical approaches. 

Alternatives to invasive techniques such as radiotherapy, 

chemotherapy or radical surgery for cancer pain patients 

have been sought. Innovative new programs have been 

established for research and education in cancer pain 

m.anagemenL e.g. the Commonweal Cancer Help Program in 

America (Remen, 1996), and The Gawler Foundation in South 

Australia. 
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The non--inclusion of any approach in this chapter, should 

not be taken to imply that the approach does not have merit, 

rather that limitations imposed by the nature of this field 

study made it impossible for the researcher to compile an 

exhaustive list. The approaches to be covered in this 

chapter are presented in alphabetical order as follows: 

Acupuncture 

Beliefs 

Biofeedback 

Cognitive -Behavioural Therapy 

Drug Therapy 

EMDR (Eye Movement Desensitisation Reprocessing) 

Family Therapy 

Hypnosis 

Occupational Therapy 

Physical Therapy 

Relaxation 

surgery 

TENS (Transcutaneous Nerve Stimulation} 

This chapter on clinical approaches to pain management will 

conclude with a S~'llITlary in which a rationale for aim of Lhis 

field study will be presented as an introduction to Chapter 

Five: Methodology. 
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Acupuncture 

Acupuncture (see Figure 11) has been a traditional healing 

method in Chinese culture for many thousands of years and, 

according to Kabat-Zinn (1991), the use of acupuncture as an 

analgesic came to the attention of the West when a prominent 

American newspaper correspondent visiting China was operated 

on for a ruptured appendix using acupuncture as the 

analgesic. Acupuncture as a technique for healing bodily 

ailments was based on a belief that the body needed to be in 

balance or a state of harmony between the two opposing 

forces in life of Yin and Yang (Elton, Stanley and Burrows, 

1983}. According to Hughes (1942, p.212) a new 'scientific 

school of thought', called the 'Five Forces' came into 

existance in China in the third century B. C. A Chinese 

philosopher named Tsou Yen of Ch'i State conceptualised 

wood, fire, earth, metal and water as five forces which 

affected everything in life. According to Hughes (1942) the 

21 philosophers of the 'five forces school' were referred to 

in the Han Imperial Catalogue as the 'Yin Yang Experts' and 

the Chinese word 'Ch' i' was used for the concept of the 

'vital energy' of each of the five forces. Tsou Yen was 

regarded as the first 'scientific philosopher' who: 

Took what the learned had all narrated, and made a 
great correlation of the ages in their rise and 
fall, working out their omens, both bad and good, 
and their instititutions, and niaking far reaching 
inferences from them (Hughes, 1942, p.213). 



u; •:t,,~ +\-i.' ' " ' ,:,t ...... f ' ~--: C 

\'\ 
jb\i "· '!Wt lil ... il ,,, ,. 1).\ 

.ii t~ .t't./.. it• 

"" 
,,_, ·~ { ?lQ: ~,UJ.J. H ~ .~ 

1!i-rf 
::. ':s.r~ 

M ·11 JI, Ii! 

11! 

"' H 
"ig/'11' 

'-""' '" ~ '! 
,. 

t ' e 

Figure 11. Typical Acupuncture Charts showing Maj or 
Meridians and associated internal organs (Fig.38, 
Melzack, 1973, p.186). 
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According to Elton et al. (1983) the belief in 'Ch'i' as a 

vital essense, and the belief that the body needed to be in 

balance, between two opposing forces, cal led Yin and Yang, 

was the basis of acupuncture as a clinical technique. Elton 

et al. (1983) said that the vital essence Ch' i was believed 
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to be conducted by twelve pairs of main ducts{called 

meridians), and two trunk ducts, through six solid Yin 

organs, and six hollow Yang organs. The points at which 

these meridians were thought to emerge on the body surface 

were called acupuncture points (see Figure 12). According to 

Elton et al. (1983) over 800 points have now been 

identified, and acupuncture needles are inserted at these 

points, because it is believed that these points can access 

the inner organs to restore harmony to the body. 
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Figure 12. Common Acupuncture Points (Davis and 
Kwok-Yuen ( 1976) In. Elton, Stanley and Burrows 
p. 261). 
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Modern day practitioners use sterile or disposable fine 

gauge needles which are inserted through the patient's skin 

at specific 'acupuncture points' (see Figure 12), according 

to the symptoms for which the client has sought help. 

According to Melzack {1975) the insertion of the needle 

produces either a weak or strong stimulus, and acupuncture 

analgesia, which could be regarded as 

may close the pain 

a hyper-stimulation 

(1988), needles are 

gate. According 

usually placed at 

to Melzack and 

a site distant 

Wall 

from 

the reported site of the pain, the more distant the point 

the greater the expected stimulation and reaction. Watkins 

and Mayer (1988) said that acupuncture was an example of 

using the application of somatic stimuli, either noxious or 

innocuous to obtain relief from pain. Both acupuncture and 

transcutaneous nerve stimulation (TENS - see later in this 

chapter), have been shown by Barber and Mayer ( 1977), to 

produce pain relief that persisted beyond the period of 

treatment. Acupuncture research studies at UCLA Medical 

School had indicated that: "the mechanism of acupuncture is 

closely related to the function of the nervous systemy 

(Sodipo, 1979, p.364). Watkins and Mayer (1982) suggested on 

the basis of animal experiments that: "stimulation of 

regions adjacent to the painful areas activates non-opiate 

analgesia systems whereas stimulation of distant dermatomes( 

nervous system skin receptors) activates opiate systems" 

Watkins and Mayer (1982, p.1191). According to Melzack 

{1973), hypnotic analgesia is only useful for 20% of 

subjects compared to 90% for acupuncture. In a study of the 
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utility of acupuncture for chronic pain patients, Sodipo 

(1979), reported that over 80% of the chronic pain subjects 

reported a beneficial effect, but that this effect decreased 

with time, and that pain gradually returned. Sodipo(l979) 

reported a range of other beneficial effects from the use of 

acupuncture, including improvements in, 

• appetite, 

• ability to sleep, 

• bowel movement, 

• physical energy, and 

• nervous tension. 

Beliefs 

According to Williams, Robinson and Geisser (1994), 

patient's beliefs about their pain play a prominent role in 

pain perception, function and response to treatment. This 

section on beliefs will firstly present information on the 

use of the Pain Beliefs and Perceptions Inventory {PBPI), 

followed by information on the Placebo Effect, and will 

conclude by mentioning prayer, a belief that prayer will 

lead to benefits in healing and modulation or relief of 

pain. 



Beliefs should be judged not by how true or 
false they are, but how adaptive to enable 
functioning {Williams et.al.1994). 

PBAPI (Pain Beliefs and Perceptions Inventory) 
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Williams and Thorn (1989), published the Pain Beliefs and 

Perceptions Inventory (PBAPI), a questionnaire developed on 

the premise that chronic pain patients develop an 

understanding of illness through their personal beliefs. The 

PBAPI contains questions on three factors, 

• time (duration of pain), 

• mystery (understanding of pain), and 

• self-blame (degree to which the client felt that they were 

to blame for their pain). 

Williams and Thorn (1989) also suggested that the personal 

beliefs of the patients were quite likely to vary from the 

representations offered by the treating health 

professionals, so they believed that it was important to 

obtain self-reports by the client of particular beliefs and 

level of understanding of their pain experience. Williams 

and Thorn (1989) believed that the PBAPI had predictive 

value for many aspects of the pain experience and that the 

patients beliefs played an important role in the subjective 

aspect of the patients pain. Williams and Thorn (1989) said 

that pain as a mystery, was associated with negative 

perceptions of the self, and a diminished sense of internal 

personal control over health issues. Williams and Thorn 

(1989) urged future researchers to explore the relationship 

between pain beliefs and copings strategies and the 
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relationship of particular beliefs to behaviour and the 

chronic pain experience. In subsequent research reports, De 

Good and Shutty (1992) said that the most frequently 

reported source of patient dissatisfaction was failure to 

receive an adequate explanation of their pain problem, and 

the patient's belief that nurses and doctors did not 

understand their pain problems. Such patients were reported 

(Deyo and Diehl, 1986) to seek more diagnostic tests and 

alternative doctors. De Good and Shutty {1992) concluded 

that it was important to determine the specific beliefs of 

the patient about their pain and its treatment. Williams and 

Keefe (1991) in a study using both the PBAPI (Williams and 

Thorn, 1989) and the Coping Strategies Questionnaire (CSQ, 

Rosenteil and Keefe, 1983), reported that pain subjects who 

believed that their pain was enduring and mysterious were 

less likely to use cognitive coping strategies, more likely 

to catastrophize, and less likely to rate coping strategies 

as effective in controlling and decreasing pain 

this chapter for details of the CSQ). In a 

( see later 

review of 

psychometric instruments designed to test beliefs of pain 

patients, De Good and Shutty (1992) said that the PBAPI was 

brief in administration, had face validity and high internal 

consistency and reliability (for each of its three 

dimensions of time, mystery and self-blame). Williams and 

Keefe (1991) concluded from their study, using the 

PBAPI (Williams and Thorn, 1989) and the CSQ(Rosenstiel and 

Keefe, 1983) that, "patients' beliefs about chronic pain, 

such as how long it will last and whether it is a mysterious 
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experience have been shown to be related to compliance with 

treatment programs" (Williams and Keefe, 1991, p.185). 

Williams, Robinson and Geisser (1994) conducted a factor 

analytic study of the PBAPI (Williams and Thorn, 1989) and 

supported a four belief factor structure of Mystery, Self

Blame, Pain Permanence and Pain Consistency which correlated 

with pain indices measuring pain quality, psychological 

states, personality traits, physical functioning and coping 

strategies. Williams et al (1994) said that mystery of pain 

was associated with the greatest overall client distress. 

Their results indicated that subjects who reported a belief 

in pain as mysterious reported greater catastrophising and 

less percieved belief in effectiveness of coping strategies 

to control and decrease pain. Jenson, Turner and Romano 

(1994) reported that improved functioning and decreased 

health care use were associated with changes in both beliefs 

and cognitive coping strategies. In a conflicting finding, 

Morley and Wilkinson (1995) reported that in their British 

study, that the construct validity of the PBPI was not 

supported, due to interpretative issues concerning the 

'time' construct. According to Schmitz, Saile and Nilges 

(1996) the validity of a belief in the freedom from pain as 

a personal or therapeutic goal becomes more and more 

questionable as pain 

chronic. Schmitz et 

duration increases 

al. 11996 I said 

and 

that 

pain becomes 

it was very 

important for a pain patient to be able to change their 

belief in a pain free life, and be able to adjust the level 

of their personal goals and standards, so that they could 



65 

live with their pain, and accept a level of pain, whilst 

enjoying a satisfactory quality of life. 

Prayer 

Healing by prayer, or the practice of religious beliefs, has 

a long tradition in many countries of the world. In pain 

management research using the Coping Strategies 

Questionnaire (CSQ, see later this chapter), increased use 

of praying and hoping has been shown by Turner and Clancy, 

(1986), to be significantly associated with reports of 

decreased pain intensity. Turner and Clancy (1986) called 

for more research into the relationship between hoping and 

praying, and decreased pain reports, and commented that 

hoping and praying could be more effective than attention 

diversion strategies. The inclusion of a pastoral counsellor 

on a multi-disciplinary health care team is recommended 

{USDHHS, 1994) for cancer pain patients, "especially as 

patients faced with the possibility of a terminal illness 

may start to become interested in issues of spiritually, 

meaning of life and the possibility of hope" (USDHHS, 1994, 

p. 87) . 

Placebo 

A placebo is defined(Reber, 1985) as, 

A preparation with no medicinal value and no 
pharmacological effects ... which is used in 
experiments to separate the true pharmacological 
effects from the psychological effects ... due to a 
belief that a real drug is being 
admininstered(Reber, 1985, p.551). 
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A placebo effect, (defined in a circular fashion by Reber 

(1985) as "any observed effect on behaviour that is caused 

by a placebo" {Reber, 1985, p.551), is, according to Melzack 

and Wall (1988) "the oldest form of pain therapy" Melzack 

and Wall (1988, p.247). 

The use of the placebo effect in psychological pain research 

can be traced to Beecher (1951), who stated that due to the 

subjective nature of pain, animals were not suitable 

subjects for experimental research into pain, Beecher (1951) 

reported that it was possible to differentiate between 

effects as produced by drugs, and between a given drug and a 

placebo. Beecher (1951) Fordyce (1976) when discussing the 

placebo effect, said that the expectations of an individual 

could negatively or positively influence their pain 

threshold, and therefore the degree of pain reported by the 

individual concerned. In other words a person's belief or 

expectation can modulate their experience of pain . Watkins 

and Mayer (1982), said that, 

The placebo effect could be conceptualised as a 
classical conditioning procedure, because the 
placebo manipulation using injections or pills could 
be regarded as the CS (Conditioned Stimulus), and 
the prior medication or treatment as the UCS 
(Unconditioned Stimulus) {Watkins and Mayer, 1982, 
p.1191). 

Biofeedback 

Biofeedback is a procedure whereby sensors are used to 

provide the client with information about the state of their 
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bodily processes (Elton, 1982) . According to Davis, 

Eshelman and McKay (1995), individuals are trained to gain 

voluntary control of their own biological activities such as 

muscle tension, skin surface temperature, skin conductivity, 

brain waves, blood pressure and heart rate. Specific 

muscles/body areas can be tested for their level of tension 

and the sensor gives instant and continuous feedback {see 

Figure 13). 

Figure 13. Biofeedback Session: showing sensors 
and monitors (Davis, Eshelman and Mckay, 1995, pl23) 



68 

In biofeedback, the clinician teaches the individual to use 

tension and relaxation exercises{see section on relaxation), 

to both recognise when areas are tense, and to observe what 

techniques work best for them, to reduce this tension. 

According to Davis, et al. (1995), biofeedback machines in 

the 1990's are being used for a wide range of dysfunctional 

and painful conditions, and are especially useful for 

decreasing pain which is partly due to the effects of 

tension in areas surrounding an original injury site. 

Biofeedback has also been recommended by Sherman, (1996) as 

an effective treatment for cramping and burning sensations 

reported by sufferers of phantom limb pain. Biofeedback is 

also recommended by Hudzinski and Walters, (1996) for the 

treatment of myofacial pain. Sherman (1996) recommended that 

biofeedback is best used in conjunction with home based 

temperature and tension recognition, and control training, 

and also recommended that biofeedback should be used before 

trying medications or invasive therapies in this pain 

population. Eimer (1989) recommended that biofeedback should 

be used to assist with relaxation skills training because 

the readout from the biofeedback machine gives the patient 

concrete evidence of positive changes. 

Cognitive-Behaviour Therapy 

Cognitive behaviour therapy is a therapeutic approach that 

is based on the premise that beliefs, attitudes and ways of 

thinking, affect behaviour and that this behaviour can be 

changed through the systematic application of scientifically 
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derived learning principles 

Fernandez and Turk (1989), 

(Eimer, 1989). According to 

The term 'cognitive' applied to pain management 
implies: "that an individual's thought procesess 
can 'covertly' influence their pain, whereas 
behavioural techniques imply that altering 
behaviour can alter pain" (Fernandez and Turk 
(1989, p.123). 

Cognitive restructuring according to Keefe, Brown, Wallston 

and Caldwell, (1989). is a cognitive behavioural approach in 

which clients are taught to systematically identify 

irrational negative thought patterns that can exacerbate 

pain, and patients are encouraged to replace these negative 

thought patterns with more rational and positive coping 

thoughts. According to Smith (1990), emphasis in cognitive

behavioural therapy is placed on identifiying and assessing 

maladaptive views of one's self and one's world. The 

practitioner and client work together toward mutually agreed 

upon goals. (Keefe et al., 1988, p. 51). Keefe (1990) 

explained that subjects suffering from osteo-arthritic knee 

pain, who received cognitive - behavioural intervention to 

improve pain coping skills reported significantly lower 

levels of post-treatment pain and psychological disability 

than patients who did not receive this training. Jensen, 

Turner, Romano and Lawler (1994) supported the cognitive

behavioural model of chronic pain adjustment and suggested 

that treatment 

between beliefs 

beliefs. 

studies examining causal relationships 

and adjustment should target specific 
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Turner and Clancy (1986) said that the tenn coping was used 

to refer to the thoughts and behaviours that individuals 

used to manage their pain or their emotional reactions to 

pain. Coping strategy factors according to Gil et al. 

(1989), are important predictors of pain and adjustment, and 

according to Crisson, Urban and Williams (1990), every 

individual 

strategies 

functional 

develops a specific coping style. Pain coping 

are important in predicting pain report and 

status in arthritis patients and significantly 

predict pain and functional capacity in chronic low back 

pain patients (Keefe et. al., 1990). A clinical advantage of 

focusing on coping strategies was that, "it provides 

behavioural clinicians with immediate targets for assessment 

and intervention efforts" (Keefe et. al., 1992, p.132). 

Another advantage of coping was suggested as being a greater 

willingness to complete a questionnaire on coping than a 

personnality style questionnaire. Keefe et al. (1992) said 

that chronic pain patients might be more willing to discuss 

how they cope with pain, and willing to learn new ways of 

cognitively and behaviourally managing pain, rather than be 

asked to admit that they were anxious or depressed. Turk and 

Bellissimo (1988,) commented that the coping concept was 

attractive to clinical practitioners because it provided a 

psycholgical construct which included both behavioural and 

cognitive elements and pennitted both a prescription for 

learning by the patient and helped the clinician to 

distinguish successful from unsuccessful patients. Keefe et 

al. {1988) mentioned that training in cognitive coping 
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skills included distraction, imagery, relaxation and re

interpretation of pain sensations, and added that coping 

skills training could enhance perceived effectiveness of 

patients coping stratgegies and reduce 

castastrophic thinking. Keefe et al. ( 1989) 

negative 

described 

catastrophising as the use of negative self-statements and 

negative thoughts and ideas about the future, where, "a 

patient who catastrophises will unrealistically assume that 

given the current situation, the worst possible outcome will 

occur" However, Turk and Bellissimo (1988) criticised the 

lack of unanimity regarding what constitutes coping, and how 

to identify it or measure it. They commented that as 

clinical practitioners they often encountered clients who 

were able to, "transfonn calamities into opportunities for 

growth", while other clients, "transformed everyday hassles 

into ove:rwhelming adversities" (Tunks and Belissimo, 1988, 

p.171). Tunks and Belissimo (1988) were unable to 

demonstrate differences in coping strategies that would 

consistently differentiate between 

individual. 

these two types 

Tunks and Bellissimo (1988) concluded that while 

thought 

thought 

that coping was a clinically useful 

it had significant theoretical, 

concept, 

semantic 

of 

they 

they 

and 

scientific limitations. In a study which analysed the 

relative contribution of pain coping strategies, to chronic 

low back pain (Keefe et al. (1990), said that pain coping 

strategies significantly contributed to the understanding of 

psychological distress and pain report in chronic low back 
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pain patients. In comparison, Urband and Williams (1990) 

thought that clinical pain specialists who were interested 

in analysing and treating pain, psychological distress and 

depression, could find that the assessment of pain coping 

strategies would help 

interventions tailored 

them 

to 

design pain coping skills 

the individual concerned. 

Consequently, this individual approach might help the 

sufferer to increase pain control. According to Eimer (1989) 

cognitive psychological techniques for pain control can be 

grouped under five major headings, 

Pacing:learning to listen to the body's pain signals and 

learning to 'pace' themselves so that they do not 

exhaust themselves and deplete their resources, 

Anxiety Management: learning techniques for reducing anxiety 

and producing the 'relaxation response' (see Figure 

14, p.97 and Section on Relaxation), 

Distraction:blocking pain out by refocusing attention on 

something else and taking advantage of the nervous 

systems capacity for selective attention, 

Disputation of Negative Thoughts: Learning to identify 

negative thoughts and underlying beliefs and then 

questioning their validity. 

Strategies: questioning the evidence, re-interpreting 

thoughts, feelings and behaviours, problem solving, 

and mentally practicing new ways of thinking, 

feeling and behaving (Eimer, 1989, p.455}. 
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Coping Strategies Questionnaire (CSQ, Rosenstiel and 

Keefe, 1983). 

The Coping Strategies Questionnaire (CSQ) (Rosenstiel and 

Keefe, 1983), is a 44 item self-report questionnaire 

designed to determine the particular coping strategies used 

by chronic pain patients. The original authors, Rosentiel 

and Keefe (1983) reported that the CSQ had a three factor 

construct of, 

• cognitive coping and suppression, 

• helplessness, and 

• diverting attention and praying. 

Rosentiel and Keefe (1983) claimed that the CSQ was 

predictive of measures of behavioural and emotional 

adjustment to chronic pain. Swartzman, Gwadry, Shapiro and 

Teasel! (1994), said that a five factor structure was more 

interpretable for the CSQ, 

• distraction {which the authors said was a combining of a 

cognitive element: diverting attention, with a behavioural 

element: increasing activity), 

• ignoring pain sensations, 

• re-interpreting pain sensations, 

• catastrophising, and 

• praying and hoping. 

Turner and Clancy (1986) conducted a study to investigate 

whether the CSQ could reliably identify coping styles across 
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patients with varying demographic, pain characteristics and 

disabilities. Turner and Clancy(1986) reported that 

increased praying and hoping was significantly related to 

decreases in reported pain intensity, and that decreased 

catastrophising was significantly related to decreases in 

pain intensity ratings. Keefe, Brown, Wallston and Caldwell 

(1988) studied rhewnatoid arthritis sufferers and reported 

that the CSQ could be reliably used to assess 

catastrophising, and that a reduction in catastrophising 

correlated with improvements in self-reports of physical and 

psychological disability. Keefe et al. ( 1990) further added 

that pain coping skills 

pain and psychological 

osteoarthritic knee pain. 

training was 

disability 

effective in reducing 

in patients having 

In comparison, Fernandez and Turk, (1989) conducted a meta-

analysis study 

concluded that 

of the utility of coping strategies and 

imagery methods were the most effective 

coping strategy and mentioned 6 classes of cognitive coping 

strategies which they believed effectively attenuated pain, 

external focusing of attention, neutral imagining, pleasant 

imaginings, dramatized coping, rhythmic cognitived activity 

and pain acknowledging. in a variation to adult studies, 

Fanurik, Zeltzer, Roberts and Blount(1993) investigated the 

relationship between children's coping styles and 

psychological interventions. The subjects were aged between 

8 and 10 years old and the authors reported that there was 

a significant degree of interaction between the children's 
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coping style and intervention. The interventions used by 

Fanurik et al. (1993) were either attention focusing 

attention 

or fun 

(describing/ reviewing the pain sensations) or 

distracting (imagery of a pleasant scene, 

activities). Distraction was found to be more effective in 

lowering perception of pain than focusing more closely on 

the pain sensation itself. Debate on whether distraction 1s 

more effective than focusing on the pain has been 

investigated in the literature (Cruise, Broderick, Porter, 

Kaell and Stone ,1996) in regard to the use of pain 

diaries. Cruise et al. (1996} reported in t.heir study that 

chronic pain patients who completed a record of their pain 

levels, seven times a day, in a pain diary, did not report 

higher levels of pain, during the time of the study. Cruise 

et al. (1996) therefore concluded that focusing or attending 

to pain did not correlate with increases in the perceptual 

levels of pain. in addition, Affleck, Urrows, Tennen and 

Higgins (1992) said that rheumatoid arthritis patients who 

reported more overall coping efforts were more likely to 

display declining levels of daily pain across time, and 

that at low levels of pain, greater use 

strategies related to more positive mood, but 

high levels of pain greater use of strategies 

of coping 

that with 

related to 

less positive mood. The main criticism of coping strategies 

research (Affleck 

conceptualisations 

et 

and 

al., 1992), 

assessments 

was 

of 

that 

coping 

diverse 

confuse 

efforts to integrate research. According to Affleck et 

al.(1992), coping was variously conceptualised as belonging 
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to general stress research, or problem and emotion focused 

research, or active versus passive coping, and assessment 

strategies 

especially 

included a wide range 

and 

of questionnaires, 

the CSQ(Rosenstiel Keefe, 1983 I, the 

Vanderbilt Pain Management Inventory(Brown and Nicassio, 

1987), and the Ways of Coping Checklist(Lazarus and 

Folkman, 1984) . Schmitz et al. (1996) also criticised 

research on coping with chronic pain for its 'heterogeneity 

of concepts and instruments' , and commented that, "the 

variety of theoretical approaches used by different 

researchers impeded the integration of research findings" 

(Schmitz et al., 1996, p.41) According to Fernandez and 

Turk (1989), " Differences in terminology compound the task 

of integrating findings across studies and assessing the 

differential effectiveness of various strategies (Fernandez 

and Turk (1989, p.123). 

The following quote by Sternbach (1987), could be taken as 

a swnmary of the aim of the cognitive-behavioural approach 

to pain and pain management, 

Although chronic pain may not usually be 
eliminated, it most certainly can be modulated. It 
can be reduced to an acceptable or tolerable 
level, and inidi viduals can learn how to get on 
with their lives despite the remaining pain 
(Sternbach, 1987, p.43). 
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Drug Therapy 

In this section, information will be included on the use of 

Non-steroida.l Anti-Inflamatory Drugs (NSAIDs), Opioids, and 

anti-depressants for the relief of pain, plus reasons 

preferred in the literature for inadequate administration of 

analgesics for pain relief. 

Non-Steroidal Anti-Inflammatory Drugs (NSAIDs) 

NSAIDs are described by the US Dept. of Health and Human 

Resources (USDHHS, 1994), as asprin-like drugs which reduce 

pain and inflammation arising from injured tissue. 

