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ABSTRACT

Pain is one of the major health concerns among the people who seek medical
support all over the world. When a patient comes with pain due to a treatable cause and it
diminish after appropriate treatment within the estimated time of cure then it is called
acute pain. But if still pain remains after suggested treatment and anticipated time of cure
or it exceed the time frame of 3 months then it is called chronic pain. Chronic pain is a
complex construct to understand. It is not just limited in physical suffering but also have
psychological and social impact on a sufferer. Literature was reviewed to explore the
commonly suggested psychological and social consequences of chronic pain. This study
was aimed to see the impact of pain on these psychosocial aspects among the people with
chronic pain in the context of Bangladesh. A questionnaire survey design was used to
conduct the study. The research questionnaire contains demographic data sheet, Mc. Gill
Pain Questionnaire Short Form, a composite questionnaire regarding various social and
psychological impacts, The Pain Catastrophizing Scale, Self Reporting Questionnaire,
Perceived Stress Scale, Beck Hopelessness Scale, WHO Quality of Life Brief, Copping
questionnaire and General Health Questionnaire. A total of 400 adult pain patients
comprised the sample. Purposive sampling technique was used to recruit participants from
the Department of Orthopedic and Traumatology, outdoor and Physiotherapy Center of
Department of Physical Medicine and Rehabilitation and Pain Clinic under the
Department of Anesthesia, Analgesia and Intensive Care Medicine of Bangabandhu
Sheikh Mujib Medical University (BSMMU). Descriptive statistics, correlational analysis

and multivariate multiple regression analysis was used for data analysis.

Result revealed a very high prevalence of psychiatric morbidity (86%) and distress

(92%) among the individual suffering from chronic pain. A large portion (90.3%) of
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respondents reported that they had experienced moderate level of stress. One third (35.5%)
of the respondents reported that they had poor quality of life. This study also found pain
has significant positive correlation with depression and anxiety, psychiatric morbidity,
stress, hopelessness and pain catastrophizing. Level of activity showed poor but significant
negative correlation with pain. Pain showed significant impact on depression,
magnification of catastrophizing, rumination of catastrophizing, hopelessness of
catastrophizing, problem focused copping, emotion focused copping and stress. But pain
showed no significant impact on functional impairment. Age of chronic pain patient has
significant impacts on functional difficulty, psychiatric morbidity, hopelessness and two
domain of quality of life namely physical and environmental quality of life. Intensity of
pain, duration of pain and age of the patient can explain significant proportion of variance
(34.7%) in catastrophizing by hopeless thinking. By providing a vivid picture of
psychological and social impact of pain, the findings reiterated the need for considering
integration of biological, psychological and social aspect of intervention to reduce

suffering of chronic pain patients.
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CHAPTER 1

INTRODUCTION

Pain is an unavoidable experience of human life. Every person goes through the
experience of painful situations at some point in their lives. Feeling of pain is universal but
this may vary in terms of their underlying cause, duration and pain site of the body. Pain is
also inextricably associated to our survival. Threats to human life can come from any part
of environment and nature. When anything bad happens to us or anything cause damage to
our tissues, then we experience pain through our nervous system. Feeling of pain helps us
to understand our defenseless situation and to create a defense system to protect us. Thus,

pain plays a role of alert system to initiate effective response for protection.

Pain is a personal state of suffering which is unique for each person. This unique
state is complex to understand and cannot be communicate directly. Though pain
experience is common to all, one can assume another’s pain but is unable to hold exact
meaning of pain as it is experienced by an individual (Thompson & Fay, 2015). A person
can express that she or he is in pain through behavior and behavior is the outcome of
interaction between interpersonal, intrapersonal or contextual issues (Hadjistavropoulos et
al., 2011). Therefore, there is no easy way to understand internal experience and there is a
great chance to misinterpret the matchless meaning of pain for a person’s own context

(Thompson & Fay, 2015).

1.1 Definition of Pain

Definition of the term Pain evolved over time. In the period of ancient time pain

was understood as intrusion of evil sprite or presence of magical fluid. Then, pain was
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understood as a physical sensation that perceived by nerves and send to the brain to
proceed appropriate responses. Currently, International Association for the Study of Pain
(1994) provides a worldwide accepted definition which defined pain as “An unpleasant
sensory and emotional experience associated with actual or potential tissue damage or

described in terms of such damage".

This definition is significant to clarify some facts about pain. Thompson and Fay
(2015) described four vital part of this definition in their research paper. In short, pain is
subjective, people acquire the meaning of pain by learning, it initiates an unpleasant
emotion and it is a psychological condition of person rather than merely a sensation by

external harsh stimuli.