Pharmacological management of mild to moderate post

operative pain should begin with a NSAID unless there are 

contra-indications (USDHHS, 1994) A recent edition of Drugs 

International(1993) reported promising results for 

'Ketorolac', which was reported by Buckley and Brogden 

(1990) to be a non-steroidal agent with potent analgesic and 

moderate anti-inflammatory activity, which could be 

administered orally, intramuscularly, intravenously or as a 

topical ophthalmic solution. Buckley and Brogden (1990). 

recommended Ketorolac as a useful post-operative alternative 

to pethedine, and other standard opioids, or non-steroidal 

anti-inflarnmatories or oral anlgesics such as asprin and 

paracetemol. Buckley and Brogden, (1990) reported that 

Ketorolac acted by inhibiting prostaglandin synthesis, and 

provided up to 800 times the potency of asprin. It was 

recommended as being particularly effective and well 
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tolerated for chronic pain conditions. The use of NSAIDs 

concurrently with opioids was recommended (USDHHS, 1994} as 

being a more effective method of analgesia than either of 

the drug classes (NSAIDs or Opioids) alone. Concurrent use 

was recommended because it could lower the amount of opioid 

drugs administered and reduce the amount of sedation, 

respiratory depression and interference with bowel or 

bladder function caused by taking opioids (USDHHS, 1994, 

p.16) . 

Opioid Analgesics 

Although nociceptive pain (arising from a clearly 
identifiable organic source) responds well to 
opioids, pain which does not seem to be the result 
of a nociceptive stimulus with a clearly diagnosable 
organic source (often labelled neuropathic by 
medical practitioners) does not seem to be equally 
responsive to opioid analgesics (Hanks and Justins, 
1992, p.1031). 

Opioid drugs are, "the cornerstone of pharmacological 

postoperative pain management especially for more extensive 

surgical procedures that cause moderate to severe pain" 

(USDHHS, 1994, p.17). Opioid drugs can be given either 

orally or intravenously depending on whether there is a need 

for rapid effects or very precise titration (USDHHS, 1994). 

According to Buckley and Brogden (1990), morphine and 

pethidine are the usual method for treating post-operative 

pain, morphine for major surgery such as thoracic, 

orthopaedic, gynaecological surgery, whereas pethedine was 

more often used for oral surgery and pentazocine for 



79 

abdominal and gynaecological surgery. Opioids such as 

morphine are reported (Martin, 1991) to be powerful 

analgesics because they modify both the detectability of the 

stimulus and the evaluative response of the patient. 

Alternatively, mariJuana is also able to increase pain 

thresholds but this is due to the subject being more 

tolerant of the stimuili rather than by decreasing the 

detectability of the stimulus detectability (Martin, 1991). 

In regard to the use of opioids in cancer management 

(1977) cormnented that opioids would 

even for the 1D% to 20% of cancer 

Fagerhaugh and Strauss 

still be prescribed, 

patients who found them ineffective, because of the multiple 

nature of cancer pain problems . 

.Inadequate adminstration of Analgesics 

Inadequate dosage of analgesics as a result of fears of 

patient addiction both by the patient themselves(US, DllliS, 

1994} or the medical staff and reluctance of nursing staff 

to adminster recommended dosages has been suggested by 

Fagerhaugh and Strauss (1977) as one reason why hospitalised 

or nursing home patients suffering unnecessary pain. 

According to USDHHS (1994), opioid 

physiological dependence is unusual in 

operative use, and education about 

tolerance or 

short-term post

the ability to 

effectively control pain is recormnended due to the 

prevalence of misconceptions about pain and pain management. 

Another possible reason for inadequate pain relief is the 

time scheduling arrangements for administration of the 
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prescribed analgesic. Frequent assessment of the patient is 

recommended (USDHHS, 1994) to enable a combination of as 

needed, and by the clock, regimes for effective pain 

management. A recent study (Chan, Chung, McQuestion and 

Gomez, 1995} found that Patient Controlled Analgesia (PCA) 

offers effective post-operative pain management, but that 

research was needed on cost effectiveness of this method. An 

earlier study (Sawaki, Parker and White, 1992) 

that 80% of nurses in a large tertiary 

had reported 

hospital had 

preferred to use a particular type of programmable PCA which 

although less cost effective, was easier to use{especially 

at night). Libreri (1995) reported that nurses and doctors 

in their study supported the increased use of PCA and 

believed that patients whose pain was well managed had less 

post operative complications and shorter hospital stays. 

Fagerhaugh and Strausss 

dynamics between doctors, 

(1977) 

nurses, 

described interpersonal 

ancilliary staff and 

patients, which they believed contributed to patients being 

negatively labeled and subsequently, amongst other things, 

to the 

of the 

being under administered with analgesics leading 

of 

On 

unnecessary 

the other 

occasions when 

pain 

hand, 

nurses 

and 

Wicks 

had 

suffering 

(1995), described 

considered that 

experience 

patients. 

reported 

analgesics were being under administered by medical 

practitioners and the nurses took it upon themselves to give 

the patient 'a bonus' or a present'. Wicks (1995), 

challenged the notion of nurses as victims, 

class and patriarchy, and put the view 

caught between 

that nurses, 
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"especially in the context of pain and pain management 

actually could achieve a level of autonomy which goes 

largely unrecognised" (Wicks, 1995, p.122). The article 

quotes nurses as describing their role as care givers and 

stating that they considered their caring role to be "equal 

or superior to medical work" and especially in regard to 

pain relief. Nurses considered that they were: "experts, 

both in their judgement and practice" (Wicks, 1995, p.128). 

In relation to pain relief, nurses also emphasised 
the importance of touch. In doing so, they were 
calling on a framework of healing that was marginal 
or outside the dominant medical model, Information 
regarding these techniques was communicated verbally 
amongst the nurses and rarely shared with the 
doctors (Wicks, 1995, p.129). 

Anti-depressants 

A person who experiences long term pain is often also 

depressed and anti-depressant drugs, especially tricyclic 

anti-depressant have been found to help reduce both pain and 

depression {Ward, Bloom and Friedel, 1979; Elton, et al., 

1983). According to Walker and Cousins {1994), small doses 

of tricyclic anti-depressants are often prescribed to 

improve sleep patterns. Kenner, (1994) proposed that 

tricyclic anti-depressantsit are effective for pain because 

of their blocking of the re-uptake of monoamines which 

increases activity at terminals of endogenous monoamine 

mediated pain modulatin pathways. According to Walker and 

Cousins (1994) anti-depressants reduce pain by increasing 

the inhibitory effects in the dorsal horn of descending 
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noradrenaergic and serotoninergic pathways on pain 

transmission. The pain reducing analgesic effects of anti

depressants can take effect within days {Walker and Cousins, 

1994}, and occasionally within 24 hours, and according to 

Kenner {1994), with lower doses compared to the 3 or 4 weeks 

required for anti-depressant effects. Kenner (1994)cautioned 

that low initial doses should be tried first because 

sedation (especially in elderly patients) may become a 

problem. In addition, Martin (1996) cautioned that anti

depressants do not seem to be as affective for teenagers and 

that this may be due to the fact that the adrenergic system 

does not fully develop anatomically or functionally until 

early adulthood. 

Eye Movement Desensitisation Reprocessing 

(EMDR) 

According to Shapiro (1995) EMDR is based on the use of 

saccadic eye movements by the client as guided by the 

therapist. Shapiro (1995) stated that the client is asked to 

generate an imaginary, representative picture of the 

distressing issue and report whatever negative cognitions 

are associated with the picture. After guidance and 

instruction by the trained therapist, saccadic eye movements 

are used to desensitise the negative affective and cognitive 

associations. Grant (in press) suggests that a combination 

of Cognitive-Behavioural Therapy (CBT) , Narrative therapy, 

hypnosis, somatic techniques and EMDR are suitable for an 

integrated psychological approach to pain management. Grant 
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{1996) has produced cassette tapes based on the EMDR 

approach to pain management for use by the client at home. 

In these cassette tape recording, bilateral flicking sounds 

or tones are used "to facilitate information processing" 

which allows "thoughts, feelings and physical sensations to 

be processed far more rapidly than usual" (Grant, 1996, 

p.6). Arnstein (1996) commented that although EMDR was 

designed as a very objective process, the clinician using 

EMDR has a very active and crucial role to play, as both an 

observer and a participant: 

As a therapist one is in a very circular 
relationship to the client, acutely tuned into that 
person's process and making all manner of quick and 
varied decisions about the nwnber of sets of eye 
movements, what images to follow, which to leave for 
later, what clarification of a positive cognition 
suggested by the client to adopt as the chosen one 
(Arnstein, 1996, p.4) 

Devilly (1996) stated that there has been some debate about 

whether the saccadic eye movements are really necessary and 

whether EMDR without the eye movements is any different from 

traditional post trawna debriefing therapies. 

Family Therapy 

Roy {1989) stated that there was an important role for 

family therapy in helping chronic pain sufferers. According 

to Payne and Norfleet {1986), family intervention is 

currently seen as an important aspect of a comprehensive 

biopsychosocial approach to chronic pain. Chronic pain 

patients need to cope not just with the usual family 
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dynamics and stresses and strains of any relationship, but 

additionally also have to cope with changes caused by their 

chronic pain (Schwartz, Slater and Birchler, 1996) These 

changes often involve changes to job, role or identity, 

reduced income, and impaired sexual functioning. Grant { in 

press) suggests that the chronic pain patient's first need 

is for supportive psychotherapy to help contain the feelings 

of loss of control and anxiety, and that issues such as loss 

of esteem, relationship issues and unresolved childhood 

sexual abuse (often regarded as secondary issues) may be of 

more importance to the patient than the pain its elf. In 

comparison, Eimer (1989) suggested that marital or family 

systems interventions are indicated to resolve tensions 

which are caused by or made worse by dysfunctional aspects 

of the marital or family functioning. According to 

Roy(l989), a family interactional view of pain is that an 

individual in pain may use pain symptoms, "as a scapegoat to 

seek intimacy, provide homeostasis in marriage, or to avoid 

sexual relations" (Roy, 1989, p.17). Roy {1989) suggested 

that pain behaviours exhibited by an individual are 

reinforced by an initially compassionate spouse and then 

"may give rise to complex patterns of interaction with 

unforceseeable results .... which may have self-serving 

purposes for both partners" (Roy, 1989, p.18). 

Pain Behaviour 

Pain Behaviour has been defined as, "overt communication of 

pain and suffering" (Flor et.al. ,1989, p.45). Pain or 
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illness behaviours, in the context of the family or social 

environment of the pain patient became a focus of research 

by behavioural psychologists during the 1970' s as a result 

of the comparison between pain behaviours and classical 

operant conditioning theory (Fordyce,1976). Flor et. al 

(1989) suggested that pain behaviours can emerge during an 

acute pain phase, as a protective mechanism, but can 

maintained into the chronic pain phase due 

then be 

to a 

reinforcement process (e.g. sympathy and attention to the 

patient from their spouse or other family member) . Paulsen 

and Altmaier (1995) reported that patients who said that 

they received high levels of spouse social support displayed 

a greater number of pain behaviours, irrespective of spouse 

presence, whereas patients reporting a low level of support 

displayed greater pain behaviour when the spouse was 

present. Paulsen and Altmaier ( 1995) suggested that their 

finding was more consistent with theories which emphasised 

the multi-dimensional nature of social support rather than 

the operant conditioning theory of pain behaviours. Paulsen 

and Al tmaier ( 1995) commented that spouse involvement 1.n 

strict behavioural treatment programs where 

instructed to ignore pain behaviours and 

behaviours should be used with caution as 

the spouse was 

at tend to well 

there could be 

both detrimental and beneficial effects on the pain patient. 

Sudden withdrawal of support could lead to increased 

depression and decreased activity. Payne and Norfleet, 

(1986) reviewed the literature on chronic pain patients and 

their families and concluded that family characteristics and 
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behaviours contributed strongly to a chronic pain problem 

and they had a significant influence on treatment outcomes. 

Schwartz et.al. (1996) examined the relationship between 

marital conflict/stress and patient pain behaviours of male 

chronic benign back pain patients and their spouses. They 

concluded that marital conflict in pain couples is 

associated with increases in display of pain behaviours, 

which in turn lead to greater negative affective responses 

and more punitive behaviours by the spouse. A positive 

correlation was found between punitive spouse behaviours and 

patient physical and psychosocial impairment. Burns, 

Johmson, Mahoney, Devine and Pawl (1996) found in their 

study of anger management style, hostility and spouse 

responses in chronic pain patients, that clinicians could 

design appropriate treatment, based on the patients anger 

management style in interaction with level of hostile 

attitude and patients gender. Burns et al. (1996) suggested 

that these findings could have implications for 

understanding mechanisms of pain and disability. Flor et.al 

( 1989) reported a positive association between pain 

reinforcing responses as perceived by the patients and the 

impact of their pain. Schwartz, Slater, Birchler and 

Atkinson (1991) found that a chronic pain patient's level of 

pain and anger were significantly and independantly 

predictive of variations in their spouse's depressed mood. 
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Hypnosis 

Hypnosis is a is a term derived from the Greek word for 

'sleep' (Melzack and Wall, 1988), and is a clinical approach 

which should only be adminstered by specially trained 

professionals (US, DHHS, p.86). 

According to Davis et al. (1995) the aim of hypnosis, 

• is not to make the patient lose consciousness but to 

narrow the consciousness to a passive, inert state 

called a hynotic trance, 

• the patient is able to recall and compress into a very 

short period of time, the emotions and details 

associated with past events which are usually 

unavailable to, or repressed from, the conscious mind, 

• Suggestions made to the client whilst in the hypnotic 

trance (post hypnotic suggestions) may be used to help 

control painful symptoms, increase coping skills and 

improve sleep. (Davis et al. 1995, p. 76). 

Wilson et al. (1992), conducted a review of the literature 

on hypnosis and said that hynosis was regarded as either: 

"an altered state of consciousness or as a social role 

subject to demand characteristics ... and that the history of 

hypnosis was intertwined with the study of abnormal 

behaviour" (Wilson et al., 1992, p.134). Watkins and Mayer 

( 1982) commented that research into the neural mechanisms 

involved in hypnotic analgesia was a difficult problem for 

laboratory analysis because: "hypnosis is probably a 
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uniquely human phenomenon, which places a severe restriction 

on the experimental manipulations which can be used to study 

it" (Watkins and Mayer, 1982, p.1191). 

Watkins and Mayer (1982) suggested that hypnosis, 

• differs from acupuncture, 

• induces its effects using non-opiate mechanisms. 

According to Grant (1996, in press) EMDR (Eye Movement 

Desensitisation Reprocessing, earlier this chapter) and 

hypnosis, are clinical approaches which can be used together 

in pain management because EMDR can supplement and enhance 

the activation of unconscious imagery which results from the 

use of hynosis. According to Grant (1996, in press) EMDR 

usually triggers a relaxed slightly dissociated state, which 

could be used by the therapist as an induction for the 

initiation of hypnotic suggestions and the ceasing of the 

EMDR stimulus. 

Occupational Therapy 

According to Elton et al. (1983) the profession of occupation 

therapist was created after the First World War to aid 

disabled soldiers and after the war to aid civilian in 

general hospital settings. The role of an occupational 

therapist in these settings was to teach patients a range of 

new skills or retraining in old skills, as well as daily 

living skills, as part of rehabilitation teams and aged care 

services. Examples of the type of skills taught to chronic 

pain patients are how best to lift and carry packages or 
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weights, how to maintain correct 

simplify work or household tasks. 

postures and how to 

Occupational therapists: 

"attempt to assess the persons activity tolerance and work 

potential to regain past employment or to retrain for 

another occupation ... and ... may provide psychological care, 

often running discussion groups where patients share their 

problems" (Elton, et al., 1983, p.294) Giles and Allen 

(1986) argued that an occupational therapist has an 

essential role to play in the treatment of a patient with 

chronic pain where, "the occupational therapist is uniquely 

skilled in fostering independance in the client through a 

functional approach to rehabilitation" 

1986, p.4). 

Physical Therapy 

(Giles and Allen, 

Physiotherapy, according to Elton (1983), can be described 

as a form of medical massage. Flor, Fydrich and Turk (1992) 

concluded from a meta analysis of multi-disciplinary 

treatment centres that conventional physical therapy is 

somewhat better than non treatment or medical treatment, but 

inferior to multi-disciplinary approaches which commonly 

combine medical, physical therapy and psychological 

approaches. According to Gonyea-Shiel! and Artemieff (1988), 

physiotherapists on the staff of a multi-disciplinary pain 

centre are expected to, 

• correct dysfunctions noted at initial evaluation, 

• educate the patient in safe work/activity styles to 

minimize the possibility of re-injury, 



• enable the patient to find the most effective means to 

control his or her pain symptoms. 
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• allow the patient to regain confidence in their ability 

to move and enJoy physical activity with less fear of 

further injury or pain, 

• enable the patient to re-enter wainstrearn life, perform 

normal functional activities, and return to work when 

appropriate (Gonyea-Shiel!, and Artemieff, 1988). 

Exercise 

Exercise 

aerobic, 

is categorised 

stretching or 

(Davis et 

toning. 

al. 1995) as either 

Aerobic exercise is 

repetitive, rhythrnic and varied and concentrates mainly on 

the large muscle groups of the body, whereas stretching and 

toning exercises are slow, sustained generally relaxing and 

improve circulation, increase muscle strength, flexibility 

and maintain joint mobility. In addition, Davis et al. 

(1995) stated that exercise relieves chronic muscle tension, 

helps combat chronic fatigue and insomnia and decrease 

emotions such as depression and anxiety. According to 

Melzack and Wall {1988) exercise leads to a more rapid 

metabolism of the excess adrenalin and thyroxin in the 

bloodstream which maintains a state of arousal and vigilance 

and exercise can allow a discharge of pent up frustration. 

Exercise can also stimulate the release of endorphins, which 

have been shown to act as natural opiates or pain relievers 

(Melzack and Wall, 1988). Exercise can lead to increased 

muscular strength and tone, joint flexibility and range of 
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motion, all of which, according to Eimer (1989) are 

negatively correlated with pain. Eimer(l989} recommended 

that a psychotherapist encourage and motivate their pain 

client to begin a graduated physical exercise program. 

Regular exercise (Bourne, 1990, 1995). may be prescribed to 

reduce the skeletal muscle tension which can cause a feeling 

of being 'uptight' . Norden ( 1996) reported that exercise 

programs directed at controlling pain, maintaining function 

and independance were useful for osteoarthritic sufferers, 

whilst Smith { 1996) suggested exercise could improve the 

quality of life of cancer patients and recommended more 

research in this area. 

Relaxation 

A state of relaxation is a 
which emotional level is 
emotions such as anxiety, 
1985, p.635). 

state of low tension in 
diminished, especially 

fear, and anger {Reber, 

This section on relaxation, as a clinical approach to pain 

management, will include information on the use of 

Progressive Muscle Relaxation (a sequence of muscle tensing 

and relaxing), imagery and meditation as alternate methods 

of achieving a state of relaxation. Relaxation techniques 

can be practiced without any expensive equipment other than 

a simple tape player although for assessment and initial 

skills training a biofeedback machine can be used (see 

biofeedback, p.67 this chapter). Pre-recorded relaxation 

tapes are available in bookshops,or can be recording during 
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skills training with a trained clinician or tapes can be 

self- recorded by the individual at home. According to 

Sternbach (1987), "relaxation is not something that is done 

to you, relaxation training requires a high level of 

motivation by the patient, both to put aside regular periods 

of at least 20 minutes a day, and then to try to use these 

skills when feeling tense" (Sternbach, 1987, p.121). Smith 

(1990) suggested there are three cognitive processess 

underlying relaxation, 

focusing (the ability to identify. differentiate, maintain 

attention on, and return attention to simple stimuli 

for an extended period), 

passivity (the ability to stop unnecessary goal-directed and 

analytic activity) and 

receptivity (the ability to tolerate and accept experiences 

that may be uncertain or are paradoxical) 

According to Cotton {1990), relaxation skills training helps 

the individual in pain to activate the relaxation response 

as an antidote to the stress response. The stress response 

according to Wilson et al., {1992) resulted from activation 

of the sympathetic division of the autonomic nervous system, 

whereas the relaxation response is under the control of the 

parasympathetic division of the autonomic nervous system 

( see Figure 14) . 

Stress may be defined as the process by which 
environmental events or stressors tax coping 
abilities, or or pose a threat to an organism. 
During stress an organism must find ways of 
dealing with environmental demands (Davidson, 
Fleming and Ballill, 1986, p.60). 
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parasympathetic division of the autonomic nervous system 

(see Figure 14). 

PARASYMPATHETIC 

Constricts Pupil .•• · 

Inhibits Tear Glands \. -,..,---~ 

,.~ . . 
Constricts Bronchi _ ~ 

Increases Digestive 
Functions ot Stomach 
and Pancreas 

Increases Digestive ,."5:-. 
Functions or lntesune 1 

' ' 

Bladder Contraction 1 

/ 

-- , __ ' 

><C::~7 Chain o( 
Sympalhel1C 
Ganglia 

SYMPATHETIC 

___ e Dilates Pupil 

---,~-.) Stimulates Tear Glands 

Figure 14. Details of Organs 
Autonomic Nervous System (ANS) 
1992, p.25.). 

under the Control of the 
{Fig.2.3 Wilson, et al., 
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According to Davis et al. (1995, p.35) the usefullness of 

progressive relaxation as an antidote to psychological or 

physiological stress and tension was first reported by 

Edmund Jacobson in 1929. According to Reber (1985) the 

individual is taught to relax muscle groups one at a time, 

based on the assumption that muscular relaxation is 

effective in bringing about emotional relaxation. Many 

chronic pain patients live in a state of constant tension 

(Sternbach, 1987) and practising an ordered sequence of 

muscle tension and relaxation exercises (progressive muscle 

relaxation) can help individuals recognise when particular 

muscles are tense and take steps to try to relax them. 

Sternbach (1987) recommended simple controlled breathing 

techniques as a first step in relaxation training. The 

advantages of using relaxation in pain management are that 

it can be used to increase the patients sense of control, is 

not a drug dependant therapy and therefore can be used to 

complement most other treatment modalities (U.S. Dept. of 

Health and Human Services, 1994, p.44). Although the said 

researchers propose the efficacy of the relaxation approach 

to stress management, Meares (1967) mentioned that patients 

are usually searching for the latest medical cures and tend 

to reject the simplicity of the relaxation approach to pain 

management. 

Imagery differs from progressive muscle relaxation training 

in that instead of the listener being guided to 

progressively tense and relax the major muscle groups of the 
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body, in imagery training the listener is taught to use the 

power of the imagination to imagine relaxation spreading 

through their body or visualising themselves in a safe and 

beautiful retreat. According to Davis et al. {1996), this 

style of relaxation skills training is taught by Gestalt and 

Jungian therapists and is also extensively used in cancer 

and pain centres. The Bhuddist meditative practice of 

'bringing the mind home' (Rinpoch, 1992), is an example of 

training the mind to focus and reduce the distraction of 

intruding stimuli. Sogyal Rinpoche(1996) quotes Dudjom 

Rinpoche when describing meditation as: 

Meditation consists of being attentive to such a 
state of 'Rigpa', free from all mental 
consturctions, whilst remaining fully relaxed, 
without any distraction or grasping. For it is said 
that 'meditation is not striving, but naturally 
becoming assimilated into it' (Rinpoche, D. In: 
Rinpoch, S., 1996, p.Feb'5) 

One of the most important factors in the use of meditation, 

according to (Benson, H, 1968 cited in Davis, et.al.1995). 

may be to allow the initiation and maintenance of the 

physiological 'relaxation response' as an antidote to the 

'stress response' (see Figure 14). If meditation includes 1) 

a quiet environment, 2)constant stimulus of a mental 

strategy, 3) comfortable position and 4) passivity, the 

'stress response' will be reversed. According to Grant 

(1996, lll press), EMDR (Eye Movement Desensitisation 

Reprocessing) therapy, developed by Shapiro (1989), can be 

combined with meditation as part of an integrated multi-
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faceted approach to pain management (see section on EMDR, 

p. 82) . 

Surgery 

Over the years, surgical intervention to treat 
pain has been attempted at every- level of the 
nervous system, from the primary afferent fiber to 
the cortex. These surgical procedures are not very 
successful. (Jessel! and Kelly, 1991, p.388). 

Fordyce (1976) attributed the use of surgery for pain 

management to medical training which emphasised the 

Specificity Theory concept of a linear cause and effect 

basis for pain. Surgeons operating on patients with low back 

pain, according to Walker and Cousins, ( 1994) acknowledged 

that their operations had only a limited expectation of 

success and that up to 40 percent of patients who have had 

operations for low back pain fail to obtain long term relief 

of pain. A 'successful outcome' may mean different things to 

different people e.g. reduction of pain or return to work. 

Reasons for failure of surgery to relieve chronic pain have 

been given {Walker and Cousins, 1994) as inadequate 

diagnosis, improper patient selection, inadequate surgical 

decompression, 

degenerative 

recurrent 

changes due 

disc herniation, 

to disease, not to 

secondary 

mention 

complications of the surgery itself such as damage to 

nerves, skin, joints and muscles, plus in a chronic pain 

patient there may be problems due to poor posture, weak 

muscles, stiff joints, plus factors such as litigation. 
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According to Bogduk (1994), the treatment of whiplash is 

based on 'fashion and faith' due to the absence of any 

controlled studies on the management of chronic pain after 

whiplash. Bogduk (1994) commented that although diagnostic 

nerve blocks are often used for whiplash pain and are 

targeted specificially for pain sterruning from the joint that 

the nerve supplies, they are unreliable. According to 

Schwartz {1996), 

Surgery does not influence the long term outcome in 
patients with mechanical back pain and suggests that 
nerve blocks should not be routinely used even 
though they can provide a diagnosis for patients 
with chronic low back pain (Schwartz, 1996, p.108). 

Wallace, Wallace, Lee and Dobke {1996), cautioned that women 

who developed breast cancer should be counselled on the 

possibility of developing chronic pain after breast 

reconstruction surgery. The main findings of Wallace et al. 

{1996) were that the reported incidence of pain at least one 

year after surgery in their study was significantly higher 

for the mastectomy plus reconstruction group (49%), than for 

mastectomy (31%), or breast reduction (22%). Thirty eight 

percent of women with breast augmentation, according to 

Wallace et al. (1996) complained of pain, and women who had 

reconstruction using breast implants had a higher incidence 

of pain (53%) than those without {30%). 

Guidelines for the use of nerve blocks for cancer pain 

patients were outlined (US.DHHS, 1994) as follows: 
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Diagnostic (to detennine the source of pain (somatic nerve 

versus s:ympathetic pathways), 

Therapeutic {to treat painful conditions that respond to 

nerve blocks (e.g. celiac blocks for pancreatic cancer 

pain) , 

Prognostic (to prevent painful sequelae of procedures that 

may cause phantom limb or causalgia) (US. DHHS, 1994, p.95). 

TENS (Transcutaneous Nerve Stimulation) 

Transcutaneous nerve stimulation {TENS) is used for both 

acute and chronic pain management. The use of TENS for pain 

management was based, according to Jessel! and Kelly (1991), 

on physiological observations which helped to provide the 

basis for the Gate Control Theory. 

that, 

Wall, (1978) stated 

The use of TENS for pain management was based on 
the physiological observation that nerves can 
conduct currents and that large nerve fibers (A} 
can be selectively stimulated by adjusting the 
amphlitude, width and frequency of selected wave 
forms. These large diameter myelinated fibres have 
the lowest threshold to this externally applied 
electrical stimuli (Wall 1978, p.11). 

The electrodes are placed close to the pain site and 

proximal to the area of nerve damage (Walker and Cousins, 

1994). According to Wadsworth and Chanmugan (1988) the 

ascending and descending portion of the current depolarises 

nerve endings and this depolarisation interferes with or 

disrupts the perception and interpretation of messages by 
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the nervous system. TENS may also disrupt the activity of 

the reverberating circuits due to chemical changes at the 

spinal cord level. According to Kenner (1994) TENS is 

probably under-used in 

management. 

Summary 

both general and cancer pain 

The preceding chapters have presented information on the 

impact of pain on the individuals concerned, the cost to 

society as a whole. The information on pain theories and 

clinical approaches to pain management have illustrated the 

complexity of pain and processes and the dilemma this causes 

for clinicians. The information provided so far has been 

obtained primarily from published sources and has suggested 

the need for a multi-dimensional and multi-disciplinary 

approach to pain and pain management. Information has been 

provided which suggests that the various disciplines of 

health professionals, commonly included on the staff of 

multi-disciplinary pain clinics have important roles to play 

in pain management. Information provided in Section III of 

Chapter Two: Pain Theories has shown that The Gate Control 

Theory of Pain (Melzack and Walls, 1965; Melzack, 1973, 

Melzack and Wall, 1988) has provided a theoretical basis for 

a role for a psychologist in pain management, not just as a 

last resort when all else fails. 

Psychological processes play an integral part ln 
pain mechanisms beginning at the earliest stages. 
This liberates the role of psychological therapy 
from a secondary position ( to be used only when all 
else fails) to playing a part in all forms of 



therapy. This move has placed psychological therapy, 
even the placebo effect, in a position of 
respectability, so that rational approaches to pain 
management in the future will take advantage of 
powerful psychological controls which we are just 
beginning to understand" (Melzack and Wall, 1988, 
p.294). 
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Information on the role of the psychologist and other 

disciplines of health professionals was provided in Section 

IV: Multi-disciplinary Models of Pain and also throughout 

Chapter Three: Clinical Approaches to Pain Management. The 

role of the psychologist in research literature, since the 

publication of the Gate Control Theory of Pain was described 

by Elton, (1983), Eimer, (1989), Melzack and Wall, (1988); 

Aronoff (1988), Canberra Hospital Chronic Pain Clinic (1996) 

primarily in te:nns of psychological and behavioural 

assessement as a prelude to teaching the client a range of 

cognitive behavioural strategies for pain management, as 

outlined in the section ( Section IV) of Chapter Two, and 

various sections of Chapter Three: Clinical Approaches. 

According to Melzack (1973) the fact that psychological 

factors have been shown to play an important role in both 

pain perception and pain response has lead psychologists and 

psychiatrists to develop a variety of new procedures to 

control pain. The information provided so far in this study 

has shown that the basic tradition of medicine which was "to 

seek a single diagnosis and a single therapy" (Melzack, 

1973, p.294) is not sufficient in regard to pain because of 

the complexity and subjectivity of the experience of pain 

(as outlined in Chapter One) . The historic differentiation 
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of pain {and clients) into categories of either 

organic(body) or non-organic{in the mind) pain was based on 

the neurophysiological view of pain and pain processes (as 

outlined in Section II of Chapter 'Iwo:Pain Theories) and the 

Psychological-analytic approach to pain clients 

described in Section III of Chapter 'Iwo) 

According to Gamsa {1994), 

"This dualistic view of pain 
the literature, especially 
decades" (Garnsa, 1994, p.17), 

has been challenged in 
during the last few 

In this field study, the researcher investigated: 

• Whether the trend towards a multi-dimensional and 

multi-disciplinary approach to pain, evident in the 

literature, and cited in the previous chapters, was 

reflected in the current clinical practice of pain 

management? 

(as 

Given the information provided in this field study on the 

role of a psychologist and other health professionals in 

pain management, the researcher also investigated: 

• What were the perceptions of current health 

professional practitioners on the role of the 

psychologist in pain management, and their own role 

(if not a psychologist)? and 
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• Were there clear differences between the roles of the 

various disciplines of health professionals involved 

in pain management? and 

• Did health professional practitioners perceive their 

clients as being reluctant to consider their problems 

in psychological terms, and if so 

• What were the reasons, in the opinion of the clinical 

health professionals, for any reluctance? 

Given the magnitude of the cost of pain, both to the economy 

as a whole, and the individual themselves, as decribed in 

Chapter One of this study, the researcher believed that 

information gained from 

professionals, regarding 

currently 

the above 

practicing health 

questions, could be 

important information, for future researchers, 

health professionals, and just as importantly, 

ultimate benefit of individuals in pain. 

for other 

for the 

The researcher decided that only a survey of practicing 

health professionals could provide the information necessary 

to enable a discussion of the above issues. The methodology 

which was used to carry out the survey is described in the 

following Chapter Four: Methodology. 
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CHAPTER FOUR: METHODOLOGY 

Field Study Design 

As mentioned at the begining of Chapter One, and restated at 

the end of Chapter Three, the aim of this field study was to 

investigate 

professional 

the practice 

practitioners 

and 

(in 

perceptions that 

the Australian 

health 

Captial 

Territory (ACT) ) , hold about a range of issues related to 

the practice of pain management. According to Marsh (1982, 

p.126), subjects in a survey are treated as informants who 

have to be questioned because only they can provide the 

details required, and the answers to these questions are 

treated as data". Accordingly, a survey ensures that the 

researcher obtains comparable information about all 

respondents to the survey (Marsh, 1982) Survey research can 

identify issues and "put a problem on the map ... " Reinharz 

(1992, p. 79). 

Survey based prevalence data is useful in 
demonstrating that a problem is distributed in a 
particular way throughout a population. . . and 
may suggest factors that contribute to the 
problem, and these factors in turn, provide 
hints as to how the problem may be prevented or 
remedied through particular forms of action 
Reinharz (1992, p.80). 

The researcher therefore chose the survey method for this 

field study, because the only people who could provide the 

information on the issues of currenL clinical practice 1.n 
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pain management which the researcher needed for this field 

study were health professional practitioners themselves. The 

researcher believed that a mailout survey was the most 

practical and economic ( time and money) way of reaching a 

wide range of practitioners across the wide range of 

disciplines which are involved in clinical pain management. 

The researcher chose to design a survey questionnaire which 

could be distributed by mail to a range of heal th 

professional practitioners in the ACT. The researcher was 

unaware of any previous survey of health practitioners in 

the ACT on the subject of pain management practice. 

Target Population 

According to reports of pain centres in the United States of 

America(Aronoff, 198B), and in the ACT (Canberra Hospital 

Chronic Pain Clinic, 1996) cited in this study, (Aronoff, 

19B8), the health professional disciplines on the staff of 

these pain clinics or pain centres included doctor (both 

general and specialist), psychologist, physiotherapist, 

occupational therapist and nurse-counsellor. The researcher 

therefore chose to include the above health professional 

disciplines in the subject categories for this field study. 

The researcher included clergy in the category of counsellor 

for this field study on the basis of their pastoral role in 

hospitals and in the general community. 

Subject Selection 
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All respondents who completed and returned survey forms to 

the researcher c/ of the University of Canberra by the cut

off date for the survey return were included as subjects for 

this study, no other selection criteria was used. The 

subjects were therefore a self-selected proportion of those 

health professionals who were included on the distribution 

list for this survey. The researcher was restricted by the 

unfunded nature of this research in regard to both the 

number of questionnaires which could be produced, and the 

number of health professionals which could be included on 

the mailout list. According to Fowler (1984} the usual 

response rate for a survey which is not followed up by 

repeat mail outs and reminders is between 20% and 30%. The 

researcher therefore decided that an appropriate subject 

selection design for this study was a 'differential 

probabilities of selection design' (Fowler, 1984, p.25)in 

which some disciplines of health professional would be 

selected for inclusion at a higher rate than the rest of the 

population. 

In compiling the distribution list for this field study, the 

researcher was aiming for minimum response rate of between 

20% to 30% for this survey and planned to restrict the 

number of questionnaires to be mailed to approximately 400. 

The research aimed for a minimum of 100 questionnaires 

returned. Only health professionals who included a full 

mailing address in the phone book could be included on the 

mailing list. A proportion of the advertisers who only 
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included a phone contact number, were therefore, by 

necessity excluded from the list. This was most evident in 

the categories of counsellors and psychologists, due no 

doubt, to the perceived need for privacy of these 

individuals. All psychologists, counsellors, occupational 

therapists, and physiotherapists with a full mailing address 

were included on the mailing list. There were however far 

more medical practitioners and clergy listed in the phone 

book than could be included in the mail out. The researcher 

therefore selected every fourth or fifth entry to obtain 

sufficient addresses for the desired number of returned 

questionnaires from these categories. The details of the 

numbers of questionnaires mailed out, and the number of 

questionnaires returned, for each health professional 

discipline included in this survey are detailed in Table 3 

of Chapter Five: Results. 

Survey Distribution 

Two methods of survey distribution were used in this study, 

• Mail Out using Australia Post 

The list for the distribution by mail, was compiled by using 

postal addresses from the ACT Yellow Pages Phone Directory 

using advertisements under headings of Medical 

Practitioners, Psychologists, Rehabilitation Services, 

Clergy, Counsellors, Physiotherapists, Occupational 

Therapists and nursing services. 
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• Hand Delivery 

Bundles of survey envelopes were delivered by hand to the 

reception desks of both of the ACT universities' Health and 

Counselling sections and to the reception desks of several 

wards of the Woden Valley Hospital for distribution by the 

reception staff (with prior approval of the relevant 

designated officer). 

The main reason for the hand deli very was to widen the 

subject sample to 

usually do not 

include 

advertise 

that those heal th professionals 

their services in the phone 

and in directory, i.e. health professionals 1n hospitals 

University Health and Counselling Sections. Anonymity was 

still preserved because there was no way that the researcher 

could identify the origin of returned envelopes. 

Consent and Confidentiality 

The final survey questionnaire (see Appendix A) consisted of 

16 questions printed on both sides of three pages of A4 

paper. The one page consent and research information fo:nn 

was attached to the front of the questionnaire. Consent to 

participate in the survey was clearly marked as being 

implied by the respondent's decision to complete and return 

the survey. No issues of dependent subjects was involved as 

all addressees were adult health professionals. A reply 

paid envelope addressed to the supervisor of the researcher 

cl The Education Faculty of the University of Canberra was 



attached to the back page of each survey form. A box for 

returned and unopened reply paid survey envelopes was kept 

in the office of a clerical staff member of the univeristy 

for weekly pickup by the researcher. This preserved 

anonymity for respondents who chose to return their surveys 

via internal delivery services or by hand, and as a 

collection point for the envelopes returned by mail. 

Reference Group 

A draft questionnaire {see Appendix B) was prepared to pre

test the survey. Two health professionals from each of the 3 

main analysis categories (Doctors, Psychologists, Allied 

Professionals), were selected to complete the questions and 

provide comments or notes in response to the following 

questions: 

• Were there any questions that you disliked or didn't want 

to answer? If so, please specify the question number and the 

reason. 

• Did you find any question difficult to interpret? 

confusing? ambiguous? etc. If so, please specify the 

question no, and the reason. 

• Please add any other comment/feedback on this 

questionnaire which you may feel is appropriate and 

helpful. 

As a result of this procedure the draft questionnaire was 

amended, removing some questions, simplifying others and 

amending the layout of others. The limitations of this 
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reference group procedure, in this field study, will be 

discussed in Chapter Six: Discussion. 

Question Design 

Because this was a self-report survey, emphasis was placed 

on making the layout as clear as possible. Boxes or 

bracketed spaces were provided for ticking a 'yes' or 'no' 

response. The series style of question and answer (see 

Figure 15), was established early in the survey and 

I 

/Q6; Have you heard of The Gate 
Control Theory(G.C.T.) of Pain? 

YES NO 

I 
Q7, IF YES, 

Does the G .C. T. form the 
basis of your approach to 
pain management? 

+ ~ 
YES NO 

1 
QB, If NO, 

please comment briefly on what 
theory, ( if any), forms the 
basis of your professional 
approach to pain clients? 

l Q9 

Figure 15. Example of Series of Closed and Open 
questions on one topic. 

I 
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maintained throughout as recommended by Fowler (1984). A 

series of questions on a specific topic would commence with 

a closed question and depending on the answer to this 

question, the respondents were asked to comment further in 

response to an open ended question. 

Question Relevance 

The questions in this survey were designed on the basis of 

issues in the literature on pain and pain management, and 

were aimed towards identifying whether clinician perceptions 

on a range of these issues could highlight problems or 

issues of interest to future researchers. The researcher 

decided 

both to 

it was important to include 

identify the limitations of 

study in regard to the 

within this study 

sample, and 

(Hall and 

demographic 

the results 

questions 

of this 

to evaluate consensus 

Stevens, 1991) The 

questionnaire for this survey was therefore designed by the 

researcher 

obtain a 

to open with a series of questions designed to 

respondent profile and a profile of their 

professional practice in relation to pain management. These 

initial questions were designed to be mainly closed style of 

questions which were relatively easy to answer as an 

encouragement to the respondent (Converse and Presser, 1986; 

Fowler, 1984) The relationship of particular questions to 

particular topics was as follows, 



111 

Q1 age range and gender 

Q2 health professional discipline (respondents were 

asked what tertiary level of training they had). 

Q 3 years of experience 

Q4 current area of interest (some respondents may have 

trained in one area but be working in a different 

area) . 

QS style of professional practice 

The remainder of the questions in this survey were designed 

to obtain info:rrnation from currently practicing health 

professionals in the Australian Captital Territory (ACT) 

about their perceptions of a range of issues concerning the 

respondents clinical practice of pain management. These 

sections used both closed and open style (comment) questions 

as illustrated in Figure 15. The relationship of each 

question to issue was as follows, 

Q6/Q7/Q8 

Q9 

QlO 

Qll 

Q12 

Q13 

Q14 

Had respondents heard of, and used the Gate 

Control Theory of Pain as the basis of their 

practice? If not, what alternate theory was 

used, if any ? 

Percentage of acute/chronic/cancer clients. 

Use of questionnaires. 

Role of psychologist 

Role of non-psychologists 

Perceptions of respondents on reluctance(if any) 

of clients to consider their problem in 

psychological terms. 

Percentage of session time spent on a range of 

issues (this question was subsequently found to 

be too ambiguous to be usefully included in the 

results (see section on Limitations of this 

Field Study) 



Q15 

Q16 

Use or recommended use, of a range of clinical 

approaches to pain management. 
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Comments on practice wisdom gained from 

practitioners experience in pain management for 

benefit of other practitioners (or researchers). 

A space was then provided for any extra comments the 

respondents might wish to make. 

Analysis of Results 

When (feminist) researchers use multiple methods, the 
possible permutations and combinations are large. The 
particular combination of methods depends on the 
particular question on which the researcher is 
embarked ....... (feminist) research is driven by its 
subject matter, rather than by its methods .... and will 
use any method available and any cluster of methods 
needed to answer the questions it sets for itself 
Reinharz, 1992,p.213). 

Al though this research was not feminist research, the 

researcher decided that a mixture of quantitative and 

qualitative methods was appropriate for the analysis and 

presentation of results, due to the nature and stated aims 

of this field study. A more detailed explanation of analysis 

folj'.lows. 

Quantitative Analysis 

Quantitative analysis was used in this field study to obtain 

measures of central tendancy and dispersion which could be 

used to graphically present primarily demographic 

information obtained from the closed style of questions in 
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this survey. Questions for example, which asked for 

responses such as 'Yes' or 'No', 'Male' or 'Female' . 

According to Runyon and Haber (1988), 

A researcher can communicate a wealth of 
information about a data set by citing the values 
of only two quantities central tendancy and 
dispersion (Runyon and Haber, 1988, p.87). 

The measures of central tendancy and dispersion used by the 

researcher in this study was the Mean Percent {Mean %) and 

Percent Standard Deviation (% SD) According to Runyon and 

Haber(1988) the standard deviation is one of the most widely 

used and most valuable of the available measures of 

dispersion. In this field study, data from the returned 

questionnaires was entered directly into an Apple Macintosh 

Excel computer spreadsheet package for economy of time and 

the avoidance of simple transcription errors (Fowler, 1984) . 

To preserve anonymity of respondents no subject numbers were 

entered onto the spreadsheets. Data was coded by entering 

the data into separate spreadsheet columns which were 

numbered according to the relevant question number. Each 

'yes' or 'no' answer was allocated a number 1 in the 

spreadsheet column. In case where the respondent chose to 

answer 'partly' or 'yes and no', the response was coded as a 

'yes'. If the question was not answered, a 'l' was allocated 

to a column in the spreadsheet narned 'Blank'. 

The totals obtained by this process were then recorded and 

transformed into percentages for presentation in the results 
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section as Tables and Figures. Percentages were used 

throughout this field study due to the uneven numbers of 

subjects 

obtained 

in 

for 

each 

each 

respondent 

category 

category. The 

of professional, 

percentages 

for each 

relevant question, were graphically presented as histograms 

or piecharts. The researcher chose not to analyse the data 

in any greater depth for several reasons, one of which was 

the small numbers of subjects in some of the groups and the 

uneven subject numbers within each group, the other reason 

was related to the researchers decision to include a wide 

range of questions related to the clinical practice of pa.in 

management in this field study. This wide range of issues 

was a major limitation of this Field Study, and will be 

discussed in greater detail in Limitiations of This Study 

(p. ''. ) . The researcher decided that the survey method in this 

field study was aimed at obtaining a broad picture of 

clinicians' perceptions, and that the results of the data 

obtained from this survey, could include issues warranting a 

greater depth of analysis, in a more tightly focused study 

by future researchers. 

Qualitative Analysis 

As mentioned previously, this field study used survey 

methodology to obtain the perceptions of a range of heal th 

professional practitioners in the ACT, about a range of 

issues relating to the practice of pain management. The 

nature of this survey was therefore primarily qualitative in 

nature due to the fact that the researcher sought to, 
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"uncover the thoughts, perceptions and feelings experienced 

by informants" (Minichiello, Aroni, Tirnewell and Alexander, 

1995). The researcher hoped that the results of this study, 

though broadly focused, and simply analysed, might provide 

information that might enable issues to be discussed, and 

conclusions to be drawn, which could be of interest, both to 

other clinicians and to future researchers. Qualitiative 

analysis, according to Minichiello et al., 1995), 

Without relying on the predetermined and fixed 
application of the predictive and prescriptive 
requrements of the quantitative methodologies, 
facilitates an understanding of the informants' 
perceptions (Minichiello et al., 1995, p.10). 

Respondents were asked in Q8/Q9/Ql0/Qll, 

questionnaire, to offer their perceptions on, 

of the survey 

• the role of a psychologist in pain management, and 

• their own role(if not a psychologist), plus 

• reasons for not using pain questionnaires, and 

• reasons for any perceived reluctance of their clients to 

consider their pain in psychological terms. 

The comments written by respondents in response to these 

open ended questions, were analysed for content due to the 

open ended nature of the questions as suggested by Hadley 

and Mitchell (1995). The researcher used a method of 

thematic analysis (Kellahear, 1993; Minichiello, 1995) to 

obtain phrases or single words, which could represent the 

various themes, extracted by the researcher from the 
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respondents' comments. According to Hadley and Mitchell 

(1995), 

usually includes 
some combination 
task, usually a 
Mitchell, 1995, 

The content analysis task 
classifying, counting, rating, or 
of these .... and entails a judging 
time-consuming one {Hadley and 
p.297). 

In this field study, the researcher chose to present the 

single words, or phrases, obtained from the content analysis 

of the open- ended questions (except for Q16, the final 

question, as explained later in this section), in Tables in 

the results section of this field study, in order of total 

frequency of mention, across all categories of respondents, 

or for each particular category of health professional, for 

the particular theme. Most respondents mentioned more than 

one i tern or issue when answering these questions, therefore 

the frequency of mention, in these tables, did not always 

equal the number of respondents. According to Fowler (1985), 

"self-adrninstered open answers often do not produce useful 

data due to difficulty in coding the answers and lack of 

opportunity, in mail surveys to probe for clarity from 

incomplete answers" (Fowler, 1993, p. 57 l . However, as Fowler 

(1993) also suggested, "if one is collecting data from a 

population that is highly literate and that, on average, is 

likely to be highly interested in the research, mail 

procedures become more attractive" (Fowler, 1993, p.56). The 

researcher chose to include open ended questions in this 

survey, and use a simplistic method of analysis, in the hope 
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that, due to the literate nature of the target population, 

and the relevance of the subject matter to this target 

population, some interesting or useful issues might emerge 

from the results of this survey. Whilst discussing 

qualitative analysis, Wolcott (1994) made the comment that 

"anything that provides inspiration for good ideas deserves 

its place" (Wolcott, 1994, p.38). 

To obtain information on clinical approaches currently used 

and recommended by the practitioners in this study, Q15, of 

the survey questionnaire (see Appendix A), listed 26 

clinical approaches. Respondents were asked to tick which 

ones they used and/or recommended. In this case therefore, 

the maximum number of possible ticks, for any one item used, 

or for any one item recommended for use, could theoretically 

equal the number of respondents in this study, however if a 

respondent ticked both the used and recommended boxes, the 

total number of used and recommended could be twice as many 

as the number of respondents. For this reason, and because 

of the over large number of listed approaches, (which in 

hindsight was probably not a good idea and therefore also a 

limitation of this study, in regard to this question), the 

results were presented as a table with each approach listed 

in order of total number of ticks indicating that the 

approach was either used and/or recommended for use in pain 

management. 
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The researcher included an open ended question {Q16) at the 

end of the questionnaire to give respondents the opportunity 

to make comments, for the benefit of other clinicians (or 

future researchers), on the basis of their years of clinical 

experience. The researcher decided to present the comments 

from this particular question 'as if' the respondent was 

speaking directly to the reader. (The researcher wished to 

preserve the anonymity of the individual respondent whilst 

preserving the individuality of the comment.) The researcher 

believed that these comments were rich in the personal 

viewpoints of the respondents concerned and did not want to 

analyse these particular comments into categories, and 

therefore decided only to edit the comments for spelling and 

grammar, not for content. 
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CHAPTER FIVE: RESULTS 

Results for this field study are presented in three major 

sections. Each section is preceded with a summary of contents 

for that section. The sections are described as follows: 

Section I presents, 

• The return rate for this survey, plus the percentage of 

respondents included for analysis in each category of 

health professional, 

• A demographic profile of the survey respondents and their 

clinical practice. The profile includes age, gender, years 

of professional experience, style of professional practice 

and proportion of acute, chronic or cancer pain clients. 

Section II presents: 

• Respondents perceptions of the role of the psychologist in 

pain management, 

• Respondents view of their own role, (if not a 

psychologist), 

• Respondents views on whether they perceive their clients as 

being reluctant to consider their problems in psychological 

terms, and if so, reason why they think their clients 

would be reluctant. 
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Section III, the final section, is concerned with the 

respondents clinical practice of pain management and results are 

presented in the following order: 

• Whether the respondents have heard of the Gate Control 

Theory of Pain, and if so, do respondents use this theory as 

the basis of their clinical practice, 

• The theoretical basis for clinical practice of respondents 

who do not use the Gate Control Theory, 

• The use of, or reasons for non-use of questionnaires in pain 

management, 

• Clinical approaches to pain management which the respondents 

use, and /or recommend for their clients, 

• Comments on practice wisdom offered by respondents for the 

use of other pain management practitioners. 

Quantitative data is presented in Tables and Figures in the form 

of Percent (%), Mean Percent (Mean%), and Mean Percent Standard 

Deviation(%SD) Respondent sub-group data for General 

Practitioners {G.P.) and Specialists within Category II 

(Doctor), and for Nurses (N), Physiotherapists (Physio), 

Occupational Therapists (OT) and Counsellors (C), within 

Category III (Allied), are included in the Tables and Figures 

whenever the mean standard deviations(S0%) for any of the sub

groups, reflects a divergence of results within that category. 
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For each question in Section I, the results are first given as 

an overview of 3 main categories of Health Professional,: 

Category I (Psychologist), Category II (Doctor), Category III 

(Allied). The term 'Doctor' has been used in Tables and Figures, 

to refer to Category II respondents and therefore includes both 

General Practitioner(G.P.), and Specialist Medical 

Practitioners. 
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Respondents 

Survey Return Rate 

Four hundred and three questionnnaires were distributed for this 

survey of which 107 were returned, giving an overall return rate 

of 25 percent. For the survey as a whole, the return rate 

percentages were as follows: Of the 71 questionnaires 

distributed to Category I (Psychologists), 26 (36.6%) were 

returned. Of the 100 questionnaires distributed to Category II, 

(Doctor) 27 (27%) were returned. Of the 232 questionnaires 

distributed to paramedical and ancilliary professionals included 

in Category III (Allied), 54 (31.2%) were returned (see Figure 

16 and Table 3) . 