1.2 Types of Pain

Pain can be classified in many ways according to different dimensions. Such
dimension includes causation, localization, length of suffering etc. For this research we
used length of suffering dimension for classification which divided pain into two types,
chronic pain and acute pain. When a patient comes with pain due to a treatable cause and
it diminish after appropriate treatment within the estimated time of cure then it is called
acute pain. But if still pain remains after suggested treatment and anticipated time of cure
then it is called chronic pain. In the current study, pain duration of three months is

considered as the principal criteria of chronic pain.

1.2.1 Acute pain. Acute pain is the most common and frequently happening pain
condition among people. It is associated with actual or potential tissue damage and lasts

for less than 3 months. Pain is reduces with the scale of time (Loeser & Melzack, 1999;
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Sarafino, 1998). Acute pain generally is a response to tissue damage such as burn, cut,

infections or injuries. It is usually cured after proper treatment (Kulmala & Ojala, 2015).

1.2.2 Chronic pain. Chronic pain can be described as ongoing or recurrent pain,
lasting beyond the usual course of acute illness or injury of more than 3 to 6 months, and
which adversely affects the individual’s well-being. A simpler definition for chronic or
persistent pain is pain that continues when it should not (International Association for the

Study of Pain, 2004).

These definitions of two types of pain reveal some significant differences between acute
and chronic pain. First, acute pain is a state of recent start with short duration. Chronic
pain may have sudden start or gradual development and lasts three months or more.
Secondly, intervention of chronic pain is focused on rehabilitation and management
whereas intervention of acute pain concern with the treatment of underlying cause. Third
difference is, patient has little active role in the recovery process of acute pain. Chronic
pain patient has to take a major role in the intervention plan. Forth is quality of chronic
pain is influenced by psychological and social aspect of sufferer unlike acute pain
experience (Koestler & Myers, 2002). Finally, impact of chronic pain encompasses the
biological, psychological as well as social characteristic of a person which is not in case of
acute pain (Bailly, Foltz, Rozenberg, Fautrel, & Gossec, 2015; Flor, Turk, & Berndt

Scholz, 1987).

1.3 Epidemiology of Chronic Pain

Chronic pain is a common and overpriced physical complain among the people
who seek medical help all over the world. A cross-sectional Internet-based survey in

United States shows that, a significant number of US adults are suffering from chronic


Hosne ara
Typewritten text
Dhaka University Institutional Repository 


Dhaka University Institutional Repository

pain. The number is about one third of total population of US (Johannes, Le, Zhou,
Johnston, & Dworkin, 2010). In Portugal, 37% adults are chronic pain patients (Azevedo,
Costa-Pereira, Mendonga, Dias, & Castro-Lopes, 2012). In the Republic of Ireland, a
research found that the prevalence of chronic pain was 35.5% (95% CIl=32.8-38.2)
(n=428) in the Republic of Ireland (Raftery et al., 2011). Among 17,543 Australian
adults, 17.1% of males and 20.0% of females were suffering from chronic pain (Blyth et
al., 2001). In New Zealand, among adult population, 16.9% complain for chronic pain
(Dominick, Blyth, & Nicholas, 2011). In case of Asian countries, the prevalence for
chronic pain in adult people is ranges from 7.1% (Malaysia) to 61% (Cambodia and
Northern Iraq) and it higher in older people which range from 42% to 90.8% (Zaki &

Hairi, 2015).

Though it is a persistent problem, it is associated with long term treatment
requirement and other monetary loss such lower work time, lower productivity and in
extreme cases, job loss is ultimate consequences. A research of US showed that the
countrywide expenditure for chronic pain ranged from $560 to $635 billion, which was
bigger than the expenses associated with other prominent health issues such as heart
disease, cancer and diabetes (D. J. Gaskin & Richard, 2012). These different studies from
different countries reported evidence that chronic pain is a prevalent health problem as

well as expensive in terms of treatment and loss of work force.

In the context of Bangladesh, Sonia Akter (2012); (D. J. Gaskin & Richard, 2012)
have found that, 58.6% of women who are homemakers, suffered from low back pain

(LBP) and 42.9 % of them were suffering from more than one year.
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Another research found the prevalence of LBP among shopkeepers was 51% and
the rate is higher in men than women. Prevalence is also associated with total work hours

of a day and rate was higher among those who worked for long period (Kamal, 2012).