40 ~--------------------------~ 
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• 
~ 20 
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Figure 16. Survey Return Rate for the Three Categories 

of Health Professional in this Field Study (I:Psychologist, 

II:Doctor, III:Allied). 
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As can be seen from Table 3, specialist medical practitioners 

returned 10 of 19 questionnaires mailed (52.6%) which was the 

highest return rate overall. General practitioners returned 17 

of 81 (21%). The lowest return rate was the 5 of 53 (9.4%) by 

clergy, who due to this low response were grouped for analysis 

with the counsellor sub-group. The highest return rate from 

paramedical and ancilliary health professionals grouped within 

Category III(Allied) was by Occupational Therapists with a 

return rate of 12 from 29 (41.4%), followed by Physiotherapists 

(31.3%), Nurses (26.2%) and Counsellors. The Counsellors 

original return rate of 18.3% dropped to 14.2% when amalgamated 

with Clergy (9.4%). 

Table 3. 

Survey Return Rate as a Function of Health Professional 

Category. 

Category 

I 

II 

III 

Psychologist 

Dr- G.P. 

Dr- Spec 

Nurse 

Physio 

0 T 

Counsellor 

(*Clergy 

Survey Total 

Mailed 

71 

81 

19 

100 

42 

48 

29 

60 

53 

232 

403 

Returned 

26 

17 

10 

27 

11 

15 

12 

% 

21. 0 

52.6 

26.2 

31. 3 

41.4 

11 *18.3 *14.2 

5 9.4) 

54 

107 26.6 

Cat.% 

I-36.6 

II=27.0 

III=31.2 

*Note : Clergy were included in counsellor sub-group for 

data analysis due to low rate of return (5 of 53 or 9.4% 

which brought the combined Counsellor sub-group return rate 

down from 18.3% to 14.2%). 



Percentage of Respondents in Each Field Study 

Category 

The survey data obtained from the 107 
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completed 

questionnaires was grouped into 3 categories for analysis. 

Of the 107 questionnaires returned (see Figure 17), 26 

(24 .3%) were from Psychologists and as previously mentioned 

were maintained in one group: Category I (Psychologist). 

The 17 questionnaires 

Practitioners{lS.9%), and 10 

returned 

returned 

by 

by 

General 

Medical 

Specialists(9.3%), were combined into one group of 27 {25.2% 

of overall study data) to form Category II(Doctors). 

The remaining 54 questionnaires (51%) returned by 

paramedical and ancilliary professionals were grouped under 

the title of Category III (Allied). This category (see Table 

4 and Figure 10) included the sub-groups of Nurse ( 11 or 

10. 3%), Physiotherapist (15 or 14%) Occupational Therapist 

(12 or 11%) and Counsellor (16 or 14.2%). 
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(Ill) Physiotherapist 
14% 

Figure 17. Percentage of Respondents Included Within 

Each of the Three Main Field Study Categories 

(I:Psychologist, II:Doctor, III:Allied). 
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Demographic Variables 

Demographic data available for this study and presented in this 

section included age, gender, style of professional practice, 

years of practical experience and percentage of acute, chronic 

and cancer pain clients. As mentioned previously, clergy have 

been included throughout this section, for analysis, within the 

sub-group 'Counsellor' in Category III (Allied). 

Age Range 

The percentage of respondents in Category I (Psychologist), 

Category II(Doctors) and Category III(Allied) for each age 

range: less than or equal to 30 years, less than or equal to 40 

years, less than or equal to 50 years, less than or equal to 60 

years and greater than 60 years old, is shown in Figure 18. The 

largest percentage of respondents in each category were between 

40 and 50 years old. No Doctors who responded to the 

questionnaire were less than or equal to 30 years old, compared 

to Occupational therapists (25%), physiotherapists(20%) and 

nurses (18.2%). Twenty percent of Medical Specialists, 11.5% of 

Psychologists, 9.1% of Nurses and 5.9% of General Practitioners 

were over 60 years old compared to nil for Physiotherapists, 

Occupational Therapists and Counsellors(see Table 4). 
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Figure 1B. Proportion of Respondents in each Age Range 

as a Function of their Professional Category. 

Table 4 

ProQortion of ResQondents in Each Age Range as 

a Function of their Professional Category. 

% % % % % 

Category Sub-group <30 30-4 0 40-5 0 50-6 0 >60 

I Psychologist 7.7 11. 5 50 19.2 11. 5 

II G.P 0 29.4 47.1 17.7 5.9 

Si;;;iecialist 0 10 50 20 20 

Mean% 0 19.7 48.5 18.8 12.9 

SD% 0 13. 7 2.1 1. 7 1 

III Nurse 18.2 18.2 54.6 0 9.1 

Physiotherapist 20 26.7 46.7 6.7 0 

Occ.Therapist 25 41. 7 25 8.3 0 

Counsellor 12.5 6.3 37.5 43.8 0 

Mean% 18.9 23.2 40.9 14.7 2.3 

SD% 5.2 14.9 12.7 19.7 4.5 
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Gender 

A number of respondents, 12.5% of Category I (Psychologist), 

16.8% of Category II (Doctor) and 12.7% of Category III 

(Allied), did not answer this question and were allocated to 

the 'not given' category of Figure 19. Of the respondents 

who did answer this question, Category III(Allied) had the 

highest percentage of female respondents, with 65.5%, 

followed by Category I (Psychologist) 50% and Category II 

(Doctors) 28.5%. However, wide variations in the sub-group 

percentages of females and males are reflected in the high 

standard deviations as shown in Table 5. 

70.0 ~---------------------

60.0 
,DMale -7 

50.0 . -e 
QI 40.0 
u 
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" GI 30.0 .. 
20.0 

1 a.a 
0.0 

(I) Psychologist (ll)Doctor (lll)Allied 

Category of Respondent 

Figure 19. Proportion of Male to Female Respondents as a 

Function of their Professional Category. 
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within Category III (Allied} the highest percentage of 

female respondents{see Table 5) were in the sub-groups of 

Nurse (100%), Physiotherapist {60%}, and Occupational 

Therapists (58%). The only sub-group with a higher 

percentage of males than females was the Specialist Doctor 

group with 80% males, 10% females, and 10% not marked. The 

Counsellor sub-group had equal percentages (43.8%), of male 

and female respondents. 

Table 5, 

Proportion of Male and Females respondents as a Function of 

their Professional Category 

Categoa Sub-group %M %F %Not Marked 

I Psychologist 38.5 50 12. 5 

II G.P 29.4 47.1 23.5 

Specialist 80 10 10 

Mean% 54.7 28.5 16.7 

SD% 35.8 26.2 

III Nurse 0 100 0 

Physiotherapist 26.7 60 13.3 

ace.Therapist 16.7 58.3 25 

Counsellor 43. 8 4:J,B 12.4 

Mean% 21. 8 65.5 12.] 

SD% 18.3 24.1 
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Years of Professional Experience 

The percentage of Psychologists, Doctors and Allied Health 

Professionals represented in each range of years of 

professional experience is shown in Figure 20. Category II 

(Doctor) had the lowest overall percentage 

respondents with less than or equal to 10 

(11. 8%) 

years 

of 

of 

experience. This percentage was obtained (see Table 6}, by 

combining the General Practitioner sub-group (23 .5%) with 

the specialist sub-group (0%). Category II (Doctor) had the 

highest percentage of respondents in the greater than 30 

years of experience range (27. 9%), followed by Category II 

{Psychologist) 23.1% and category III (Allied) with 27.4%. 

35.0 

30.0 

25.0 

; 20.0 
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Figure 20, Proportion of Respondents in each Years of 

Professional Experience Range as a Function of their 

Professional Category. 
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Category I (Psychologist) and Category III{Allied) had their 

highest percentage of members in the greater than 10 but less 

than 20 years of experience range (34.6% and 33.2%), and greater 

than 20 but less than 30 years experience (30.8% and 31.9%) 

respectively. Occupational Therapists were least represented 

(8.3%) in the less than 30 but greater than 20 years experience 

range. General Practitioners (5.9%), followed by Counsellors 

(6.3%), and Physiotherapists (6.7%) were least represented in 

the greater than 30 years experience range. Table 6 details the 

remaining sub-group percentages for years of professional 

experience. 

Table 6. 

Proportion of Respondents in each Years of Experience Range 

as a Function of their Professional Category 

Cateqorv 

I 

II 

III 

Sub-group 

Psychologist 

G.P 

Specialist 

Mean% 

SD% 

Nurse 

Years of Experience 

<-10 >l0<-20 >20<-30 >30 

23.1 34.6 30.8 11.5 

23.5 23.5 35.3 5.9 

Q_ ___ 3~---=---~-o _ 

11.8 26.8 27.6 27.9 

16.6 4.6 10.8 31.2 

18.2 18.2 54.6 9.1 

Physiotherapist 26.7 

Occ.Therapist 33.3 

33.3 33.3 6.7 

50 8.3 8.3 

Counsellor 

Mean% 

SD% 

31. 3 

27.4 

6.7 

31.3 31.3 6.3 

33.2 31.9 7.6 

13. 1 18. 9 1 3 
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Style of Professional Practice 

As can be seen from Figure 21 and Table 7, all Doctors in 

Category II reported being in private practice and none in 

government employment. Ten percent of Specialists reported that 

they were also in academic practice. Ten percent of Specialists 

and 5.9% of General Practitioners were working in non-Government 

settings. The majority of Psychologists (65.4%), reported being 

in private practice, 35% were employed by the government and 4% 

in non-government employment, with 23% marking more than one 

category of practice. 

100.0 , 
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Figure 21. Proportion of Respondents in Each Style of 

Professional Practice as a Function of their Professional 

Category, 
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The Allied (Category III) respondents as a whole had the least 

proportion (54%) in private practice and the least in academic 

settings (1.6%). Thirty percent were in government employment, 

16% in non-government, 7% in 'Other' and 8.5% marked more than 

one category of employment. There was a substantial variation 

between sub-groups in this category (see Table 7). The greatest 

sub-group disparity was in the private practice category, in 

which there were 93.3% of Physiotherapists but only 9.1% of 

Nurses. Occupational therapists (58.3%) and Counsellors (56.3%) 

were almost equally represented in the private practice 

category. No Physiotherapists were in government employment 

compared to 54.6% for Nurses, 33.3% for Occupational Therapists 

and 31.3% for Counsellors. 

Table 7. 

Proportion of Respondents in each Style of Professional 

Practice as a Function of their Professional Category. 

Per ent 

Category Sub groJ,JI): p A Q N 0 

I Psych §5.4 3.9 34.6 15.4 3.9 

II Doctor G.P 100 0 0 5.9 0 

Speciali~t 100 10 0 lQ 0 

Mean% 100 5 0 8 0 

SD% 0 7.1 0 2 . 0 

III Allied Nurse 9.1 0 54.6 27.3 9.1 

Physio 93.3 0 0 6.7 0 

Occ.T. 58.3 0 3 3 . 3 16.7 0 

Counsellor :,6.3 6.3 31. 3 12.5 18.8 

Mean% 54.3 1.6 29.8 15.8 7 

SD% 34.6 3.1 22.5 ~-7 9.0 

Note.l. p = Private practice, A = Academic, G = Government 
employment, N = non-Government and o = Other. 

2. some respondents marked more than one category. 
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Proportion of Acute, Chronic or Cancer Pain Clients 

As can be seen from Table 8, Category III {Allied) reported the 

highest overall percentage of pain clients as a proportion of 

their case load with 74.1%, followed by Category II (Doctor) 

with 41.8%, and Category I {Psychologist) with 20.2%. Within 

Category III (Allied) the Counsellor sub-group (45.7%) had the 

lowest percentage of pain clients with the other 3 sub-groups 

all recording more than 80%. Within Category II (Doctor), 

Specialists reported 62.5% of pain clients compared to only 

21.3% of General Practitioners. 

Table 8. 

ProQortiQD Qf Acute, Chronic and Can~er Pain Clients as .:! 

Fun~tion Qf P;rgfessional Category. 

;iub-grouQ %A!;ute %Chronic %Canc~r% Total% 

L- Psychologist 4.5 15.5 0 2 20.2 

II G.P 9.1 10.8 1.4 21. 3 

Specialist 12.8 42.2 Q,5 62.5 

Mean% 10. 9 30 0.9 41.8 

SD 2.6 27 0 7 62.5 

III Nurse 42.9 31. 9 8.6 83.4 

Physiotherapist 35.7 50. 5 0.6 86.8 

Occ.Therapist 21. 9 58.5 0 80.4 

Couil§i;!~)lQr 4.5 38.:, 2.7 45.7 

Mean% 26.3 44.9 3 74.1 

SD% 16.9 11. 9 3.9 
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Chronic pain clients were the largest proportion of respondents' 

pain client caseload with 44.9% for Category III (Allied), 30% 

for Category II (Doctor), and 15.5% for Category I 

(Psychologist). Acute pain clients represented 26.3% of caseload 

for Category III (Allied), followed by 10.9% for Category II 

(Doctor), and 4.5% for Category I (Psychologist). Cancer 

patients were hardly represented at all with 0.2% for Category I 

(Psychologist), 0.9% for Category II (Doctor) and 3% for 

Category III (Allied). 
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Figure 22. Proportion of Acute, Chronic or Cancer Pain 

Clients as a Function of their Professional Category. 
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Section II : Multidisciplinary Roles 

Multidisciplinary Views on the Role of a Psychologist 

in Pain Management 

Multidisciplinary Views on Own Role in Pain 

Management 

Category II(Doctor) Views of Own Role 

Category III(Allied) Views of Own Role 

Multidisciplinary Views on Respondent Reluctance to 

View their Problem in Psychological Terms, and 

Perceived Reasons for any Reluctance 
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Multidisciplinary View of the Role of a 

Psychologist in Pain Management 
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Across most categories of health professional in this study (see 

Table 9), the main role of a Psychologist in pain management was 

seen as a teacher of pain coping and management strategies{48 

mentions), and as an educator of the relationship between 

psychology and pain(23 mentions/. The discipline of Occupational 

Therapy was the exception, their most frequently mentioned, (and 

overall total third highest mentioned(l8) view of the role of the 

psychologist was as an assessor of psychological and behavioural 

factors. Equal fourth most mentioned perception of the role of a 

psychologist (15 mentions each) was to deal with the emotional 

impact of pain i.e. depression, anger and anxiety and also to 

provide a safe supportive environment for the client. 

Table 9 

Multidisciplinary View of the Role of a Psychologist in Pain 
Management 

Cate o 
Role of Psychologist 
Teach pain coping strategies 
Educate psycholgy-pain 
Assess Psych/behaviour factors 
Emotions depression/anxiety/anger 
Supportive-safe individual therapy 
Teach Relaxation/breath control 
Reduce impact on quality of life 
Refer/liaison other professionals 
Chronic pain 
Stress management 

I 
Psych 

13 
5 
3 
3 
6 
4 
5 
3 

Pain impact total behavioural world 3 
Accept and move on 
Hypnosis 
Relationship/family therapy 
Reduce drug/medication dependency 
No role for psych 

1 

1 

II 
Dr 
10 
6 

4 
2 
4 
2 
3 
3 
4 
1 
2 
2 
4 
1 
3 

N 
3 
3 
2 
2 

1 

1 

1 
1 
2 

III 
p 0 
8 6 
4 
2 8 
4 1 
1 4 
3 

2 
1 2 
4 
1 l 
1 1 
1 

c 
8 
5 
3 
1 
2 
1 
2 
2 
1 
2 

2 
1 

T tal 

48 
23 
18 
15 
15 
12 
11 
11 
9 
8 
7 
5 
5 
5 
4 
3 
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Category II (Doctor) View of Own Role in Pain 

Management 

As can be seen from Table 10 below, the most frequently 

cited view of the role of a Doctor in pain management was as 

a provider of treatment or advice (12), followed by the 

provision of a diagnosis of a physical or pathological 

process(ll} and referral to other therapists {10). 

Table 10. 

Category II(Doctorl Views of Own Role in Pain Management 

Order 

1 
2 
3 
4 
4 
6 
6 
8 
9 
9 
9 

12 

Doctor (n-27) Frequency 

Treatment/advice (conservative or surgical) 
Diagnosis of physical/pathological process 
Referral to other therapists 
Analgesics/prescriptions 
Management-monitoring of pain/suffering 
Find cause-cure-relieve if possible 
Support-care-concern 
Assess-examine/quantify illness-injury 
Co-ordinate care 
Counselling 
Part of team approach 
Explore emotional issues 
Advocacy 
As for psychologist plus medication 
Emphasis on patient control 
Individual variation(source and nature of pain) 
Look at whole person 
Medical /physical therapy/nerve blocks 
No role if psychosomatic 
Referral to pain clinic 
A person the client could talk to 

12 
11 
10 
7 
7 
6 
6 
4 
3 
3 
3 
2 
1 
1 
1 
1 
1 
1 
1 
1 
1 

Note. Table ordered by frequency of mention. Most respondents 

mentioned more than one aspect of their role. 
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Category :i::i::i: (Allied) Views of Own Role in Pain 

Management 

Tables 11, 12, 13,and 14 which follow, present the 'own role' 

perspectives of the Category III (Allied) health professional 

disciplines in this study. Note that these four Tables are 

ranked in order of frequency of mention and that most 

respondents mentioned more than one aspect of their role. 

Nurses view of Own Role 

Nurses in this study gave equal priority(5 mentions) to the view 

their that their role involved the administration of analgesics, 

the assessment of whether pain signalled an emergency, and the 

giving of massage to their patients. This was closely followed 

with making the patient as comfortable as possible and making a 

referral. 

Table 11 

Category III (Nurse) Views of Own Role in Pain Management 

Order Nurse(n-15} 
Administer analgesics 
Assess whether pain signals emergency 
Use massage, 
Find most comfortable position 
Referral 
Allieviate pain 
Assist in management 
Monitor adequacy of pain relief 
Same as psychologist 
Teach alternate pain relief 
Use heat/cold 
Be objective and subjective in assessment 
Give exercises 
Implement instructions 
Supportive 
Teach imagery /relaxation 

Frequency 
5 
5 
5 
4 
4 
2 
2 
2 
2 
2 
2 
1 
1 
1 
1 
1 
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Physiotherapist View of Own Role 

As shown in Table 12, below, the Physiotherapists in this study 

viewed their role as devising exercise and strengthening and 

stretching programs for their clients, plus the functional 

optimisation and the modification of musculo-skeletal 

structures.Mention was made of the need to help the client 

modify their physical behavior. 

Table 12 

Category III(Physiotherapist) View of Own Role 
in Pain Management 

Order Physiotheranist(n-15) Frequency 

Devise exercise-stretching/strengthening programs 5 
Functional optimisation 5 
Physiotherapy-modify musculo-skeletal structures 5 
Physical behaviour modification/posture 4 
Primary physical management practitioner 2 
Same as psychologist plus 2 
Teach physical management strategies 2 
Direct(temporary) physical pain relief 2 
Referral/liaise other professionals 2 
Teaching cognitive-behavioural strategies 2 
Emphasise patient control not passive 'fix me' 1 
Encourage return to previous activity 1 
Explanation of pain 1 
Explore alternatives (hydrotherapy) 1 
First contact for advice/treatment 1 
Lifestyle management 1 
Massage 1 
Minimise deconditioning 1 
Prognosis 1 
Support (emotional/psychological) 1 
Symptom treatment plus emotional support 1 
Teach electrotherapy/TENS 1 
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Occupational Therapist View of Own Role 

As can be seen from Table 13 below, Occupational Therapists' 

equally frequently mentioned(5 mentions) their role as a teacher 

of practical day to day living skills and the importance of a 

team approach with referral and liaison with other health 

professionals. 

Table 13 

Occupational Therapist views on 'own role'. 

Occupational Therapist: (n-12} Frequency 

Teaching practical day to day living skills 5 
Referral/liaison/team approach to pain management 5 
Informal counselling/refer for formal 2 
Identify/work through voccational issues 2 
Deal with primary cause of pain 1 
Encourage goals of improved functioning 1 
Energy conservation/time management 1 
Focus on positives l 
Problem solving 1 
Work simplification techniques 1 

Note. Table ordered by frequency of mention. Most 

respondents mentioned more than one aspect of their role. 
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Counsellor View of Own Role 

Almost equal mention was placed on a wide range of approaches by 

counsellors in this study. Category III(Counsellor) views of 

their own role in pain management (see Table 14 below), included 

helping the client to find ways of living despite their pain{3), 

making appropriate referrals(2), providing support(2) and 

helping the client to better manage their pain to improve their 

quality of life(2) and change the way the client thought about 

their pain(2). 

Table 14. 

Counsellor views of own role in pain management 

Counsellor: (n=l6) 

Find ways of living despite the pain 
Appropriate referral 
Facilitate ability to deal with pain 
Quality of life/relationships 
Support 
Help adjust thinking 
Build self efficacy 
Build self-esteem 
Encourage release negative emotions 
Explore meaning attached to pain 
Explore total discomfort picture 
Facilitate therapeutic trance 
Guide to access inner abilities 
Guide to appropriate work activities 
Minimise pain practices 
Particpate in assessment and treatment 
Validate the person 

• Clergy View of OWn Role 

Convince person that God cares 
Counselling 
Help seek cause/healing 
Prayer 

Order 

3 
2 
2 
2 
2 
2 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 

1 
1 
1 
1 
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Multi-Disciplinary views on whether respondents 

viewed their clients as reluctant to consider 

their problem in psychological terms 

As can be seen from Figure 23 (below), the majority of 

health professionals who answered the question, viewed their 

clients as being reluctant to view their problem in 

psychological terms. The only exception was Category I 

{Psychologist) respondents who were evenly divided (46.2%: 

46.2%) on this question. 
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Health Professional 

Figure 23. Proportion of Respondents who Considered that 
their clients would be Reluctant to View their Problems in 
Psychological terms. 
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Within Category II (Doctors), 76. % of General Practitioners 

viewed their clients as reluctant, followed by 50% of 

Specialists. Physiotherapists within Category III (Allied) 

had the largest percentage of 'Yes Reluctant' responses 

(92. 9%) , followed by Occupational Therapists with 83. 3 % , 

Nurses (72.2%) and Counsellors with 62.5%. 

Multi-disciplinary Perspective on Reasons for Client 

Reluctance to View their Problem in Psychological 

Terms 

As can be seen 

mentioned reason 

from Table 

which was 

15, the 

offered, 

most frequently(24) 

mainly by Category 

II(Doctors), for any perceived reluctance of clients to view 

their problem 1.n psychological terms, was the view that 

these clients were searching for a medical cure (a pill to 

cure their pain). The next two most frequently(21) cited 

reasons overall, were client ignorance of the psychological 

aspects of pain, and the implication of 'madness' (i.e. that 

their pain was 'not real'). The implication of 'madness' was 

most frequently mentioned by Psychologists (8) and 

Physiotherapists(S). The next most frequently mentioned 

reason overall(l8), for possible client reluctant, was the 

perception that a client might find their self-image 

threatened by a referral to psychologist. The mention of a 

possible client focus on a cure, and the ignorance of the 
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relationship between pain and psychology, was most 

frequently cited(B and 6 mentions respectively) by Category 

II(Doctors), and Occupational Therapists(4 and 4). 

Table 15 

Multidisciplinary Perspective on reasons why a client might 

be reluctant to consider their pain in psychological terms 

I II III Total 

Psy Dr N Phy 0 C 

Pos;';;ible Reason Total 

Focus medical-model/ cure-pill 3 8 4 2 4 3 24 

Ignorance psychological aspects 2 6 3 4 4 2 21 

Implies 'madness/in the mind' 8 2 5 3 3 21 

Threatens self-image/malingerer 2 1 4 4 1 12 

Avoid hard work on life problems 4 2 1 7 

Denial/fear(Chronic pt) 2 1 2 5 

Focus on compensation/2ndry gain 1 2 1 4 

No energy to face alternatives 2 2 4 
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Section III: Clinical Practice of Pain Management 

Proportion of Respondents Who Had Heard of the Gate Control 

Theory of Pain, Compared to Those Who Reported Using The Theory 

Alternative Theories Used (if any), As The Basis of 

Respondents' Clinical Practice 

Use of Questionnaires and Reasons for NOT Using Questionnaires 

Clinical Approaches used and/or recommended 

Practice Wisdom Comments 
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Proportion of Respondents Who Had Heard Of The 

Gate Control Theory of Pain, Compared to Those 

Who Reported Using The Theory 

The majority of respondents (see Table 16) in all 3 categories 

of health professional in answer to Q6, marked 'yes' to having 

heard of the Gate Control Theory(G.C.T.) of Pain, but a far 

smaller percentage marked in answer to Q7, that 'yes' they used 

this theory as the basis of their pain management practice. In 

Category I (Psychologist) 65.4% had heard of the G.C.T. compared 

to 19.2% who marked 'Yes' to using the G.C.T. In Category II 

Doctors), an average of 91.2% had heard of the G.C.T. compared 

to (50.6%) who marked 'Yes' to using the G.C.T. as the basis of 

their clinical practice. In Category III (Allied), overall, 

61.1% marked 'Yes' to having heard of the G.C.T., compared to 

36. 6% who marked 'Yes' to using the theory as a basis of their 

pain management practice. Some respondents chose to write 

'Partly', as well as marking Yes or No to these questions. 

Partly responses were included in the 'Yes' percentages, 

therefore some total percentages for yes and no exceeded 100%. 

The Standard Deviations (SD) for the Allied Category III Health 

Professional was high. As can be seen in Table 9, this deviation 

was caused both by low average percentages for both 

nurses(36.%), and counsellors(31.3%) having 'heard of' the 

theory and low average percentages in the 'Yes Used' the G.C.T. 

for Nurses (27.3%), Occupational Therapists (33.3%) and 

Counsellors (12.5%) while the physiotherapists averaged was a 

high 73.3%. 
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Table 16. 

Proportion of Respondents Who Had Heard Of The Gate Control 

Theory of Pain (G.C.T.), Compared to Those Who Reported 

using That Theory as the Basis of their Clinical Practice. 

Category Sub-grou:r;;i %Yes Heard %Yes Used 

I Psychologist 65.~ 19.2 Cat.I 

II Doctor G.P 82.4 41.2 

Specialist 100 60.0 

Mean% 91. 2 50.6 

SD% 12.5 13.3 C t.II 

III Allied Nurse 3 6. 4 27.3 

Physiotherapist 93.3 73.3 

Occ.Therapist 83.3 33.3 

Counsellor 31. 3 12.5 

Mean% 61.1 36.6 

Sfil_ 31. 8 26.6 Cat.III 

Alternative Theories Used (if any), as the Basis 

of Clinical Practice 

Comments given in answer to Q8, on the theoretical basis (if 

any) used by those respondents who, in answer to Q7, 

answered 'No', to using the Gate Control Theory of Pain as 

the basis of their pain management practice, are shown in 

Table 17. This table is arranged in order of the frequency 
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of mention and it should be noted that some respondents mentioned more 

than one theory, or basis for their clinical practice. 

Table 17. 

Alternative Theoretical Basis for Respondents' Clinical Practice. 

I 

Theoretical Basis 
Ps ch 

Cognitive-Behavioural Therapy 3 
Bio-Psycho-Social 2 
Multimodal varies Individual) 2 
Self-Efficacy/Control of Pain 2 

Counselling/discussion 
Hypnosis 
Systems 

Acceptance 
Acu-Puncture 
Bio-medical 
EMDR 
Exercise 
Functional Restoration 
Muscle Strengthening 
Pain Management Clinic 
Positive Ability Focus 
Somatic therapy 

1 
2 

1 

2 

II 

Dr 

1 
3 

2 
1 
1 

2 
2 

1 

N 

2 

1 

1 

III 

p 0 

1 

1 

1 

1 
1 
2 

1 

C 

2 

1 

1 
1 

1 

1 
1 

Note. Some respondents mentioned more than one theoretical 
basis for their practice. See Appendix F for alternative 
approaches which only received one mention. 

Total 

6 
5 
4 
4 

3 
3 
3 

2 
2 
2 
2 
2 
2 
2 
2 
2 
2 

It can be seen from Table 17, that the most frequently mentioned (6 

mentions, of which there were 3 Psychologists, 2 Counsellors and 1 

Doctor), alternative to the Gate Control Theory of Pain, was Cognitive

Behaviour Therapy, followed by Bio-Psycho-Social (5 mentions, of which 2 

were by Psychologists and 3 by Doctors). 
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The next most frequently mentioned alternative theory to the 

Gate Control Theory of Pain as the basis of the respondent's 

pain management practice with 4 mentions each, was multi

modal (individally varying), and Self-Efficacy/Control of 

Pain. 

Use of Questionnaires and Reasons for Not Using 

Questionniares 

It can be seen from Figure 24 that the majority of health 

professional groups(in answer to QlO), in this study did not 

use questionnaires in their approach to pain management. 

Category I (Psychologist) had the highest proportion(26.95%) 

of respondents who marked 'yes' to using questionnaires, 

followed by Category III (Allied) with 12%, and Category II 

(Doctor) with 5%. 
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Figure 24. Proportion of Respondents Using Questionnaires 

in their Clinical Approach to Pain Management 
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As can be seen from Table 18 below, within Category III 

(Allied), 18.2% of Nurses marked 'Yes' to using 

questionnaires, followed by Occupational therapists ( 16. 7%) , 

Physiotherapists (13.3%) and zero for Counsellors. 

Table 18. 

Proportion of Respondents' Using Questionnaires 

in their Clinical Practice. 

Category Sub-qrou Yes% No% 

I Psychologist 26.9 46.2 

II G.P 0 100 

Specialist 10.0 90.0 

Mean% 5 95 

SD% 7.1 7.1 

III Nurse 18.2 72. 7 

Physiotherapist 13.3 86.7 

ace.Therapist 16.7 75.0 

Counsellor 0 87.5 

Mean%12.0 80.5 

SD% 8.3 7.7 

Respondents' were asked, in QlOa to list up to five 

questionnaires which they used in pain management and in 

QlOb, were asked to allocate a rating (of between 1 and 5) 

to the questionnaires which they nominated, according to 

whether they thought the questionnaire was very useful ( 5) 

to (1) least useful. For questionnaires which were named but 

not given a point rating, the researcher allocated one 

point, otherwise the nwnber rating allocated by the 

respondent was used. The questionnaires listed in Table 19, 
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are in order of total points allocated to the questionnaire, 

using the method described above. Nurses gave a total of 6 

points (highest ranking) to the VAS (Verbal Analogue Scale), 

which was also given 4 points ( third ranking) by Doctors. 

The SIP (Sickness Impact Profile) received 8 points from 

Doctors ( the highest ranking), and 3 points (equal second 

ranking with the VAS) by Physiotherapists. The IBQ (Illness 

Behaviour Questionnaire) was given 6 points (third ranking} 

by Doctors, and 3 points {equal 7th), by Psychologists. 

Psychologists gave their highest number of points(9) to the 

MMPI2, 6 points (second highest) to the CSQ, and 5 points 

each (3rd ranking) to the MPI and the SEQ. 

Table 19 

Questiqnnaires Used by Respondents in their Clinical 

Practice (in order of rating points). 

Questionnaire I II III Total 

VAS 
SIP 
IBQ 
MM:PI2 
CSQ 
Spinal Funct.Sort 
MPI 
PCA Obs Chart 
SBQ 
BDI 
Functional State 
PSPI 
Zung DI(s) 
McGill 
Oswestry L.B.P.Q. 
Pain Drawing 
Pain Rating Q. 
STAI 
WHYMPI 
Pain Severity 

Ps ch 

3 
9 
6 

5 

5 
4 

4 

3 

Dr 
4 
8 
6 

1 

4 

4 
3 

N 
6 

5 

1 

p 

3 
3 

4 

3 

1 

2 

3 
3 
3 

(Full questionnaire titles, are given in Appendix D). 

13 
12 
9 
9 
7 
6 
5 
5 
5 
4 
4 
4 
4 
3 
3 
3 
3 
3 
3 
1 
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Reasons for NOT Using Questionnaires 

As can be seen from Table 20 below, the most frequently 

overall mentioned {29 mentions) reason for not using 

questionnaires for pain management(in answer to QlO), was a 

preference for obtaining information verbally from their 

clients. This reason received 9 mentions by 

Physiotherapists, 8 mentions by Doctors and 6 mentions by 

Counsellors. The most frequently cited reason by 

Psychologists (4) was unfamiliarity or limited experience. 

Occupational Therapists most frequently mentioned(S) reason 

for not using questionnaires was that they referred their 

clients to specialists or pain clinics. 

Table 20. 

Reasons for NOT Using Questionnaires (ranked in order of 

total frequency mentioned across all disciplines gf 

Health Professional) 

Category: I II III Total 
Psych Dr Allied 

N p 

Prefer individual/verbal history 1 8 2 9 3 6 29 
Limited experience/Unfamiliar 4 5 2 1 12 
Small chronic caseload/not relevant 2 5 2 3 12 
Refer to specialists/pain clinic 3 1 5 2 11 
Useless/ Too limited to be helpful 2 3 3 1 1 10 
Alienates clients/dislike forms 1 1 1 3 
Waste of time/space/resources 3 3 

Analysis takes too long 1 1 2 
Other professionals set regime 2 2 
Respond to immediacy of client needs 1 1 2 

Note. Some respondents mentioned more than one reason 
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Table 21 shows the clinical approaches used and recommended ( 

in answer to Q 15), by the multi-disciplinary health 

professionals in this study in order of total used(U) plus 

total recornmended(R). It can be seen that exercise was the top 

ranking approach (107 mentions), followed by muscle 

tense/relax {100), coping strategies (94), massage (92), drug 

therapy {82), problem solving (82), meditation (70), 

acupuncture ( 67) , pain diary ( 67) and beliefs and attitudes 

(66). Of these most frequently used and recommended clinical 

approaches to pain management, four could be regarded as 

primarily physical approaches (exercise, muscle tense and 

relax, and massage, breath control), four could be regarded as 

primarily cognitive, or cognitive behavioural approaches 

(coping strategies, problem solving, beliefs and attitudes, 

and pain diary), one (drug therapy) could be described as a 

pha:nnacological approach, and two (acupuncture and meditation) 

could be categorised as alternative approaches. 

Category !(Psychologists) most frequently used coping 

strategies (19), muscle tense and relax (18), and problem 

solving, beliefs and attitudes, and imagery training (score of 

17 for each). Category II (Doctors) used drug therapy the most 

(20), followed by exercise(14) and coping strategies (12}. The 

Category III(Allied) professionals used exercise the rnost(30), 

followed by muscle tense/relax and coping strategies(26 each), 

massage (24) and problem solving (23). 



155 

Table 21. 

Aggroach~Q Used(U} or Recommended(R) by Res12ondents for Pain 

Manag~ment Clients, (ranked by total using(!.!) andlor 

recQmrnended(Rl I . 

GrouQ Catego;ry: I II III 

Health Professional: Psych Dr Allied Total 

Subjects(n-) 12 6 I 127 I I 54 I I 107 I 

use or Recommend: u R u R u R u R Total 

1 exercise 6 19 14 12 30 26 50 57 107 
2 muscle tense/relax 18 10 6 16 26 24 50 50 100 
3 coping strategies 19 6 12 9 26 22 57 37 94 
4 massage 15 2 18 24 33 26 66 92 
5• drug therapy 12 20 9 16 25 36 46 82 
5• problem solving 17 7 7 9 23 19 47 35 82 

7 meditation 9 12 3 15 14 17 26 44 70 
8• acupuncture 12 4 14 8 29 12 55 67 
8• pain diary 14 5 9 6 15 18 38 29 67 
10 beliefs/attitudes 17 8 8 4 14 15 39 27 66 
11 breath control 15 5 5 3 21 13 41 21 63 

12 imagery training 17 6 4 7 6 11 27 24 51 
13 art therapy 4 9 2 10 7 16 13 35 48 
14• hypnosis 7 7 2 13 5 13 14 33 47 
14• spirituality 6 6 1 7 14 13 21 26 47 
16 cognitive schema 12 4 5 6 10 8 27 18 45 

17 attention focus 9 5 1 5 15 9 25 19 44 
18 attention deflect 9 4 2 6 12 10 23 20 43 
19 discuss pain theory 7 3 8 3 10 10 25 16 41 
20 prayer 2 6 1 5 10 13 13 24 37 
21 bodytherapies 1 7 2 3 10 11 13 21 34 
22 naturopathy 5 0 5 4 16 4 26 30 
23 insight therapy 9 3 4 4 5 4 18 11 29 
24 homeopathy 4 5 4 15 4 24 28 
25 aromatherapy 2 1 4 5 11 6 17 23 

• equal totals 
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Table 22. 

AQQroaches Used(U) or Recommended(Rl by E,eSQQndents for 
Pain Management Clients(ordered by total using{U) this 
aooroach}. 

Cate or ' I II III 
Psych Dr Allied Total 

Subjects(n=) 12 6 I 127) 1541 1107 I 
Use or Recommend: u R u R u R Order u R 

1 Coping strategies 19 6 12 9 26 22 { 1 I 57 37 
2 Exercise 6 19 14 12 30 26 { 2 I 50 57 
3 Muscle tense/relaxlB 10 6 16 26 24 { 3 I 50 50 
4 Problem solving 17 7 7 9 23 19 { 4 I 47 35 
5 Breath control 15 5 5 3 21 13 (5) 41 21 
6 Beliefs/attitudes 17 8 8 4 14 15 { 6 I 39 27 
7 Pain diary 14 5 9 6 15 18 { 7 I 38 29 
8 Drug therapy 12 20 9 16 25 { 8 I 36 46 
9 Biofeedback 6 7 3 10 19 15 { 9 I 28 32 
10 Cognitive schema 12 4 5 6 10 8 (10) 27 18 

Imagery training 17 6 4 7 6 11 (11) 27 24 
Massage 15 2 18 24 33 (12) 26 66 
Meditation 9 12 3 15 14 17 (13) 26 44 
Attention focus 9 5 1 5 15 9 (14) 25 19 
Discuss pain theory 7 3 8 3 10 10 (15) 25 16 
Attention deflect 9 4 2 6 12 10 I 16 I 23 20 
spirituality 6 6 1 7 14 13 (17) 21 26 
Insight therapy 9 3 4 4 5 4 I 18 I 18 11 
Hypnosis 7 7 2 13 5 13 I 19 I 14 33 
Art therapy 4 9 2 10 7 16 I 2 o I 13 35 

Bodytherapies 1 7 2 3 10 11 I 21 I 13 21 
Prayer 2 6 1 5 10 13 I 2 2 I 13 24 
Acupuncture 12 4 14 8 29 I 2 3 I 12 55 
Aromatherapy 2 1 4 5 11 (24) 6 17 
Homeopathy 4 5 4 15 (2 5 I 4 24 
Naturopathy 5 0 5 4 16 { 2 6 I 4 26 
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Within Table 22, differences 

the three categories of 

in approaches Used(U}, between 

health professionals, were 

noticeable in that massage, drug therapy, acupuncture, 

naturopathy, homeopathy, and aromatherapy were not used at 

all by Category I (Psychologist) but were used by more than 

one respondent in each of the other two categories of health 

professional. No Category II(Doctor) used homeopathy or 

naturopathy, and only one Doctor marked the use of 

spirituality, attention focus, prayer and aromatherapy. As 

can be seen from Table 22, all other approaches listed in 

the questionnaire were used or recommended by more than one 

of the respondents across all categories of respondents in 

this field study. 

Comparison of Table 21 to Table 22 

By comparing the top ten approaches 

used(U) or recommended(R) ordered 

1Il 

by 

Table 21 (Approaches 

total 

recommended) , to their frequency of mention 

using and/or 

in Table 22 

(which was ordered only by approaches actually used(U), ½" 

the respondent concerned), the reader may well notice that 

exercise, muscle tense/relax, 

therapy, problem solving, pain 

coping 

diary 

strategies, 

and beliefs 

drug 

and 

attitudes are ranked in the top ten on both tables. The main 

differences between the two tables are that massage was 

ranked 4th in Table 21 (Approaches Used and Recommended} but 

12th in Table 22 (Approaches Used), meditation 7th in Table 

21 but 13th in Table 22, acupuncture 8th in Table 21 but 

23rd in Table 22. Biofeedback was 9th in Table 22 but not 
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mentioned at all in table 21 and cognitive schema, which was 

listed 16th in Table 21, was listed at 10th in Table 22. 

Aromatherapy, homeopathy and naturopathy were the least 

frequently mentioned in both tables. 

'Other' Clinical Approaches Used or Recommended 

Table 23 (below) shows clinical approaches either 'used' or 

'recommended' for pain management, which were not included 

in the original list in the survey questionnaire, but which 

were added to the list by respondents. EMDR (Eye Movement 

Desensitisation Reprocessing) was mentioned by four 

respondents from Category I {Psychologist), and one mention 

each was made of hydrotherapy and support/listening. 

Category II(Doctors) gave two mentions to physiotherapy, and 

Category III (Allied) respondents twice mentioned TENS 

(Transcutaneous Electrotherapy), and manual therapy. For 

clarity of presentation, approaches which were only 

mentioned once, were not included in Table 23 but can be 

seen in Appendix F of this study. 

Table 23. 

Other Clinical Approaches used or Recommended for Pain 
Management 

Cate or I II III 
Clinical Approach Ps:::i::ch !lr Allied TQtal 

1 EMDR 4 4 
2 Alexander technique 1 1 2 

TENS 2 2 
Heat and ice 1 1 2 
Hydrotherapy 1 1 2 
Manual therapy 2 2 
Physiotherapy 2 2 
Psychodynarnic therapy 1 1 2 
Support/listening 1 1 2 



159 

Practice Wisdom Comments 

The comments presented in Tables 24 to 30, of this final 

Results section for this field study, are comments in answer 

to the last question of the survey, i.e. Do you have any 

comments which you would like to offer to other 

professionals in your field, as a result of your practical 

experience in pain management? In this last section of 

Results, the researcher has presented these comments 'as if' 

the health professional respondent was commenting directly 

to the reader. The researcher wished primarily to achieve a 

compromise 

individual 

between preserving 

respondent, whilst 

the 

also 

anonymity of 

preserving 

the 

the 

individuality and flavour of these comments. In the opinion 

of the researcher these comments are rich in the personal 

viewpoint and background knowledge and experience of the 

different categories of clinicians. The comments have not 

therefore been analysed, but they have been edited for 

spelling and grammar. The comments are presented in seven 

Tables, one Table for each discipline of health professional 

included in this study. The tables are presented in Category 

order, i.e. Category I to Category III. Results for this 

question will therefore only be briefly overviewed as a 

general introduction to the Tables which follow. 

Common Themes 

Common themes in the practice wisdom comments given by 

Doctors, especially in regard to chronic pain, was the 

importance of treating each client as an individual, 
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an eye 

a thorough exploration of diagnostic issues 

to wider environmental and psychological 
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with 

and 

understanding the emotional impact of the pain experience. 

Patience and thorough up to date knowledge of pharmacology 

was mentioned as an essential quality of the treating 

clinician as well as keeping patients fully informed of any 

disease process and recognising the frustration felt by 

doctors trying to treat chronic pain patients. Several 

respondents mentioned the need for the pain client to accept 

they may not be pain free and be motivated to take some 

responsibility to try to control their pain and that it was 

important to focus on what was possible, that it was 

important for the client to try to improve their quality of 

life while recognising and being helped to address the fear 

and frustration of their pain. Some respondents mentioned 

the negative impact of compensation & litigation, family 

dynamics and both positive and negative views were expressed 

about the use of opiates and narcotics. Peace of mind, 

meditation and the need to keep in front of the pain was 

mentioned for cancer pain patients whereas blocks and 

anaesthetics were mentioned for 

Physiotherapists' mentioned that they were 

acute 

often the 

pain. 

first 

point of contact for advice and treatment for pain problems. 

Doctors stressed the importance of moni taring the level of 

client pain and suffering, be supportive and caring and find 

the cause and relieve if possible. 
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Table 24. 

Comments on Practice Wisdom offered by Psychologists. 

Usually the last resort of a very unwilling patient with 
unfixable physical problems, unwilling to 'work'or prioritse 
issues. So work on highest priority, then break and 
recommence work on next issues when patient is 'willing to 
work'. 

Each person is unique therefore treat with respect and 
nurturing. 

Stay open to lots of alternatives, discuss & 

clients to consider alternative options such as 
hydrotherapy, biofeedback, relaxation,meditation, 
group to find WHAT WORKS FOR THEM. 

encourage 
massage, 

self-help 

Insight into psychological responses to diabili ty, impact of 
pain on personality, consequences for mental heal th, 
observation of individual differences. 

Full psychological assessment especially needs around trust, 
motivation, participation in decision making. 

Rewarding 
reducing 
control & 

to tackle depression, grief & loss 
hopelessness, increasing patient's 
competence. 

aspects 
feeling 

by 
of 

Listen,listen,listen 
pain. 

EMDR is very usefull for chronic 

All clients are in pain which is subjectiveand therefore 
very difficult to quantify or generalize. When pain is 
intolerable professional help may be sought. 

May be long term work to help chronic pain patients accept 
profound changes to their lives & begin to form a positive 
view, appreciation of their transformed lifestyles. 

Attend to 
reduction 
affected 
engaged 

total experience of the pain sufferer to enable 
of suffering to achieve empowerment indirectly in 
areas of life, modify expectations, be fully 

with pain clients over time and with THEIR 
experience. 

Clients concentration is very limited which affects goal 
setting or goal achievement. 

I find pain assessment battery very useful to assess pts 
pain experience compared to mean chronic pain sample: assess 
current coping strategies, emotional state gives a starting 
point to plan chronic pain management strategies. 
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Comments on Practice Wisdom offered by General 
Practitioners 
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Understanding impact and resultant emotions on clients lives 
and on those around them, establish social supports, 
discover which techniques already tried, which successful, 
unsuccessful. 

If workers compensation/litigation is involved, much less 
likely to resolve pain, cts less compliant with treatment 
methods involving application eg exercise, expect care to be 
provided. 

Don't ever offer any narcotic analgesia, its very easy to 
fake pain, a difficult pt with a lot of pain will mostly be 
avoided by fellow hwnans including health professionals & 
pain clinics, A&E, community nurses. 

To manage cancer pain need to keep in front of it and not 
let the pain build up, when people are at peace in mind and 
spirit they have less pain. 

Motivate the patient to take control of the pain, accept 
they may not be pain free. 

Very frustrating to treat medically. 

Hands on/touching therapies excellent for chronic pain, 
meditation techniques great for cancer, posture workshops 
very. important, acute pain can be treated by anaethetists 
using drug block techs, anasthesia in spinal cord if short
term severe pain, 

Much pain is chronic and has no 'use' - chronic pain always 
has a functional element. 

Patience, thorough up 
willingness to use 
aggressive management 
pain tolerance worse. 

to date knowledge of pharmacology, a 
opiates & confront heal th depts, 

of all other disorders which may make 

Multi-disciplinary 
management. 

approach is necessary for best 
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Table 26. 

Comments on Practice Wisdom offered by Medical Specialists 

Treat each patient as an individual, can 
listening, learning patient's perception of 
story, tailor management to the individual. 

best 
their 

help 
pain 

by 
and 

Extremely important to focus on losses at multiple levels. 

There is a natural variation in pain perception over time, 
also an increase in pain at night and in cold weather, if 
sleep deprived become depressed. 

Absence of objective diagnostic evidence eg MRI~CT scans 
does NOT mean the pain is imagined or faked especially in 
whiplash " eg if you can' t see it on the film it doesn' t 
exist". ({ see Barnsley et. al. on whiplash)). 

Strongest determinants of outcome in chronic pain management 
is the education level and pre-morbid coping mechanisms of 
the patient. 

For chronic benign pain, beliefs & values are the most 
critical element in production of chronicity, - pain 
disability patients are in a messy/confusing environment 
which results in a perpetuation of disability, they are 
encouraged into passive-dependent behaviours and 
disempowered in the system. 

Patients manipulate therapists. 

Concentrate on function rather than pain, get the diagnosis 
right, this life is not a rehearsal for the next. 

very difficult but very rewarding when somatsoform pain goes 
in response to treatment. 

Vital to reassure that there is no serious disease, if 
serious disease is present, requires a full discussion of 
the pain management process and progress ( keep patient 
fully informed), give low dose anti-depressant to maintain 
normal sleep pattern and enhance coping. 

Believe the patient, give a thorough physical-psych 
examination, use the bio-psycho-social model as a conceptual 
framework, recogognise the varieties of human condition, get 
into patient's own wavelength, early intervention 
individually developed and tailored. 
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Table 27. 

Comments on Practice Wisdom offered by Nurses 

Every person and episode of pain needs to be treated on its 
own merits. 

Heat with heat pack, exercise sometimes relieves pain, 
appropriate doses & times for medication, prayer & imagery 
of healing occurring, elevation & cold packs in some cases. 

Never question a patient's pain, they have pain if they say 
they have pain. 

Be patient, 
time, listen 

stay objective, reassess where 
to the description each time. 

you are each 

Treat pain as individual, 
is', be objective & 
alternatives i.e. natural 
control pain. 

'pain is what the patient says it 
treat the patient fairly, use 
therapies to assist the patient to 

ALWAYS treat the person, spirit being inhabiting the body, I 
believe we are naturally spiritual & this is our most 
important aspect, our bodies are merely the vehicle for the 
spirit till the body wears out, working the 'Christ in me to 
the Christ in you' brings a sense of wellness. 

Give oral analgaesics before removing epidural or PCA, 
followup with strictly 4/24, (some patients hesitant to ask 
for analgesics), more relaxation and massage required. 

Pre-op education about PCA, epidural to allieviate anxiety, 
offer regular analgesic, regular feedback by patient re 
effectiveness of analgesic, daily visit is an effective 
means of assessment. 

Good pain control requires assessment, action, continuous 
evaluation, consider other methods besides medication e.g. 
counselling & non-medical ie TENS machine/ massage etc. 

From aged carer point of view no one should be put in 
the elderly are frail, need to be there to help 
especially through pain and death. 

pain, 
them 
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Table 28. 

Comments on Practice Wisdom offered by Physiotherapists 

Not all pain has a physical cause even though physical 
symptoms may be present, be alert to events leading up to 
onset of pain, question patient carefully. 

For chronic musculo-skeletal problems: behaviour 
modification to cope with pain more important than direct 
physical intervention, patients' expect physical treatment 
from physio, hard to suggest otherwise, needs addressing at 
first point of contact (Dr) to avoid wrong expectations. 

Education of patients re expectations and realism. 

NO PAIN DIARIES- teach to focus on positive NOT negatives. 

Importance of movement and use of the body no matter how 
minor to start with. 

Pure nocicepti ve pain is not very common in long term pain 
conditions. 

Develop team approach for chronic pain, found it extremely 
useful the rare times I have liaised with a psychologist, 
shame too much professional jealously prevents more often, 
all patients need a holistic approach. 

Believing the 
explanations of 

person, treating 
chronic pain. 

as a 'real' person, 

Patients like to be in control, they feel lost with chronic 
pain, compensable patients told what to do by insurance 
companies-doctors-solicitors-specialists, need opportunity 
to participate in their own rehabilitaion & decision making. 

Some patients would not like to see a clinical psychologist 
as they feel able to cope by discussions with 
friends/family/physio/Dr- others would benefit but need 
encouragement. 

Help patient take control of their own 
pathway, physical and mental status seems 
feel able take control, focus on what 
rather than what CAN'T do all the time. 

treatment-recovery 
to improve if they 
the person CAN do 
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Table 29. 

Comments on Practice Wisdom offered by Occupational 
Therapists 

Believe that prescription of individual activity to increase 
activity is the major part of a successful program, focus on 
education to correct poor postures, lifting techniques, 
increase strength, endurance, coping skills, they need 
counselling plus support through the process. 