Shakoor, Islam, Ullah, Ahmed, and Al Hasan (2007) did a study with 102 patients
of chronic low back pain and 58.8% of them were female. They also found that females
are affected earlier than man. In the context of rural Bangladesh, point prevalence of LBP
was 63% (A. A. Khan, Uddin, Chowdhury, & Guha, 2014). Haq et al. (2005) stated that
the point prevalence of musculoskeletal pain in rural, urban slum and affluent urban
communities were 26.2%, 24.9% and 27.9% respectively. Women are more vulnerable to

this problem than men.

1.4 Biopsychosocial Approach of Chronic Pain

Chronic pain is a complex construct to understand. It is not just limited in physical
suffering but also have psychological and social impact on a sufferer. For over 30-year
period, pain was understood by the biological aspect which was useful and effective to
some extent. There was such issues associated with perception of pain that biological
model was not being able to explain. People may experiences pain without definite
underlying physical cause or after the elimination of underlying cause if there was any
(Loeser, 2005). This characteristic of the construct 'Pain’ lead the researchers to think in a
new dimension. As reported in Thompson and Fay (2015) Meljack and Wall proposed
“Gate control Theory of Pain” in 1965 which started to explain complex phenomena such
phantom pain and tried to incorporate psychological aspect of pain such as the role of
stress in pain perception. Following this development, in 1977, biopsychosocial model

which was more comprehensive and open to incorporate social aspect of person in
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perception of pain was introduced and promulgated by Engel (Jemmott & Locke, 1984;
Thompson & Fay, 2015). This biopsychosocial approach explains chronic pain as an
interaction between biological, psychological and social aspect of an individual (Gatchel,

Peng, Peters, Fuchs, & Turk, 2007)

Pain can contribute to the generation of several psychosocial manifestations such
as anxiety, depression, loneliness, hopelessness, deteriorated relationship status, lower
activity level, etc. These consequences and pain is experienced by a patient of chronic pain
simultaneously. Interaction between pain and other psychosocial impacts ultimately
influence each other in a complex manner which can be understood by five factor model
of human behavior (Greenberger & Padesky, 1995). This model states that environment,
cognition, emotion, physical reaction and behavior of a person influence each other.

Changes in one part of the model result in change in rest of the parts in the model.

1.5 Common Painful Conditions

In our lifetime we have to encounter lots of situation that can produce pain in
different ways. There are several different pattern of pain that can happen in different parts
of human body. Among these types, abdominal pain, pelvic pain, foot pain, headache is
some example. These pains may happen due to various different causes such as
osteoarthritis, migraine, physical trauma, degeneration or fracture in spine or deteriorated
discs, etc. In the next section we will discuss some pain conditions which are frequently
encountered by the general physicians or pain physicians to be specific (see, Silver, 2004;

Task Force on Taxonomy of the International Association for the Study of Pain, 1994).

1.5.1 Arthritis. Arthritis is one of the common forms of chronic pain. In the

United States, in time between 2013-2015, 22.7% adults had doctor-diagnosed arthritis
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and 43.5% had activity limitation due to arthritis (Barbour, Helmick, Boring, & Brady,
2017). It occurs when the cartilage deteriorates. Older people are more prone to develop
degenerative arthritis or osteoarthritis. Sufferer of this problem can face serious

consequences depends on the condition of affected cartilage.

1.5.2 Back pain. This type of pain is common and all of us will experience at some
point in our life. Usually it happens due to muscle strains or ligamentous sprains. Some
times in serious cases it also involves the spinal cord which may cause extensive pain and
disability. Generally, prevalence of back pain is higher among older people and chance of
occurrence increases with age. The most common back pain is low back pain (LBP). An
epidemiological study of low back pain estimates of the 1 year incidence of a first-ever
episode range between 6.3% and 15.4% and estimates of the 1 year incidence of any
episode range between 1.5% and 36% (Hoy, Brooks, Blyth, & Buchbinder, 2010). Today
it becomes easy to diagnose the reason and the area of pain with the advancement of
science which provide excellent imaging method like MRI (magnetic resonance imaging)
scans and CT (computed tomography) scans but sill, sometimes it not be possible to locate

actual source of pain.