Respect beliefs & pain of client, assess whether fear of re
injury is limiting their functional capacity, encourage safe 
limits, assist confidence, help them to believe that pain 
does not necessarily equal injury. 

For chronic low back - neck pain encourage normal spinal 
movement plus graded intensity lumbar-neck exercise despite 
short term aggravation of S)'ITlptoms. 

Psychological aspects of pain in my 
dramatically over emphasised, psychosomacic 
understood leads to blaming. 

experience are 
referral wrongly 

If you don't have the expertise to 
cannot develop this expertise in a 
then refer on to more appropriate 
observing are key skills. 

assist your client and 
supervised environment 

personnel, listening & 

Use activities to divert the person from their pain, use 
positive feedback, emphasise ability not disability, be 
patient with people who have pain esp chronic pain. 

Team management combining medical-psych-therapist works best 
to achieve practical realistic results, no one therapy has 
the answer, too complex, occupational therapy invaluable to 
focus on modifying environment(home-work-leisure). 
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Table 30. 

Comments on Practice Wisdom offered by Counsellors 
Look to God, devine healer leads us to peace, God uses 
fragile wounded persons often to bring about healing 
recovery, growth. 

Most success when rapport developed, get to 'real' cause of 
pain, not just referred pain eg divorce/breakup from years 
before, people often reluctant to tell what their trouble 
really is, need patience, skill and experience comes in 
handy. 

Focus on what they want from 
control what they want, enables 
the pain. 

life, try to get them to 
them to cope with a lot of 

Exploring the psychological aspects, purpose of the pain if 
there seems to be a strong psychosomatic link. 

Clients have resources within, not for therapist to make 
treatment plans, assumptions on current trendy theory, 
causes of physical pain can be emotive-spiritual-mental or 
physical. 

They behave as 
loss of self 
management of 
victim role by 

victim, 'somehow they are at fault', severe 
esteem-wort when attitudes turn around 
the pain becomes possible, often held in 

Doctors attitudes to health and healing. 

Reduction in pain level results 
work or other positive outcome( 
seems to happen is stress level 
reduces registered pain level. 

from progress in return to 
ie developing a CV) , what 
is reduced which in turn 

If a person experiencing chronic pain can be to feel alive, 
living as a complete being, diminished-loss of pain can 
result, families which are organised around one person's 
pain need dramatically new strategies for restructuring the 
family. 

Pain involves a 
very gently in 
pace. 

Start where the 
to their life, 
counselling. 

great deal of loss 
a non-confronting 

& grief-important 
manner, work at 

to work 
clients 

person is, 
work with 

follow & explore 
what comes up as 

themes relative 
for 'straight' 

Client needs to be ready to work through the pain, never 
pain alone, need to look at the whole picture of client, 
pain is sometimes secondary to actual problem, if you can 
help to improve the persons circumstances-situation they are 
often able to work through their pain. 
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CHAPTER SIX: DISCUSSION 

Section I 

The issues investigated in this field study will firstly be 

restated accompanied by a brief statement of the major 

findings in regard to each of the issues. 

Section II 

This section will consist of a general discussion of the 

major findings which were outlined in Section I. 

Section III 

This section presents a summary of the conclusions and 

suggestions 

conclusions. 

Section IV 

for future research arising from these 

This section presents information on the limitations of this 

field study. 
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Section I: 

Issues and Major Findings 

The aim of this study was to collect infonnation, by survey, 

from a range of health professional practitioners in the 

ACT, on their perceptions of a range of issues related to 

the practice of pain management. The major findings relate 

to the following issues: 

Issue 1 

What were the perceptions, across all categories of 

respondents, of the role of a psychologist in pain 

management, their own role {if not a psycholoqist), 

and did respondents view their clients as being 

reluctant to view their problem 

terms? 

Major Finding 1: Role of Psychologist 

Psychologists, Doctors, 

Occupational Therapists and 

Nurses, 

Counsellors 

in psychological 

Physiotherapists, 

in this study all 

viewed the teaching of pain coping strategies as being an 

important part of the role of a psychologist in pain 

management. 

Major Finding 2: Multi-disciplinary Roles 

Psychologists, Doctors, Nurses, Physiotherapists, 

Occupational Therapists and Counsellors in this study, 

shared the view that one of their roles in pain management 
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was to counsel and encourage their clients to adopt an 

active, positively 

management in which 

focused, 

quality 

role 

of life 

in 

was 

their own 

optimised 

pain 

whilst 

accepting that there may not be a 'cure' for their pain. 

Major Finding 3: Perceived Reluctance of Clients to View 

their Pain Problem in Psychological Terms. 

There was a consensus amongst the respondents in this field 

study, that their pain clients would be reluctant to view 

their pain in psychological tenns. 

Issue 2 

was the trend, evident in the literature, towards a 

multi-disciplinary approach to pain, reflected in the 

clinical practice of pain management by health 

professionals in the ACT? 

Major Finding: Clinical Approaches Used or Recommended 

That the use and recommended use, in the results of this 

field study, of a wide range of 

management, by Psychologists, 

approaches 

Doctors, 

to pain 

Nurses, 

Physiotherapists, Occupational Therapists and Counsellors in 

the ACT, paralleled the trend towards a multi-disciplinary 
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approach to pain and pain management which is evident in the 

literature. 

Section II: 

General Discussion 

The major findings in regard to each of the issues which 

were outlined in Section I, will be discussed in Section II 

(General Discussion) 

Issue 1: 

What were the perceptions, 

respondents, of 

across all 

categories of 

psychologist in 

role (if not 

pain 

a 

the 

management, and 

psychologist) 

role of a 

their 

and 

own 

did 

respondents view their clients as being 

reluctant to view their problem in 

psychological terms? 

Role of Psychologist in Pain Management 

Psychologists, Doctors, Nurses, Physiotherapists, 

Occupational Therapists and Counsellors all made relatively 

frequent mentionbof teaching of pain coping strategies as 

being part of the role of a psychologist in pain 

rnanagement(see Table 9, p.137). ( (It should be kept in mind 

that Tables 9 to 14 were ordered by total frequency of 

mention, and that individual respondents often mentioned 
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more than one factor, and therefore the numbers of mentions 

quoted in the following discussion do not always equal the 

number of respondents within the category of heal th 

professional concerned). The importance of teaching pain 

coping strategies to pain clients, which was the overall 

most frequently mentioned role for a psychologist (48 

mentions) was most frequently mentioned by Psychologists 

(13), Doctors (10), physiotherapists (8), Counsellors (8) 

and Nurses (3). Occupational Therapists most frequently 

mentioned assessment {8), and gave second highest mention 

(6), to Coping Strategies Training. The researcher concluded 

therefore, that there was a consensus on this issue by the 

respondents in this study. This view, of the importance of 

teaching pain coping strategies to pain clients, agrees with 

the reports in the literature by Eimer (1989), Melzack and 

Wall (1988), Brena and Turk (1988), Fernandez and Turk 

(1989). Educating clients about the relationship between 

psychology and pain received the second highest number of 

mentions overall (23). Doctors gave six {second highest 

after coping strategies), Counsellors and Psychologists gave 

5 mentions (which was the second highest ranking by 

Counsellors), and third highest ranking by Psychologists 

(after coping strategies, and equally with addressing 

quality of life issues). Physiotherapists gave equal ranking 

{4 mentions) to the need for education, and the need to 

address emotional issues. The researcher concluded 

therefore, that there was a consensus, in this study (except 

for Occupational Therapists), that an important role of a 
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psychologist in pain management was to educate clients on 

the relationship between psychology and pain. The benefits 

to be gained by educating clients about the relationship 

between psychology and pain was stressed in the literature 

by Aronoff{l988), Melzack and Wall (1988), ACT Chronic Pain 

Clinic(l996) and Eimer (1989), and especially by Williams et 

al. (1994) who reported that the mystery of their pain 

caused the greatest distress for the chronic pain clients in 

their study. The researcher has no opinion to offer for the 

reason why Occupational Therapists(OT) in this study did not 

consider that part of 

management would be 

the role of a psychologist 

to educate the client 

in pain 

on the 

relationship between psychology and pain. A first thought 

was that the OT' s in this study might see this as part of 

their own role, but in Table 13( Results, p.141), no mention 

was made of this issue. This researcher concludes from the 

results of this study that Occupational Therapists might not 

perceive a need for a psychologist to educate clients on the 

relationship bwtween psychology and pain. The researcher 

suggests that it might be interesting to find out why they 

differ in this respect to all other disciplines of health 

professional included in this study. The assessment of 

psychological and behavioural factors was most frequently 

mentioned as a role of a psychologist by Occupational 

Therapists (8 mentions), Psychologists and Counsellors in 

this study only gave this factor(assessment of psychological 

and behavioural factors) 3 mentions, their equal second 

lowest number of mentions (along with emotional issues, 
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referral, and addressing the impact of pain on the total 

behavioural world of the client) . Nurses only made 2 

mentions, as did Physiotherapists, whilst Doctors made no 

mention of assessment as a role of a psychologist. There are 

several interesting issues for discussion from this result. 

The results indicate that across all health professional 

disciplines in this study, including psychologists 

themselves, only Occupational Therapists, in this study, 

made frequent mention of a role for the psychologist in pain 

managemenL to assess psychological and behavioural factors. 

This result contrasts with the the benefits of assessment of 

pain clients as emphasised in the literature by researchers 

such as Urban and Williams(l990), Keefe et al. (1990, 1992), 

Dworkin et al. (1992), Williams et al. {1994). Although the 

psychologists in this study give most frequent mention to 

the teaching of pain coping strategies to clients, they may 

not place equal importance on assessment. This result may 

also explain the finding in this study, that only 26% of 

psychologists indicated that they used questionnaires in the 

management of their pain clients. This result also contrasts 

with the fact that pain questionnaires such as the Coping 

Strategies Questionnaire (CSQ, Rosentiel and Keefe, 1983) 

and the Pain Beliefs and Perceptions Inventory (PBAPI, 

Williams and Thorn, 1989) were specificially designed(see 

Chapter Three. p.62 & p. 73) to assess whether clients had 

maladaptive beliefs, perceptions, or coping strategies. In 

the literature, Keefe et al. (1992) and Dworkin et al. 
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{1992) suggest that pain questionnaires are a useful way to 

identify targets for psychological clinical intervention. 

Multi-disciplinary Roles 

Role Similarity 

There was a considerable overlap in the results of this 

study (see Tables 10 to 14, pp.138-142) between the 

perceptions of the various disciplines on their own role in 

pain management. This overlap was in regard to the view 

expressed by respondents, across all disciplines, that 

their own role in pain management was to be supportive, 

patient, caring, but also to be skilled and well trained. A 

comment on own role which was given by at least one 

respondent Doctor, Nurse and Physiotherapist(see Results, 

Tables 10/11/12, pp.138-140) was: 'same as a psychologist 

plus'. Mention was made by all categories of respondents of 

the importance of treating the whole person. This 'holistic 

approach' to pain patients was advocated in the literature 

over three decades ago by Engel (1959) and Walters (1961), 

and has since been advocated by many authors including 

Sternbach (1987), Mandler (1994), Aronoff (1988) and Gamsa 

(1994). The need to address the emotional issues and be 

aware of individual variations in the source and nature of 

pain, expressed by respondents in this study is similar to 

the views expressed by Eimer(1989), and the views of 

advocates of multi-dimensional theories of pain such as 

Elton et al. (1983), Rodin, Craven and Littlefield, (1991), 
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Melzack and Wall, (1965, 1988), Melzack {1973), and Thvorkin 

et al. ( 1992) . Another set of perceptions of role expressed 

in the practice wisdom comments see Results, Tables 24 to 

30, pp.161-167) was the need to proceed slowly, to listen 

to, and validate the client's experience, and also to 

encourage the client not to focus just on the negatives 

associated with their pain, but also to focus on ways to 

function better and improve their quality of life despite 

the pain. These views concur with the views of Eimer (1989) 

and the advocates of the pain clinic approach to pain such 

as Aronoff (1988}, Large (1985), Spence and Sharpe {1993), 

and The Canberra Hospital Chronic Pain Clinic ( 1996) . A 

memorable quote was 

Doc tor ( see Table 2 6, 

given by one 

Results, p.163) 

respondent 

that: "this 

Specialist 

life is 

not a rehearsal for the next"! It is interesting to note 

here that in the respondent profile results (see also 

Limitations of This Study, p .196) , only a small proportion 

of Doctors' clients in this study, especially the General 

Practitioner clients, were presenting for acute, chronic or 

cancer pain. Some Doctors (see Table 10,Results, p.138) 1n 

this study, viewed case co-ordination, counselling, and 

advocacy as a major part of their role: "a person the 

client could talk to," however, the opposite point of 

view was stated by another Doctor, who made the comment 

that: "Doctors had no role if the clients pain was 

psychosomatic". Another area of similarity between the roles 

of all disciplines in this study {see Tables 10 to 14) 

except for Doctors, was in regard to teaching skills such as 
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relaxation, cognitive-behavioural strategies, and problem 

solving. The need to teach relaxation to pain clients is 

advocated in the literature by Cotton (1990), USDHHS {1994), 

Sternbach {1987). Problem solving and cognitive behavioural 

strategies in relation to pain management is also advocated 

for Occupational Therapists in the literature by Giles and 

Allen ( 1986) . The researcher concluded from the results of 

this survey see Tables 10 to 14), that support, and 

encouragement of a positive, active role for the client to 

enable optimal quality of life despite their pain was a 

multi-disciplinary perception of 'own role' in pain 

management by respondents in this study. This finding 

supports a recent report by Schmitz et al. (1996). 

Role Differentiation 

Specific differences between the roles of the various 

disciplines involved in this study were most obvious in the 

medically aligned disciplines. Doctors (see Table 10, p. 

138) were differentiated by viewing their primary role as 

being to give a diagnosis and pharmacological or surgical 

treatment. Nurses (see Table 11, p. 139) could be 

differentiated in this study, by the emphasis placed on 

post-surgical acute, and aged persons care, where the nurses 

saw their primary roles as the administration of the 

prescribed medication, and helping the patient to be as 

comfortable as possible, and also to make assessments of 

whether the patient's pain was signaling an emergency. This 

active, but caring role for nurses in pain relief, supports 
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the view of Wicks (1995), that nurses see their role in pain 

relief as being equal, or superior to medical work. 

Physiotherapists in this study (see Table 12, p.140), were 

differentiated from other disciplines by an emphasis on 

devising exercises, correcting posture, teaching stretching 

and strengthening programs for their clients, and 

encouraging functional optimisation by using physiotherapy 

to modify the clients musculo-skeletal structures. These 

roles for a physiotherapist {especially in a multi-

disciplinary setting) are in line with the views of Gonyea-

Sheill and Artemieff(1988), Elton et al. (1983), Flor, 

Fydrich and Turk (1992) and Eimer (1989). Occupational 

Therapists(see Table 13, p.141) perceived their main role to 

be the teaching of functional practical day to day living 

skills plus the identification and working through of 

voccational issues, encouraging the client to improve 

functioning, energy conservation and time management. The 

role for Clergy (by the very few respondents in this 

category, see Table 14, p.142), was said to be to help 

convince the person in pain that God cares for them, 

offering prayer and counselling. The role of a Counsellor in 

this study was mainly viewed as being supportive, and to 

explore the impact of pain on the individual, and their 

family. This supportive and caring role, shared across all 

disciplines of health professional in this study, was 

discussed previously 1.n regard to role similarity of the 

multi-disciplinary health professionals in this study. 
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Perceived Client Rel.uctance to View Their Problem in 

Psychological Terms 

A large majority (over 90% of Physiotherapists, 83% of 

Occupational Therapists, 76% of General Practitioners, 72% 

of Nurses, and 62% of Counsellors in this study ( see Figure 

23, p.143), thought that their clients would be reluctant to 

consider their problem in psychological terms. Fifty percent 

of Specialists thought clients would be reluctant, (against 

40% indicating not reluctant), and Psychologists divided 46% 

to 46% on this issue. The researcher concluded from these 

results that there was a perception in this study that 

clients would be reluctant to consider their problem in 

psychological terms. To explain this perception of client 

reluctance (see Table 15, p.145), Doctors, Nurses and 

Occupational Therapists, most frequently mentioned that 

clients were focused on obtaining a medical cure, or a pill, 

to banish their pain. This was also the view in the 

literature of Eimer(1989), Sternbach (1987) and Meares 

{1967). The second most frequently mentioned reason for 

client reluctance overall (see Table 15, p.145), by Doctors, 

Nurses, Physiotherapists and Occupational Therapists was 

that clients were ignorant of the psychological 

pain. Psychologists and Physiotherapists most 

gave as a reason for client reluctance, the 

aspects of 

frequently 

view that 

clients thought the referral carried an implication either 

that they were mad, or that their pain was not real, or that 

the client was being labeled as a malingerer. These 

frequently cited views(see Table 15, p.145), by respondents 
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in this study, parallel criticism in the literature (Grant, 

1996; Fagerhaus and Strauss, 1977; Roberto, 1994; Meares, 

1967) of the tendency to negatively stereotype chronic pain 

clients. The view that pain clients are malingerers, 

primarily focused on secondary gains, has been refuted in 

the literature by Sternbach (1987), Brena and Turk (1988), 

Crue (1988) and Bogduk (1994). The researcher suggests that 

the reasons given by respondents in this study, to explain 

their perception that clients would be reluctant to consider 

their pain in psychological terms, are a reflection of the 

impact of the literature on the psycho-analytic approach to 

pain and pain theories as described in Section II, of 

Chapter Two: Pain Theories (pp.24-29 of this study). Three 

or four decades ago Engel (1959) and Walters {1961) were 

critising their medical colleagues for ignoring the 

suffering of patients for whom no organic diagnosis had been 

found for their reported pain symptoms, and stressing the 

need to take a holistic approach to the individual. There 

has been criticism more recently 1.n 

(Macmillan,1992; Masson, 1985, Eysenck 1985) 

the literature 

of the psycho-

analytic approach to clients, especially in regard to labels 

such as hysteric, where bodily symptoms, especially of 

females, were regarded as originating from 'the mind' rather 

than 'the body'. The researcher suggests from the results of 

this study, that there is a negative association between 

terms such as psychogenic or psychosomatic pain, malingerer, 

compensation, litigation and secondary gains, and the 

individuals who suffer chronic ( long term) pain. The 
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researcher believes that in this respect, the situation 

today is similar to the situation referred to in the 

literature by Engel (1959) and Walters (1961). The researcher 

notes that the perception of health professionals, as given 

in this study, that a role for the psychologist in pain 

management is to educate the client on the relationship 

between psychology and pain, could be directly related to 

the views expressed on reluctance of clients to be referred 

to a psychologist, and consequently, to consider their 

problem in psychological terms. Other possibilities 

mentioned by Doctors, OT's and Counsellors (see Table 15, p. 

145) were that chronic pain patients were avoiding hard work 

on their life problems, , or were in a state of denial or 

fear (2 mentions by Doctors, 1 mention by Nurses and 

Physiotherapists) might be in a state of denial or fear. A 

focus on secondary gains or compensation factors were 

mentioned by 1 psychologist, 2 doctors and 1 

physiotherapist), whilst 2 psychologists and 2 counsellors 

mentioned that the pain client might not have the energy to 

face alternatives such as the self-managing of their pain. 

The wide range of perceptions of health professionals in 

this study can be seen by the large number of possible 

reasons for client reluctance to view their problem in 

psychological terms which only received one mention and were 

therefore included in the Appendix to this study, rather 

than in the main body of the results section. One respondent 

psychologist (see Appendix F, p.241) mentioned that a 

patient who had previously experienced too many unsuccessful 
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treatments would be reluctant to consider their pain problem 

in psychological terms ( this is also the view expressed in 

the literature by Eimer, 1989 and Bogduk, 1994) . Age was 

also mentioned as a possible factor, Nurses said that older 

aged people expected to self-manage their pain, whilst a 

Counsellors said that younger aged clients expected the body 

to heal itself. Some health professionals (such as 

physiotherapists), thought that their own treatment was 

effective enough for their clients, and that psychological 

help was therefore not relevant. Mention was made of the 

view that if a referral to a psychologist was explained 

'properly', clients might not be reluctant. Some nurses 

mentioned that they were unaware of the availability of 

psychological help within their work environment. 

Issue 2: 

Was the trend, evident in the literature, towards a 

multi-disciplinary approach to pain, reflected in the 

clinical practice of pain management, by health 

professionals in the ACT involved in this study? 

Clinical Approaches Used and Recommended 

There were 107 respondents in this field study, and every 

respondent (see Table 21, p.155), across all categories of 

health professional discipline in this study, either used, 

or recommended exercise for their pain clients. This 

perception of the benefits of exercise for pain clients is 

in line with the views of researchers such as (Melzack and 
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Wall, 1988; Davis et al., 1995) who refer to the multiple 

benefits of exercise, in discharging pent up frustration and 

negative emotions, whilst also stimulting the release of 

endorphins (which act as natural pain relievers) Smith 

(1996) mentioned that exercise had been shown to improve 

quality of life for cancer pain patients, whilst (Norden et 

al., 1996; Gonyea-Shell and Artemieff {1988), mentioned the 

importance of exercise for functional improving 

in this field study, independance. It is interesting that 

only two (acupuncture and drug therapy) of the top ten most 

frequently mentioned clinical approaches used or recommended 

for pain management {see Table 21, p.155), are not dependant 

on the motivation of the client for their utility. The 

researcher suggests that the perceived importance of 

exercise for pain patients expressed in the results of this 

study, further emphasises the previously stated view of 

respondents in this study, (in regard to their own role in 

pain management), that pain clients benefit from being 

encouraged to take an active, positively focused approach to 

their pain. The use of, or recommended use of pain diaries, 

was endorsed by all categories of health professional in 

this study. Pain diaries ranked 7th in approaches used(see 

Table 22, p. 

recommended(see 

159) and 

Table 

8th 

21, 

in approaches used and 

p.155). However one 

physiotherapist was very strongly of the view (see Table 28, 

Practice Wisdom, p.165) that pain diaries should not be 

used. According to Cruise, Broderick, Porter, Kaell and 

Stone, (1996), there has been debate in the literature about 
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the use of pain diaries, because of the belief that it was 

undesirable to encourage clients to focus attention on their 

pain. However, Cruise et al. (1996) reported that in their 

study, even though pain diaries did result in focusing the 

attention of clients on their pain, this did not lead to 

increased reports of pain. The use of cognitive-behavioural 

approaches such as coping strategies, problem solving, 

beliefs and attitudes, biofeedback and cognitive schema, 

were all ranked in the top ten clinical approaches actually 

used(see Table 22, p. 156), across all categories of health 

professional involved in this study. The researcher suggests 

that this result parallels the emphasis placed on the 

importance of these approaches in the literature, especially 

by authors such as Eimer (1989), Elton et al. (1983), Smith 

(1990), Keefe et al. (1988, 1990), Jensen et al. (1994) and 

Gil et al. (1989). Four Psychologists in this study(see 

Table 23 p.158) thought that EMDR (Eye Movement 

Desensitisation Reprocessing), an approach which the 

researcher did not include on the original list, was worth 

mentioning as an 'other' clinical approach. The potential 

benefits to pain clients by the use of EMDR by trained 

health professionals is suppported in the literature by 

Grant{1996), who sees EMDR as an important component of a 

multi-modal approach to pain. Other clinical approaches 

added to the list by respondents in this study were the 

Alexander Technique, Electrotherapy (TENS}, heat and ice, 

hydrotherapy, manual therapy, physiotherapy, and psycho

dynamic therapy. Given the above results, in respect to the 
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wide range of clinical approaches used and recommended by 

respondent health professionals in this study, the 

researcher noted the discrepancy ( see Table 16, p.148) 

between the numbers of health professionals in this study 

who indicated that they had 'heard of' the Gate Control 

Theory(G.c.•r.), of Melzack and Wall(1965), Melzack {1973), 

Wall (1978) and Melzack and Wall {1988), compared to the 

nwnber of respondents in this study who indicated that they 

did not use this theory as the basis of their clinical 

practice. All Specialist Doctors, over 90% of 

Physiotherapists and 83% of Occupational Therapists had 

'heard of' the G.C.T {see Table 16, p.148), but only 65% of 

Psychologists and a small minority (approx 30%) of Nurses 

and Counsellors. Of those respondents who had 'heard of' the 

G. C. T., only a relatively small proportion actually viewed 

this theory as being the basis of their clinical practice. 

The researcher proposes that, logically, in those categories 

where respondents had not heard of the GCT, they would not 

mark 'yes' to using the theory. However, the researcher has 

assumed that this reasoning does not apply to Psychologists, 

General Practitioner Doctors, and Occupational Therapists in 

this study, the majority of whom(see Table 16, p.148), 

having heard of the theory, still did not mark 'yes' to 

using this theory as the basis of their clinical practice. 

Physiotherapists were the only discipline with a relatively 

small discrepancy between the numbers of respondents who had 

'heardof'(93.3%), and 'used'(73.3%) the G.C.T. Many of the 

respondents who did not mark 'yes' to using the Gate Control 
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Theory{see Table 16, p.151), but then mentioned Cognitive 

Behaviour Therapy, or Bio-psycho-social models as 

alternative theories ( see Table 1 7, Results, p. 149) , would 

seem to be unaware that these cognitive, behavioural and 

social context models are largely based, according to Eimer, 

(1989); Elton, et al. (1983); Wall, (1978); Melzack (1988), 

on the G. C. T. (Melzack and Wall, 1965, Melzack, 1973, 

Melzack and Wall, 1988). The researcher concluded, from the 

results of this survey, that the various health professional 

disciplines included in this study varied, both in their 

knowledge of, and acknowledged use of, the Gate Control 

Theory (G.C.T.} of Pain. The researcher believes that on the 

basis of the above results, the training given to the 

various disciplines of health professionals involved in this 

survey may vary in content, and emphasis, in regard to the 

relative contribution of the G.C.T. to the understanding of 

pain processes, and therefore to pain management. 

Psychologists, Doctors and Counsellors in this study, who 

did not mark 'yes' (see Table 16, p.148) to using the Gate 

control Theory(G.C.T.) of Pain (Melzack and Wall, 1965, 

Melzack 1973, Melzack and Wall 1988), most frequently 

mentioned that they used Cognitive-Behavioural Therapy and 

Bio-Psycho-Social theories as the basis of their clinical 

practice of pain management(see Table 17, p.149). 

Psychologists and Nurses in this study also commented that 

they prefered to treat each client as an individual and 

emphasised client self-efficacy, and self-control of their 

pain. Doctors and Nurses mentioned counselling and 
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discussion, and Psychologists, Doctors and Counsellors 

mentioned Hypnosis as a theoretical basis of their clinical 

practice. Two doctors mentioned acupuncture and a Bio

Medical Model as the basis of their clinical practice. Two 

Psychologists mentioned EMDR (Eye Movement Desensitisation 

Reprocessing). Category III (Allied) health professionals 

(see Table 17. p.149) mentioned a large range of theoretical 

approaches such as an emphasis on exercise, functional 

restoration and muscle strengthening, massage and a positive 

rather than a negative ability focus. The researcher 

concluded, therefore, that on the basis of the results of 

this study, there was a difference between clinical 

practitioners, and pain researchers, 

perceived importance of the G.C.T 

psychological, cognitive-behavioural 

management. 

in regard to 

as the basis 

strategies in 

the 

for 

pain 

Use of Questionnaires in Clinical Practice 

Psychological questionnaires are theoretically, clinically 

restricted in their use, to registered Psychologists, 

however, in this study, even amongst Psychologists, only a 

small minority (27%), of Psychologists, indicated that they 

used questionnaires 

health professional 

for pain management clients. 

discipline in this study 

In each 

(except 

Psychologists), less than 10% of 

questionnaires in their clinical 

professionals across all disciplines 

respondents used 

practice. Health 

included in this 

study(see Table 18, Results, p.151) preferred to obtain a 



188 

verbal history from their clients. This preference for a 

verbal history as a reason for not using questionnaires, is 

also indicated by the fact that in this study, the highest 

number of points for usefulness of a questionnaire in pain 

management was allocated to VAS (Visual Analogue Scale), and 

the Sickness Impact Profile (SIP), by Doctors, Nurses and 

Physiotherapists (see Table 19, Results, p.152). Although 

the VAS is described in the literature as a self-report 

scale recommended for use in the initial stages of clinical 

assessment (Dworkin et al., 1992), it may also be read out to 

the client by the health professional concerned. The 

researcher suggests that given the number of respondents in 

this study {mentioned previously), who commented that they 

prefer verbal interaction with their clients, the 

respondents may use the VAS and SIP, in this way(verbally), 

rather than as self-report written questionnaires. 

Psychologists, Doctors and Counsellors commented that they 

believed that their clients would not like to fill in 

questionniares, and three Doctors in this study, viewed 

questionnaires as a waste of time, space 

commented that it took too much 

questionnaires. These views conflict 

and resources, and 

time 

with 

to analyse 

those of 

researchers in the literature, such as (Dworkin and Whitney, 

1992; Turk and Melzack, 1992; Williams et al., 1994; 

Williams and Thorn, 1989, 1994) who all report favorably on 

the utility of self-report questionnaires. These negative 

comments by respondents in this study, in regard to the use 

of questionnaires also conflicts with the research findings 
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of Keefe et al. {1992), who thought that pain clients would 

be more willing to discuss how they cope with pain, as a 

result of their responses to the Coping Strategies 

Questionnaire(CSQ), than be asked to admit that they were 

anxious or depressed. The researcher therefore concluded, 

from the results of this study, that contrary to views 

expressed in the literature, there was a consensus amongst 

the health professionals in this study, that questionnaires 

were not useful in the clinical practice of pain management. 

Survey Response Rate 

The overall survey response rate for this study averaged 

25%(see Figure 16, p.122), with a range between 52.6% for 

Specialist Doctors and 9. 4% for Clergy. According to Fowler 

(1984, p.48) a limitation of mail surveys in which only 

between 5 and 20% of the sample respond, is that these 

respondents are essentially a self-selected sample of the 

target population. Even though an overall response rate of 

20% to 30%, which was achieved by this field study, is 

regarded as a normal response rate for mail surveys that are 

not followed up, Fowler(l984), believed that samples in this 

range will not provide credible statistics about the 

characteristics of the population as a whole. The response 

rate in this survey might have been 

mailouts and reminders, however 

increased by multiple 

the researcher was 

restricted in these options by limited resources. The 

researcher suggests however, that if self-selection 

demonstrates that the respondent is interested in the 
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subject, this would seem to be an advantage, not a 

disadvantage, given that one of the aims of this study was 

to obtain information which might lead to the identification 

of issues of interest to both fellow practitioners, and 

future researchers. However, Fowler ( 1984), quoted Donald 

(1960), to argue that respondents who self-select due to 

interest in the subject, cause significant bias in the 

results. 

Respondent and Practice Profile 

The ruaj ori ty of respondents in this field study ( see Table 4, 

p.127), were between 40 and 60 years old, (except for 

Occupational Therapists, 65% of whom were less than 40 years 

old), and averaged between 10 and 30 years of practical 

experience(see Table 6, p.131). Over 70% of psychologists, 

Doctors, Nurses, and Phsyiotherapists, and over 60% of 

Occupational Therapists and Counsellors, had at least 10 

years clinical experience. The researcher suggests 

therefore, that the comments of health professionals in this 

study, are based on sufficient clinical experience, to meet 

the stated aims of this field study in regard to clinical 

practice. However, it is relevant to note here, that nearly 

all Doctors and Physiotherapists, and the majority of all 

other disciplines (except for Nurses), in this study(see 

Figure 21, p.132 and Table 7, p.133), were in private 

practice and therefore their views would be weighted more to 

private clinical practice, rather than to the public health 

sector. Gender and age were not issues in the literature 
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review for this study. The researcher suggests therefore, 

that although it might be of interest to future researchers, 

that all Nurses were female, whereas only 10% of Specialist 

Doctors were female, and that 60% of Physiotherapists and 

Occupational Therapists were female (see Figure 19, p. 128 

and Table 5, p.129), the researcher believes that these 

results, in relation to this study, do not confound the 

major findings of this study. 

Of more concern to the researcher, are the results of Q9(see 

Table 8, p.134 and Figure 22, p.135) in regard to the 

proportion of acute, chronic and cancer pain clients in the 

overall client load of the respondents in this study. 

Results showed that the proportion of pain clients for 

Category I {Psychologist), and Category II (Doctor) 

respondents, averaged only 20% to 40%. Within Category II 

(Doctor), General Practitioners only averaged 9% acute, and 

10% chronic pain clients compared to Specialist Doctors, who 

averaged 12% acute and 50% chronic pain clients. The results 

were better for Category III (Allied) health professionals, 

who averaged over 80% of pain 

Counsellors /Cler9}' who averaged 45%. 

clients, 

A major 

except for 

limitation of 

this study, therefore was that proportions of cancer pain 

clients, in the overall client load for respondents in this 

study, was extremely low. The average percentages of cancer 

pain clients ranged from less than 1%, to less than 4%, for 

all disciplines in this study except Nurses (8.6%). 
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Section II has discussed the results of this field study in 

relation to the major findings as outlined in Section I. 

Section III which follows presents firstly the conclusions 

from this field study and secondly, suggestions for future 

research based on the results of this field study. 

Section III: 

Conclusions and Suggestions for Future Research 

Conclusion 1 

That the large number of multidisciplinary respondents in 

this study, who were prepared to endorse the use of, and 

therefore acknowledge, the potential benefit to pain clients 

of a wide range of multidisciplinary clinical approaches, 

enabled the researcher to conclude that the 

multidisciplinary approach to pain evident in the literature 

was endorsed, in this study, by practitioners in pain 

management. 

Conclusion 2 

That whilst many health professionals in this study 

advocated skills training in a range of psychological 

strategies to assist clients to modulate their experience of 

pain, the majority of health professionals in this study 

considered that pain clients would be reluctant to be 

referred to a psychologist. The researcher therefore 
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concluded, that there is a perceived need for clients to be 

educated on the relationship between psychology and the 

experience of pain, and a need for other disciplines of 

health professional to adequately explain a referral to a 

psychologist. 

Conclusion 3 

That members of all health professional disciplines involved 

in pain management expressed the view that pain clients 

could benefit from physical exercise and coping skills 

training. 

Summary and Suggestions for Future Research 

This field study investigated the perceptions of a range of 

health professionals on a number of issues related to pain 

management by means of a survey. The survey was broadly 

focused, and the conclusions were of a general nature, 

nevertheless, there are several issues arising out of the 

results of this field study, which the researcher believes 

could be investigated further, in greater depth, for the 

ultimate benefit of both clients and clinicians. 

1. Future researchers could design a more tightly focused 

study, using questions relating to only one issue. For 

example, a particular population of pain clients, such as 

cancer or chronic pain clients, could be targeted to 

investigate the issue of perceived client reluctance to view 
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their problem in psychological terms, to confirm or refute 

the conclusions drawn by the researcher from the results of 

this study. 

2. Researchers could investigate whether clients, referring 

health professionals, and/or the general public, could be 

made more aware that there were potential benefits to be 

gained, by the client e.g. improved quality of life, better 

management of their pain, from a referral to a psychologist. 

3. Researchers could target a specific clinical approach 

used, or recommended for use, in pain management by the 

respondents in this study, such as Exercise, EMDR, 

Acupuncture, and design a study to confirm or refui:.e the 

conclusion of the researcher, from the results of this 

study, that the particular clinical approach was helpful to 

pain clients. A future study, could be designed to use a 

specific population of pain clients, e.g. cancer, or a 

specific discipline of health professional, e.g. 

Psychologist, Physiotherapist, Doctor. 

4. Future researchers could investigate to whom, and by 

whom, cancer pain patients are referred for pain management? 

5. Researchers could investigate variations in the content 

of health professional training courses, in regard to pain 

and pain management, to determine whether there are 

disciplines of health professionals who could benefit, from 
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the inclusion in their training, of more information on 

recent research findings 

processes. 

in regard 

Section IV: 

to pain and pain 

Limitations of This Study 

1. Broad Scope of this Study 

This study was limited by the broad scope of the study, 

which resulted in the inclusion of a large number of 

disciplines{eight), into which the relatively low numbers of 

respondents were grouped. This study was especially limited 

by the large number of questions included in the su:rvey 

questionnaire, and the limited nature of the analysis of the 

large amount of data which was received. However, the 

researcher believed that given the above limitations, the 

field study was justified, firstly by the fact that a survey 

of this type had not previously been conducted in the ACT, 

and secondly, given the costs of pain, both to the community 

and to the individual, there were potential benefits to be 

gained, from a su:rvey of this nature. The researcher 

believed that the broad scope of this study had the 

potential to enable the researcher to make conclusions about 

topics in pain management, from the viewpoint of clinical 

practitioners, which could be of interest to, and therefore 

be investigated by, future general.ions of researchers for 

the ultimate benefit of pain clients. The limitation in this 

study, of the relatively small numbers of respondents in 
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the 

and 

Specialists into one category of 'Doctors', and the Nurses, 

Physiotherapists, Occupational Therapists, Counsellors and 

Clergy into an Allied Category. The researcher could have 

reduced the impact of this limitation by having multiple 

mailouts, but as mentioned previously, the researcher felt 

constrained by the fact that this field study was an 

unfunded, 

However, 

student(post graduate) level 

given the exploratory nature 

research project. 

of this study, the 

researcher decided to proceed with the study on the basis of 

the response from the initial mailout, due to the fact that 

over 400 questionnaires had been mailed out, and due to the 

fact that in this single mailout, all Psychologists, 

Occupational Therapists, Physiotherapists and Counsellors, 

with a full postal address in the Yellow pages, had been 

included. Given the experience of this study, the 

researcher, has learnt that a field study focused on a 

single issue, on a specific population of pain patients, or 

a single discipline of health professional, could more 

easily be given an indepth analysis (either quantitative or 

qualitative, not both), leading to a more specific finding. 

2. Validity of Sample 

This field study was limited by both the low response rate 

and some aspects of the respondent profile, as outlined in 

the previous discussion (see p.190). The researcher 

concluded that the views expressed by respondents in this 
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study, and conclusions drawn by the researcher from the 

results of this study, did not adequately represent the 

views of the target population in regard to cancer pain 

clients. The researcher concluded that future researchers 

should be aware of this limitation and target samples in 

future studies to include professionals who deal with cancer 

pain clients. 

3. Limitations of Survey Questionnaire 

In this field study, the researcher had great difficulty 

coding the data from (Q14). As many respondents pointed out, 

the wording of this question was ambiguous and as a result, 

the data from this question was not included in the results 

of this field study. The need to discard the data from 

question 14, highlighted a limitation in the reference group 

methodology which the researcher used in this field study. 

In hindsight, with the experience of this field study, the 

researcher would allocate more time, and more attention, to 

the reference group process in the development of the final 

questionnaire. The researcher would trial the questionnaire 

with a greater number of subjects, possibly using a trial 

mail out, to ensure that the subjects were unknown to the 

researcher, as recommended by Converse and Presser {1986) . 

According to Strack and Martin, (1987), aJT'biguity in 

question wording is a common failing of questionnaire 

construction for self-report surveys. Marsh (1982), noted 

that although surveys have been criticised for difficulties 
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that arise in asking questions that are sensitive to minor 

changes in wording: "surveys have highlighted a problem that 

must exist in any form of data collection" (Marsh, 1982, 

p. 56) A limitation of this study, due to the researchers 

decision to conduct an exploratory survey, was the large 

number of open ended comment questions included in the 

questionnaire. This was initally most apparent to the 

researcher at the data entry and analysis stage, due to the 

overwhelming volume of data received. Over one hundred 

completed survey forms were returned, each with 15 

questions, many of which had the multi-level combination of 

open and closed style questions (see Figure 15, p.115 in 

Chapter Four: Methodology). The researcher believed that 

many of the responses received to the questions in this 

survey, were very interesting, and worthy of far more 

analysis and comment than the researcher felt able to give 

them in this study. 
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APPENDIX A: FINAL SURVEY QUESTIONNAIRE 

(~NCLUDXNQ CONSENT FORM) 



Researcher: Viv Layn?:e, B.App.Sci(CCAE), B.Sci(ANU-Psychology) 
?ost-Graduate Masters Student - M.Ed(Counselling-General) 
Education Faculty, Uni•;ersity of Canberra. 

~ear Health Professional: Date: May 1996 

Rehabilitation, guidance or support of individuals suffering 
pain is a vital area in our coc:ununity for all health 
professionals involvE:d. I hope to gather information from this 
questionnaire about the practice ·h'isdom gathered by a range of 
health practitio!:.ers in pain ~:.:=t:;c.!.gE:ment plus their perspectives 
on the role of the various pr-.,£,;..csionals involved. 

I hope that you will consent to participate in this survey by 
completing i:-.he enclosed questionnaire which contains 16 
quE:stions !:"e]ating tc, th12 topic of pain management and may take 
from fifteen to thirty minutes to complete. I have included a 
reply paid, addressed envelope to assist the return of this 
questionnaire. If possible I wo 1Jld appreciate it if the 
questionnaire could be mailed back within the next 2 weeks 

Completed questionnaires addressed to the researcher \,~;a:::_·,:.o of my 
supervi3or (J .Broda) 2.t The Univer3ity of Canberra, wil.:. l;.=. 
stored in a loc~ed Eile cabi~et in the office of my scp~t·~~~~r 
a:: the Uni•:ersiLy o:i: Cunberra and •~•ili be accessed only r,·y 
:11yself personr1.:,_1y :::o code and en:::er the data into a corr.puc:er 
.;p:c·eadshe1=ct for analysic:, o.ftE:r "h':-:lic'., che questiormci.irEc.s will De 
c:.·~,t:_c:::r.cC :..,J c'.• __ ,..., :oc·ke'~°:. fi >c ;::tora.gc ·J.nti.l cornplet:i.,-,n of the 
'') i'":-<--:- ,,~:d tl-,c-:1 Ces:..r,:_,-,c'd . 

... _ _:_ !-~:~p,~,,1::.:es ·.-:i.l:_ L••; ,=,.:1on:,71:·.0·1s, no ider,tiEying ~arks are or. che 
,_-;1_:,_>.,:-.i,::-:--.ccc:c.~:::-,:, :_'.ce:,=.~,-:::·c-, ::..:: c. rc~,"'..nder lecte!'." is r..ailed ~., p.ll 
:.,.:ir_i:!:·,:a•3:-,_c:· :r,icl ~-'. .. ,:_,·, t_)!.-:C.L;•_~ _:_,J:;·-;::.-c- it if y1>'cl hasro al1e:c-1dy 
: _,, __ ·,.;:::-:-::,~---1 ·::: c~,,.;cst:iu:nc1:'._c:.·c '·"' :'=' dcc.iO.ed rJL•t 1·0 part...i.c:Lpate. 

Cc:•~1f.:.c:e:1c:ulily of r;::::p,x,.::es ·.-.,!_11 be maintainec:: oy coding and 
pL>ol::..ng ai:... response:, ·,-:~.<=::. data i:~ 1=cnte::.-E:d into 1.:.he comp•..:·:er for 
ar,alysis. No no.:11es are :::·equesced and 0.::,2.lysis of reS\l:':_ts 1.•:il:i. 
(·_ot focus o,, indi•;idual :-esponses. 

Cor:sE:nt to participate i:: this survey is implied by you:!'." 
completion and return of this que.stio:cnaire. 

Note: If you wish to contact the researcher to clarify any 
issues arising from this q~estionnair~. or if you would like t0 
recei•;e an abstract of the research rep1_)rt, please contact me 
•;ia my supervisor J.Broda,2012446 or c/ Faculty of Education, 
University of Canberra, ?0 Boz 1, 3elconnen, 2616. 



Ql Please tick 

QUESTIONNAIRE VIV LA:C:INE 1996 

~1 

( a I your age ranae 
less than JO, ( 
30-39, ( 
40-49, ( 
50-59, ( 
60 or over ( 

( b I Gende.,..: N 

I 
I 
) 
) 

I 

F 

Q2 Which of the fcl2..mvir..g best desc::-ibes you::- tertiary level of 
trainir_q? 

( a I 

lb I 

(cl 

Medical 
:'Jurse ( 

Prac~icioner: .General.::.st( 
I , Occu~at.'.'..onal '!'he::-2.oist( . . 

Counsel:or .. ( ) ; 

Psyct'.ologis~. I . 
' ' 

) or. Specialist ( ) ; 
) , :?hysiotherapist ( 

Q3 How rr.any .:r·ea::-s exper:'..e:.:ce do you '.:lave ::.n your 9:t:Gi::essi::in? 

) :::'12a.rs 

Q-4. How ·N01..:..::.d ::l.Ql; Oest. desc:::-ib1:, you::- ::-"'.Jr~Pn,:, 9rofessional area 
sr spec::.2_::.st i:.:te:::-est? 

QS ·.-;::--_.:..c:1 o~~ [•:i:c ccr:"cb.::..::2.t.::..c:: c'.:! -:::--,-2 fol.::.o· . .;i:19 c2.tegor::..es DE:SC 

i~sc::-~~~s ye,·- r• 1 r~ 0 -- p~0f-2s3.::..onal pr3ci:..::..ce? 
( 
( 
( 

I 
\ ;ilo::2..s e spec.::. :'.:y) _______________ _ 

Q6 you heard of~~~ Gate Control 
) No ( 

'!'::eory of Pain? 

Q7 r= Yes, does the Gate Concrol ~heory of 
of your approach to pain management? Yes ( 

Pain form the basis 
I No ( 

Q8 If no, please comment briefly on what theor-_1, (if any), 
forms the basis of your professional approach to pain clients? 



~TICNNAIRE ,r;;y uv;rm; i,?96 

~l 

Q9 Whac percentage of your tocal client caseload would be 
experienc:'..ng: 

PAUi CATEGORY: 

acute pain 

chronic non-cancer pain 

cancer pain 

PERCENT 
( ) 
( ) 
( ) 

QlO ~n your management of pain clieDts do you use any 

questionnaires? Yes ( ) No ( 

If Yes, please 

(2.i lis::. 12.p t.o :.::..ve ques:ior.r.a:.res 
and (bJ ra::.e Lcei.r 1 1sefulness to you i.n t.:';.e mc.'1.agernen':. 

of yr:n..:r pain c2.ient;:;: 1J.s1:1g a sca2.e of: 

Seast useful(l) ________ ~t~D~ __________ (S) ~oz~ ~se:ul 

) 

) 

) 

( ) 

( ) 

If No, you doc;.'':. use ques :::..or_;_naires, ,,..;ou2.d you pl ease 
corilITle~c on your reaso:r.s ·t1ny nae? 



Q11 What do you consider to be the role of a psychologist in 
pain management? (Please comment regardless of whether you 
are a psychologist or not). 

Q12 If you are nee a ps:/chologi:;;:, wha'.: do you consicier to be 
~ role i~ pain ma~agement? 

---------------------------- ----~-

------------------------------------------ --

. . ' . 
- -, ;cs-:,·-:_;::,.:, ~,~;::_-:::.::L '.:_-:0::'.":T'.,3: c---::i3 ) •10 { 

. ' 



~ 4 QUESTIQNNAIR'2: 

Q14 (a) In your professional practice, what percentage of 
your session time (if any) is spent on the following? 

a'$RCENT OF SESSION TIME 

disability assessmeQt 

pain assessment 

psychological assessment 

anger management 

anxiety reduction 

cognitive schema assessment 

compensation /litigation problems 

depression management 

describing surgical optio~s 

explaining medication 

explaining pain theories 

family conflict 

grief and loss 

parenting problems 

personality problems 

problecn solving 

retur:1 to work strateg.:es 

coping skills training 

stress ~anagement 

supporc and/or reassurance 

Other (Please Specify) 

( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 
( 

) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 

( ) 

( 

( ) 

) 

( ) 



OT.n'.5TTQNNAIRE VIY LAYNNE 1996 

~2 

QlS Please tick if you would {a) USE or (bJ RECOMMEND any 
of the following approaches for your pain management clients? 

ltcupunc t ure 

aromatherapy 

attention deflection 

attention focusing 

beliefs /attitudes assessme~c 

biofeedback: 
body therapies 

breat:i control 
cogniti,,,e schema 

coping strategies 

c~eativity/art t~eragy 

homeopathy 

h::r--pnosis 

i~age:cy trai!ling 

.:._nsigh;:: ;:::lerc.py 

:nass:~,ge 

:n~::ii ::::::.c:i.on 

;.::ii.:, a::..ar.r 
p2.in c.:1ecr:r a::..scuss::..or. 

drug the::::a.py 

exerc::..se 

prayer 

problem solving 

spirituality 

Other ( ) (Please Specify) 

!.!fill 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 

) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 

( ) 

( ) 

RECOMMEtfQ 

( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( \ 

' 
{ ) 
' 
( ) 
( ) 
( ' I 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 

( ) 

( 

t76 



~Drr.sT!CNN:?iBE 

Q16 Please comme!lt on any pracc~ ce w; sdom which you feel you 
have gained from your experience with pain clients and which 
might be useful knowledge for other professionals in your field? 

.1.= yc1_! ,.,,:..sh, the '.:ul:.owin,;; sp2.ce c:c;.r_ Oe used to provi.C.e exc:::-a 
cor:-m1.e:i:3 or::. any a£ the .::'..ss..:es :::-aised in i::lis ques'C..:.onn2.i::-?-

TH.f'J•r;-:; '(l)!J .:-oR TAKING THE ":":l1S TO COMPLETE THIS OUESTIQNNABE 
YOUR ?i\T;:;.ENC2 rs _;p-PRECIATED 

;:,r;:ASE RETUR,"N" 3"'! 1 1ST '1,~,Y 1o915 

IN f('STAGE ?AID ;;N'vC:~YP"' ~RQVIDED 



j -

REPLY PAJ:D PENU:'l' NO: 128 

J,BRODA (M.Ed Re9earch VL) 

C/ EDUCATION FACULTY 
UNIVERSITY OF CANBERRA 
BOX 1 BELCONNEN, ACT, 2617 



APPENDIX B: DRAFT SURVEY QUESTIONNAIRE 



VIV LAYNNE ~ APR· 96 
REFERENCE GROUP QUESTIONNAIRE-

REFERENCE GROUP NOTES 
SECOND STAGE QUESTIONNAIRE.DEVELOPMENT 

1. Please complete the following draft questionnaire. 

2. As you are going through the questionnaire, please use the 
space provided on this sheet of paper, or write directly on the 
questionnaire, any answers to the following questions: 

a.Were there any questions that you disliked or didn't want 
to answer? 

If so, please specify the question no, and the reason. 

b. Did you find any question dif=icult to interpret?, 
confusing? ambiguous? etc. 

If so, please specify the question no, and the reason. 

c. Please add any other comment/feedback on this 
questionnaire which you may feel is appropriate and helpful. 
***********************************~**************************** 
Thank you for your patience and time which I greatly appreciate! 
************************************************x*************** 

COMMENTS/NOTES: 
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' APeENDIX B 
DRAFT 

QUESTION 
QUESTIONNAIRE 

10 (a) 

Researcher: Viv Laynne, B.App.Sci(CCAE), B.Sci(ANU-Psychology) 
?ost-Graduate Masters Student- M.Ed(Counselling-General) 
Education Faculty, University of Canberra. 

Cear Health professiona_l: Qate: May 1996 

Rehabilitation, guidance or support of individuals suffering 
pain is a vital area in our community for all health 
professionals involved. I hope to gather information from this 
questionnaire about the practice wisdom gathered by 
practitioners in this field plus their perceptions of the roles 
of the various health professionals involved in pain management. 