1.5.3 Facial pain. Two underlying causes of face pain is misalignment of the jaw
and poor dental hygiene. Depending on underlying cause, this problem is treatable.
Trigeminal neuralgia and temporomandibular joint disorder (TMJ) are prevalent face pain.
TMJ located in jaw and not directly associated with problem of teeth or gums. A symptom
of the problem is pain and some noises like popping, cracking or crunching, clicking.
Sometimes headaches and neck pain also occur. Trigeminal neuralgia is more intensive
and excruciating and it happens when a blood vessel create pressure on trigeminal nerve

which very sensitive.
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1.5.4 Migraine. Migraine is a common neurologic problem where headache is
constant element. Headache associated with migraine is sever and sometimes accompanied
by nausea and vomiting. A study found that 18.2% among females and 6.5% among males
of United Stats are suffering from migraine (Lipton, Stewart, Diamond, Diamond, & Reed,

2001).

1.5.5 Muscle and soft tissue pain syndrome. Fibromayalgia and myofascial pain
syndrome are situated in this type of pain condition. These two types of pain involve

muscular pain with sleep problem, chronic fatigue and digestive problem.

1.5.6 Neck pain. Neck pain is very common and it has treatment based on
underlying cause. It can happen due to muscle strain, poor body posture, ligament sprains

and lot of other issues can be responsible for initiating neck pain.

1.6 Literatures Review

Harald Breivik, Beverly Collett, Vittorio Ventafridda, Rob Cohen and Derek
Gallacher (2006) have found in a research which was a large scale computer-assisted
survey with a large number of participants from 15 different European countries and Israel
that 21% had depression associated with chronic pain, 61% had low ability or unable to
work outside of home, 19% had job loss and 13% had changed their job because of
chronic pain. They also stated that chronic pain can interfere with a person’s daily activity
such as household chores, social activities, driving, maintaining independent life style,
family relationships as well as sexual relationship (Breivik, Collett, Ventafridda, Cohen, &
Gallacher, 2006). Eccleston et al. (2005) cited Hunfeld et al.,2002; Goldman and
McGrath,1991; Perquin et al.,2000; Malleson et al., 2001 in their article as they had found

chronic pain as disabaling in different areas of functioning such as social functioning,



physical functioning, family functioning. Adolescents with chronic pain and their family
members often come to physicians with complains of multiple problems, including
concentration difficulties, feeling of irritability, depression and anxiety. Another study said
that chronic pain have profound level of impact on employment status, decreased money
and compromised household activity (Kemler & Furnée, 2002). Intensity and daily
experience of pain can interfere in the physical activities and recreational activities of
older patients which is an ultimate consequence of decreased quality of life (Pickering,
Deteix, Eschalier, & Dubray, 2001). Functional impairment is also reported in case of
children with chronic pain and their family (Palermo & Mizell, 2000). Chronic pain had
most momentous impact on household responsibilities, recreational activities, job
responsibilities and sleep. A research uncovered that 13% of the research respondents
were reported depressive mood and 49% experienced difficulties in work place (Azevedo,
et al., 2012). It is assumed that activity can increase pain and chronic pain sufferer
minimizes the risk of intensive pain by limiting their activity but research reported that

pain intensity and level of activity is not significantly correlated (Linton, 1985).

Depression is found to be associated with chronic pain as a consequence of chronic
pain rather an antecedent factor to develop chronic pain. Systematic review of eighty three
studies explored this finding (Banks & Kerns, 1996; Fishbain, Cutler, Rosomoff, &
Rosomoff, 1997) High rate of depression is observed among chronic pain patient than
patient of other chronic physical illness (Banks & Kerns, 1996). Severe depression is
associated with hopelessness and suicidality among chronic pain patients (Tang & Crane,
2006). Heighten level of anxiety and chronic pain is frequently co-occurring problem. A
research showed that pain was significantly associated with panic disorder and post
traumatic stress disorder (McWilliams, Cox, & Enns, 2003). Anxiousness and sleep

problem is associated with chronic pain (Davison & Jhangri, 2005). A study reported that



increase in stress level among female patient of Fibromyalgia and osteoarthritis was going

larger in scale with time (Davis, Zautra, & Reich, 2001).

Chronic pain has remarkable impact on health care seeking which is also
influenced by tradition and customs of particular society, age, socioeconomic condition as
well as depression and anxiety level (Andersson, Ejlertsson, Leden, & Scherstén, 1999).
Chronic pain is associated with increased distress among the patient. This elevated distress
level is correlated with multiple health care contacts and also can increase the probability
of health care seeking (Andersson et al., 1999; Von Korff, Wagner, Dworkin, & Saunders,
1991). Another research found that 60 % of their respondents visited doctor at least two to

nine times and 11% of them had seen doctors 10 times (Breivik et al., 2006).