I hope that you will consent to participate in this survey by 
completing the enclosed questionnaire which contains 14 
questions relating to the topic of pain management and may take 
up to half an hour to complete. I have included a stamped self
addressed envelope to assist the return of this questionnaire. 
If possible I would appreciate it if the questionnaire could be 
mailed back before 31May96. 

Completed questionnaires addressed to the researcher (care of my 
supervisor (J.Broda) at The University of Canberra, will be 
stored ln a locked file cabinet in the office of my supervisor 
at the University of Canberra and will be accessed only by 
myself personally to code and enter the data into a computer 
spreadsheet for analysis, after which the questionnaires will be 
returned to the locked file storage until completion of the 
project and then destroyed. 

All responses will be anonymous, no identifying marks are on the 
questionnaire, therefore when a reminder letter is mailed to 
.f!ll addressees in mid-May, please ignore it if you have already 
returned your questionnaire or have decided not to participate. 

Confidentiality of responses will be maintained by coding and 
pooling all responses when data is entered into the computer for 
analysis. No names are requested and analysis of results will 
not focus on individual responses. 

Consent to participate in this survey is implied by your 
completion and return of this questionnaire. 

Note: If you wish to contact the researcher to clarify any 
~ issues arising from this questionnaire, or if you would like to 

receive an abstract of the research report, I can be contacted 
personally on 06-2487972 or PO Box 159, Lyneham, ACT, 2602, or 
supervisor can be contacted: J.Broda,c/ Faculty of Education, 
University of Canberra, PO Box 1, Belconnen, 2616. 
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APPENDIX B - QUESTION lQ{a) 
DRAFT QUESTIONNAIRE 

QlLESTIONNAIRE: 

Ql Please nominate your: 
(al age range by writing a number between 1 and 5 : ( ) 

to indicate the following age range categories: 
lUless than 30, _L£l 30-39, ill 40-49, ill 50-59, ill 60 or over 

(b) Gender: M ( ) F ( ) 

Q2 Which of the following best describes your tertiary level of 
training? 

Counsellor. . . . . . . . . . . . . . . . . . . . . ( ) 

Medical Practitioner........... ( ) 

Occupational Therapist.. . . . . . . . ( ) 

Nurse.......................... ( ) 

Physiotherapist.... . . . . . . . . . . . . ( ) 

Psychiatrist................... ( ) 

Psychologist.. .. .. .. .. .. .. .. .. . ( ) 

Other ( ) (Please Specify) _______________ _ 

Q3 How many years experience do you have in your profession? 
( ) years 

Q4 Please indicate if you have you worked or specialized in any 
of the following areas/ roles? 

Acute Pain Management 

Chronic Pain Management 

Clinical Psychology 

General Medical Practice 

Multi-discliplinary team 

Oncology 

Rehabilitation 

QS Which of the following best describes your current 
professional practice? 

Private practice ........................ . 

Academic ............................... . 

Government Agency .................. . 

Non-government agency .............. . 

Other ( ) (please specify) 

( ) 
( ) 
( ) 
( ) 
( ) 
( ) 
( ) 

( ) 
( ) 
( ) 
( ) 



I 

APPENDIX B QUESTION lQ(a) 
DRAFT QUESTIONNAIRE 

Q6 Please nominate on a scale of between 1 to 5 ,where (1) 
indicates Not at All to (5) Very Frequently), how often you 
would work with clients who you would classify as having: 

Q? 
to 

QS 

Scale: (1) Not at All to I 5 I Very Freg:J.1ently 

acute pain ( ) 
cancer pain ( ) 
chronic non-cancer pain ( ) 

Do you have a theoretical 
pain clients? Yes ( ) 

framework underlying your approach 
No ( ) 

If yes, please specify which theoretical framework you use: 

What do you consider to be the role of a psychologist in 
pain management? 

Q9 If you are not a psychologist, what do you consider to be 
your role in pain management? 



I 

' 

APPENDIX B --=--OUESTION lQ{a) 
DRAFT QUESTIONNAIRE 

QlO In your management of pain clients do you use any 
q7Jestionnaires? Yes ( ) No ( 

If Yes, would you Please 
(a) list up to five questionnaires 

and (b) rate their usefulness to you in the management 
of your pain clients on a scale of between 1 to 5 (where 1 is 
not very useful to 5 very useful) 

NAME OF QOESTIQNNAIRE Rating !l)Not v.useful to (S)v.useful 

( ) 

( ) 

) 

) 

) 

If No, you don't use questionnaires, could you comment on 
your reasons why not? 

Q11 Do you find that your pain clients are reluctant 
their problems in psychological terms? Yes ( ) 

If Yes, Why do you think this is the case? 

to consider 
No ( ) 



, 

APPENDIX B ~ - QUESTION lO(a) 
DRAFT QUESTIONNAIRE 

Q12 (a) ~lease nominate {using a scale of between 1 to 5) 
how frequently the listed issues are of primary concern for your 
chronic pain clients ? 

and 
(b) In your opinion, whose role is it (which health 

p~ofessional) to respond to the listed concerns? 

(al PRIMARY CONCERN TO CLIENT 

(1) Not at All freq, to (Sl V.Frea 

Anger. . . ( ) 

Anxiety. . . ( ) 

Compensation. . ( ) 

Confusion... ( ) 

Depression... ( ) 

Employment.. . ( ) 

Grief . . . ( ) 

Guilt... ( ) 

Litigation... ( ) 

Loss of Identity... ( ) 

Family Conflict. . . ( ) 

Parenting Problems ( ) 

Personality. ( ) 

Self-esteem... ( ) 

Stress... ( ) 
Other (Please Specify) 

( ) 
( ) 
( ) 
( ) 
( ) 

(b\ WHICH HEALTH PROFESSIONAL? 



\!' .•. , 'tf'~ '. ·····,-7··, .·· 
APPENDIX B - OUESTION lO(a) 

DRAFT QUESTIONNAIRE 

I 
.I 

Q13 (al 
Not at All 
use any of 

Please indicate (using a Rating Scale of between (1) 
Frequently to (5) very Frequently), whether you would 
the following approaches with your pain clients? 

and (bl Please specify whose role it is (which health 
professional) in your opinion, to use the listed approaches? 

(a) APPROACH 
{l} Not at All Freq. to (5lV.Freq 

Acupuncture ( 

anger management ( 

aromatherapy ( 

attention deflection ( 

attention focusing ( 

beliefs and attitudes ( 

biofeedback ( 

body therapies ( 

breath control ( 

cognitive schema ( 

coping strategies ( 

creativity ( 

family systems ( 

hypnosis ( 

imagery ( 

insight ( 

interpersonal skills ( 

massage ( 

meditation ( 

muscle tension/relaxation ( 

negative self-statements ( 
( 
( 
( 
( 
( 
( 
( 
( 

pain diary 

pain theories 

pharmacology 

prayer 

problem solving 

self-blame 

self-efficacy 

spirituality 

Other ) ( Please Specify) 
( 
( 

) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 

) 
) 

(b) WHICH HEALTH PROFESSIONAL' 



I 

• 

APPENDIX B QUESTION lOla) 
DRAFT QUESTIONNAIRE 

Q14 Please comment on any practice wisdom which you feel you 
have gained from your experience with pain clients and which 
might be useful knowledge for other professionals in your field? 

If you wish, the following space can be used to provide extra 
comments on any of the issues raised in this questionnaire 

THANK YQU FOR TAKING THE TIME TO COMPLETE THIS QUESTIONNAIRE 

YOUR PATIENCE IS APPRECIATED 
**************************************************************** 

88 



APPENDIX C: GLOSSARY OF PAIN TERMS 

Acute Pain. 

The characteristics of acute pain are a combination of 

tissue damage, pain and anxiety, it 1s a transition phase 

between injury and preparing for recovery (Wall, 1979). 

Acute pain is either a short duration pain, or of recent 

onset, which acts as a warning signal that something is 

physically wrong (Eimer, 1989; Sternbach, 1987). Acute pain 

does obey the bio-medical rules (Cohen, 1996). Cancer pain 

is sometimes regarded as a form of acute pain due to the 

ongoing tissue damage (O'Reilly, 1994). 

Allodynia: 

Pain due to a stimulus which does not normally provoke pain. 

Involves a change in the quality of the sensation, whether 

tactile, thermal or of any other sort (NH&MRC,88). 

Central Pain: 

Pain associated with a lesion of the central nervous system 

(IASP 1979). 

Chronic Pain 

In chronic pain 'hurt is no longer linked to harm' (Cohen, 

1996, p. 82 I . Chronic pain is regarded (Eimer, 1989; 

Sternbach, 1987) as pain which has outlasted its utility as 

a signal of any ongoing, remediable threat and persists for 

varying, usually prolonged, periods of time. According to 

Turk and Melzack (1992) chronic pain can accompany a disease 



process e.g. rheumatoid arthritis, or can be associated with 

an injury that has not resolved within an expected period of 

time (e.g. low back pain, phantom limb pain). Chronic pain 

can be experienced as mild, slight or severe to unbearable 

(Sternbach, 1987). A sub-grouping of Chronic Pain sufferers 

are those whose pain complaints have either no discernable 

organic basis, or the degree of tissue damage is 

disproportionate to the reported pain severity (Turk and 

Melzack, 1992) . 

Disability 

In the context of pain refers to limitation of function 

arising out of the initial somatic event (Cohen, 1996). 

Hypoaesthesia: 

Decreased sensitivity to stimulation, 

painful (NH&MRC'88). 

Hypoalgesia: 

which is normally 

Diminshed pain in response to normally painful stimulus 

(NH&MRC' 88) . 

Idiopathic Pain: 

Pain occuring in the absence of noxious stimuli or 

dysfunction of central peripheral pain transmission 

neurones. pain may be generated by memory mechanisms or 

psychological amplification of mild somatic pain, e.g. 

tension headaches, heartburn, or minor back ache with pain 



behaviour often overt and strongly influenced by 

psychosocial factors. including history of physical and 

sexual abuse, drug or alcohol misuse and family dysfunction 

(NH&MRC, 198B, O'Reilly, 1994), 

Neuralgia: 

Pain in the distribution of a nerve or nerves (!ASP 1979, 

NH&MRC 198B I . 

Neuritis: 

Inflammation of a nerve or nerves (IASP 1979, NH&MRC 1988). 

Neuropathic Pain: 

Pain arising from damage, disease of complete section of the 

perpheral or central nervous system in the absence of a 

peripheral noxious stimulus, usually delayed onset after 

injury and with no on-going tissue damage (NH&MRC, 1988, 

O'Reilly, 1994). 

Nociceptor: 

A receptor preferentially sensitive to a noxious stimulus or 

to a stimulus which would become noxious if prolonged (NH 

&MRC'BB). 

Nociceptive Pain 

A repetitive stimulation of nociceptors by inflammatory 

processes in the presence of an intact nervous system 

(NH&MRC, 19B8; O'Reilly, 1994). 



Noxious Stimulus 

A stimulus which is damaging to normal tissues (IASP 1979, 

NH&MRC 1988). 

Pain 

An unpleasant sensory and emotional experience assoiciate 

with actual or potential tissue damage, or described in 

terms of such damage (IASP 1979, NH&MRC'88). 

Pain Behaviour 

Refers to the physical expression of the private events of 

nociception, pain and suffering (O'Reilly, 1994). 

Pain Threshold 

The least experience of pain which a subject can recognise. 

In psychophysics thresholds are defined as the level at 

which 50% of stimuli would be recognized as painful. The 

stimulus is not pain and cannot be a measure of pain 

(NH&MRC'88). There is some confusion (Sheather-Reid and 

Cohen, 1996) about differentiating between the terms pain 

threshhold and pain tolerance levels. 

Pain Tolerance Level 

The greatest level of pain which a subject is prepared to 

tolerate (NH&MRC'88). 



BDI: 

CSQ, 

IBQ, 

APPENDIX D 

Full Titles of Questionnaires 

(Chapter Four:Results, Table 13, p.141). 

Beck Depression Inventory{Beck et al. 1961), 

Coping Strategies Questionnaire (Rosenthiel and 

Keefe, 1983), 

Illness Behaviour Questionniare (Pilowsky and 

Spence, 1983), 

McGill:McGill Pain Questionnaire{ 

MMPI2: Minnesota Multiphasic Personality Inventory Version 

2 (Hathaway et al., 1989; a Revised version of 

MMPI(Bradley et al. 1978)), 

MPI: 

PCA, 

PSPI:: 

SBQ, 

Sl:P: 

STAI: 

VAS, 

Multidimensional Pain Inventory {Kerns, Turk and 

Rudy, 1985), 

Patient Controlled Analgesic Observation Chart: 

Sickness Behaviour Questionnaire 

Sickness Impact Profile {Roland and Morris, 1983), 

State-Trait Anxiety Inventory(Speilberger, 1983) 

Visual Analogue Scales: Horizontal Scale(Huskisson, 

1983) or Vertical Scale (Sriwantakul et al.1983), 

WHYMPI:West Haven-Yale Multidimensional Pain Inventory 

(Kerns, Turk, and Rudy, 1985). 

ZDI, Zung Depression Inventory(Zung, 1965), 

Full details of the following questionnaires, mentioned by 

respondents, have not been found by the researcher: 

Owestry LBPQ: (Low Back Pain Questionnaire?),respondent may 

have been refering to the Ow"estry Disability Scale(Fairbank, 

Couper, Davies and O'Brien, 1980), 

Functional State /Spinal Function Sort: possibly a 

quantification of function in chronic 

patients. 

low back pain 

Pain Severity/Pain Rating Questionnaire: possibly 

refers to visual analogue scales 

Pain Drawing 



APPENDIX E 

QUANTITATIVE DATA SUMMARY 



• AppendixE 
Quantitative Data Summary 

Grou1 1a1 1a2 1a3 1a4 1a5 1b1 1b2 3.1 3.2 3.3 3.4 9.1 9.2 9.3 
I Ps\lchologist 26 24.5 7. 7 11.5 50.0 19.2 11.5 38.5 50.0 23.1 34.6 30.8 11.5 4.5 15.5 0.2 

Dr-G.P. -- - -- -- - ----- ---------

Dr-Soec 
17 15.9 
1 0 9.3 

0.0 2_9,4_ 47.1 1_7:_? ____ _?...'....9 ____ 29~ ___ 4_7_.1_ -~2~3~-~5--f __ 20 ,3_,_~----- 35.3 5.9 _9_._1 __ _1_9,~_ 1--1~±-
0.0 10.0 50.0 20.0 20.0 80.0 10.0 0.0 30.0 20.0 50.0 12.8 49.2 0.5 

I Doctors 27 25.2 0.0 19.7 48.5 18.8 12.9 54.7 28.5 11.8 26.8 27.6 27.9 j 10.9 30.0 : 0.9 

SD 0.0 13.7 2.1 1.7 10.0 35.8 26.2 16.6 4.6 10.8 31.2 2.6 27. 1 0.7 

-- ---+f-------+---1-----1-- ------ -+---0--------- - - - - ------- - ----f-~~---,---~--1----1--~-----
Nurse 11 10.3 1a.2_

1
_1~•~-~2

7
_s~•~-~•-+~0~-~0--1~9-,.~1 ___ Q_:__Q ____ 10_0,_0 ___ 1_f!._g ______ 18.2 -~±.:_§___, __ 9_.1_--t-_4~2.9 31.9 8.6 

1 __ _, _ _____Et!Ys_JQ__ ___ _!2 ______ 1_~_,Q __ ---~Q,Q__1~2~•~-~7-+-•~•~-~7-+~•~-~7--t~o~-~o_1~2s.1 so.a 26.7 33.3 33.3 --~:...?_--t-_3_5_._7--t-_s_o_.s---t __ o_.a_" 
OT 12 11.2 25.0 41.7 25.0 B.3 0.0 16.7 58.3 33.3 50.0 8.3 8.3 21.9 58.5 0.0 

-,-~--~- ----- ---- ----- ----- - I· ----- -- --- ---------- ----- -----

Counsellors 16 15.0 12.5 6.3 37.5 43.8 0.0 43.8 43.8 31.3 31.3 31.3 6.3 4.5 38.5 2.7 
Ill Ancillian, 54 I 50.5 18.9 I 23.2 I 40.9 14.7 2.3 21.8 65.5 27.4 33.2 1 31.9 I 7.6 26.3 I 44.9 3.0 

m 5.2 14.9 I 12.1 19.7 4.5 18.3 24.1 6.1 13.1 1 18.9 1.3 ' 16.9 i 11.9 3.9 
Totals 107 100 B.9 18.1 46.5 17.6 8.9 38.3 48.0 20.7 31.5 30.1 15.7 13.9 30.1 I 1.4 

----,------ - - --- ,---j--- -- ---- ---- --------- -- -- -

------------ --- ~--- ---- .. ------ - -------- ---- ------,-~~---- ------- --

__ i_--;S~u~b~,i~•c=l~--i-=Sa,mple _Sample Prof _______________ (Jate Use ___ Q'._naires _Q!i~_nts_ 
---- ---t----t----, 

Reluctant 
Cateao~ number oercent Priv Acad Govt NGA 0th Yes No Yes No Yes No b::=+--""==L_r==J-"'==r---'c'"c----t--"'"""+-"c";;'-t-'?"c'-+--c'"'--+-~+--"'"----t---c'~-+---c';:"-;-t--:'-""c-+-!:"'cc---1, 

rG~c~o~u"t,:;:::::;:-:;:::::::;-+--;:;;--f--,::;-,---t---;;5~_~1;--f--:;5~_2;;--t-~57_~3;--f-;5~-~•;-f--,5~-~5-t-;c•~-171---:;a~.~2;;'7f--:;1~0~.1;---f-~1~0~.*1_f---;;-10~.~3,--t-~1~0~.~3---j _ 
I Psvcholoaist 26 24.5 65.4 3.9 34.6 15.4 3.9 65.4 34.6 26.9 46.2 34.6 46.2 

_1_~o~'=-G=·=P=·- ___ t __ r_ ___ 1_5.9 100.0 o.o o.o _s0 .=o-,-o=-~0~
1 

~±~4- 17.7 o.o __ 1 __ 00_.Q _____ 7=o=·=•~, _ 17.6 
Dr-Soec 10 9.3 100.0 10.0 0.0 10.0 0.0 100.0 0.0 10.0 90.0 40.0 40.0 

I Doctors 27 25.2 100.0 5.0 I 0.0 8.0 0.0 91.2 8.8 5.0 95.0 59.3 25.9 

- --- ----1----1 

-- ------ - ---

---i----

-- ---t---- I 
ffi 0.0 7.1 0.0 2.9 0.0 12.5 12.5 7.1 7.1 21.6 15.8 1--+----+--+-~-t-~~---,c-'~-+~~+-=--t~~+=-+~~+-~~-+-~-+-~~+~=---1--~f-----+---I 

---+--~-- -
___ Nurse 11 ___ _J_Q.:~--- ___ 9_._1_--t-_o_.o_ -~4.6 27.3 9.1 36.4 63.6 18.2 __ 07=2=-~7 __ 1 __ 7~2~-~7-t-=2~70.~3 ___ _ 
___ _____f_h~_, __ 1=s~_, __ 1=•=·=0-,_=9-~.:} ___ o.o __ Q_,_Q-1~•=·=7--t~o=·=o_ 1=o='=,•3_ 1 __ 6.7 13.3 86.7 85.7 7,.! __ -----i----t----1 
----=O~T--1--=1~2~,-~1~1~.2~1 __ ?~~~ _ 0.0 I =3~3=.3=-+~1~6-~7-+~0~,0~l-~~,3 1§,?_ 1_~1=6=.7--+- 75.0 ____ __JI~-:~- ____ 16_._7_ 

CounseUors 16 15.0 56.3 6.3 31.3 12.5 18.8 31.3 6B.8 0.0 87.5 62.5 18.B f---1--"===+---'-''--'---'-=-+---=-=--+--=-"'--+-==-+-="-+--"'"'""f"-'.CC,--'-'"-'-+---"-"'----+-C,--~+-='--+--='---l -
Ancilliary 54 i 50.5 54.3 1.6 29.8 15.6 7.0 61.1 38.9 12.0 80.5 74.7 16.7 

- ---------1----+---C- - ------ --1---1------f--- --1-----1---1---1------

Ill 

-------1----1 

ffi 34.6 3.1 22.5 8.7 9.0 31.8 31.8 8.3 7.7 10.7 8.3 

Totals 107 100 73.2 3.5 21.5 13.0 3.6 72.5 27.5 14.7 73.9 56.2 29.6 



APPENDIX F 

Additional Comments Supplementary to Tables in 

Chapter Five: Rasul ts 

Supplementary Data relating to Results: Table 

13, p.141 

Additional comments about the use ofquestionnaires in 

pain mana ement 

• Category I (Psychologist) 

I don't believe in rehearsing the problem, 

Unhelpful, too limited especially forced choice, 

Questionnaires don't consider less obvious symptoms such 

as gambling, 

Focuses on s~ptoms not the person 

Treating chronic pain clients is more of an 'Art' 

Useful for legal report purposes: 

baseline progress measurement, 

to be 'scientific', 

focus on therapy rather than medico-legal, 

use pain diary/rating if pain primary issue, 

use Personality Inventory for hypochondriasis 

scale 



Supplementary Data relating to Results: Table 13, 

p.141 

• Category II {Doctors] 

Computer generated questionnaires do not evoke a 

spontaneous, natural response, therefore a waste 

of time, space,resources, 

Don't like set scales, 

Prefer intensely individual basis, 

My clients have difficulty writing/keyboarding, 

Most pain can be characterised clinically by far fewer 

questions when each subsequent question follows 

result of the previous question, 

Pain is mostly secondary to an identifiable problem 

which can be specifically managed, 



Supplementary Data relating to Results: Table 13. p.141 

• Multi-Disciplinary Reasons for Not Using Pain Questionnaires 

Category: I 

Not therapeutic when in pain 

Prefer therapy 

Rehearses the problem 

Rely EMDR 

Use brief family therapy 

When pain is secondary issue 

Clients find them difficult to do 

Clinical assessment better 

Computer generated/meaningless 

Look for anatomical/mechanical cause 

Only relevant if psych causes 

mostly treatable organic problem 

lack of time/resources/staff 

short-term caseload 

not aware of any 

Ps ch 

1 

1 

1 

1 

1 

1 

specific orthopaedic musclo-skeletal diagnosis 

use pain analogue scale with verbal Q's 

use structured physio examination/treatment 

focus on functional tasks 

use before/after muscle testing 

focus on education not treatment 

hypnotherapy relies on sub-concious 

refer to physical therapist to explore pain Q. 

II II 

Dr N Ph T 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 1 

1 

1 

1 

1 

1 

1 



Supplementary Data Relating to Table 14, p. 142 

•Multi-Disciplinary View of Role of Psychologist 

Psych Dr 

Practical problem solving 2 
Grief-loss issues 
Imagery-pain release techniques 1 
Reduce illness behaviour 
Reduce psych. probs. assoc.with pain 
No resources 
Validation of client 2 
Deal with dynamics underlying pain 1 
Diagnosis and treatment 1 
Encourage self love 1 
Explore psychosomatic origins 1 
Focus on cause-dependency issues 
If no mechanical correctable cause 
Limit impact of suffering 1 
Measure change for the client 1 
Motivational training 
Non pharmacological coping methods 
Refer to pain clinics 
Secondary gain 
Talk about life issues 
Theory based approach 
Third party issues 

1 
1 
2 

1 
1 

1 
1 
1 

1 
1 
1 

N 

2 

Phy 0 

1 

1 

2 

1 

C Tot. 

3 
2 
2 
2 
2 
2 
2 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 



Additional Comments Relating to: Table 14, p .142 

• Additional Comments on Multi-Disciplinary View of the 

Role of a Psychologist in Pain Management 

• Doctors yiew of Role of Psychologist 

Should be specially trained for pain management using 

effective theories not necessarily the same as 

the referral source, 

Waste of time, psychology-pharmacology too primitive to 

decide which patients need what in chronic pain. 

Very important role to redefine pain-approach to pain, 

Management plus issues of family d}'Tlamics,depression, 

loss, 

Very useful in total management plan if the psychologist 

is caring and skilled. 

• Physio Therapist View of Role of Psychologist 

Significant role, behaviour patterns plus mental state 

has massive effect on pain, activity level 

Can improve pain perception independant of direct 

physiotherapy, 

Liaise with the physiotherapist to assess physical 

factors. 

Teach "not to fight it but flow with it" 

Talk through with a non-family member who is there for 

them' 

• Counsellor View of Role of Psychologist: 

Handmaidens of patriarchial bio-med dominant Western 

paradigm. 



Additional Comments Relating to Table 21, p.155 

•Multi-Disciplinary views of reasons why a client might be 

reluctant to consider their problems in psychological terms 

Psych Dr N Phy 0 C 

Avoid self management 1 1 1 

referral not explained 1 1 1 

wary psych profession 2 1 

aged prefer self-manage 1 1 

expect body to heal(young) 1 1 

Focus on fixed rehab outcome 1 1 

not relevant my patients 2 

physio treatment effective 2 

unaware psych available 1 1 

Too many unsuccessful treatments 1 

Personality/behaviour 1 



Additional Data Relating to Table 24, p.161 

•Other Clinical Approaches Recommended for Pain Management. 

Physio OT C Total 

10 anointing oil 
appropriate referral 
aqua aerobics 1 
common sense 
couple counselling 1 
diet 
dissociation visual therapy 1 
functional restoration 
infrared lamps 
injections 
laying on of hands 
listen to music 1 
mobilisation 
nerve blocks 
osteopath 
pain clinic 
PTSD l 
reading 1 
rest 
Rational Emotive Therapy(RET) 1 
sexuality w/shop 1 
social work 1 
spiritual direction 
Tai Chi 1 
underlying causes 
vitamin therapy 1 
whatever works 

37 yoga 

Physio 
OT 
C 

= Physiotherapist, 
= Occupational Therapist 
= Counsellor/Clergy 

1 

1 

1 

1 

1 

1 

1 

1 

1 
1 

1 

1 

1 

1 

1 

1 

1 

1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
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