A prolong suffering from physical problem affect couple relationship. Patient and
spouse both may face the similar consequences of chronic illness. Flor et al. (1987) found
that, partner’s low mood can influence pain perception, inability to regulate life events and
dissatisfaction with marriage. Pain is positively associated with marital discord and sexual
dissatisfaction as well as increased distress level in the spouse. Researchers claimed that
pain is not the only factor behind these misshapen but couple’s current copping is also
responsible. A research found that sexual problem is highly prevalent among the chronic
pain patients. Sexual difficulties include lack of interest, problem with sexual arousal, sex
position that increase pain, performance anxiety, etc (Ambler, de C Williams, Hill,
Gunary, & Cratchley, 2001). Another research reported that sexual difficulty is a common
agenda in case of people with chronic pain but there was no significant association
between sexual problem and intensity of pain or duration of pain. On the other hand, this
research finding supported that, sexual impairment showed significant association with

emotional distress, functional disability and age (Monga, Tan, Ostermann, Monga, &

10



Grabois, 1998). On other hand, pain behavior and perception of pain intensity of patient is
influenced by some factors. One of the factors is solicitousness and attention provided by
the spouse (Block & Boyer, 1984). In case of unmarried male, partner’s response is less
influential to the sufferer’s perception and response pattern toward pain in contrast with
married man. Married female patients of chronic pain have less influence of significant
others upon their pain behavior or intensity than unmarried female. Therefore, gender and
marital status is playing a mediator role in pain response (Flor, Turk, & Rudy, 1989). On
the other hand, disharmony and negative communication pattern can drive the patient of
chronic pain into severe depression which is considers as a risk factor for maintenance of
chronic condition (Kerns, Haythornthwaite, Southwick, & Giller Jr, 1990). Romano et al.
(1995) found that above mentioned finding is true in case of depressed patient when they
were assessed by self reporting method. Observational method found that solicitousness
did not influence psychosocial dysfunction. These research findings establish qualified

support in the favor of operant conditioning in case of pain intensity and perception.

Quality of life may be understood as physical, psychological and social well being
as well as satisfaction with life. Chronic pain may play a role of stressor that compromise
the actual coping ability and produce a negative impact on quality of life. Chronic pain is
not directly associated with decreased quality of life rather connected in a complex fashion
with other mediator factors (Wahl et al., 2009). In another study , researchers have found
that gender, age, level of anxiety, level of depression and number of pain sites have an
influence on quality of life of people with chronic pain and it was reported that chronic
pain was the best predictor of quality of life for the research participants (Dick, Rashiq,
Zhang, & Ohinmaa, 2007). This result also reflected that chronic pain may interplay with

above mentioned biological, social and psychological to create impact on quality of life.
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A survey was conducted among the general Scottish people of Grampian region
(N=4611) with a target to see the prevalence of severe chronic pain and impact of chronic
pain upon general health, regular functioning and employment. Result regarding impacts
found that pain is significantly associated with all the aspect of general health. Pain had

also influence on daily activity and employment status (Smith et al., 2001).

Studies have shown huge number of evidence of association between beliefs,
catastrophizing, coping, chronic pain and functional disability. A study with one hundred
sixty nine chronic pain patients found belief as a noteworthy predictor for both disability
and depression, copping had significant effect on physical disability and catastrophizing

had considerable effect on depression (Turner, Jensen, & Romano, 2000).

A qualitative research with chronic low back pain patient was aimed to understand
the impact pain on relationship with family, friends and work colleagues found some
intrapersonal factors that contributed in disturbed relationship. They found that, a person
with low back pain experience interrupted activity in daily life which is responsible to
develop negative self perception, shame and frustration. These intrapersonal
manifestations disrupt the relationship with significant people of a person’s life in family

and society (Bailly et al., 2015).

A research explored that there is an issue of drug dependency and drug abuse in the
patient of chronic pain. Most of the participants were dependent on pain medicine
(Maruta, Swanson, & Finlayson, 1979). Though psychiatric morbidity such as depression,
anxiety has association with chronic pain and drug dependency, therefore chronic pain
patient also showed significant dependency upon pain medicine (Ballantyne & LaForge,

2007).
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From above discussion of different literature related to various impacts due to
chronic pain it is apparent here that there are several psychological and social
consequences of pain. The major emotional impact of pain is depression and anxiety
associated with negative thoughts about self, others and future. Pain sufferer can
experience restricted life style with affected relationships including family and society,
lower level of activity, economic deterioration in terms of costs related to treatment as
well as reduction of working hours or job loss. Therefore, people with chronic pain in our
country may also have these impacts. Choudhury et al. (2013) found no evidence of
differences between Bangladeshi, British Bangladeshi and white British in the impact of

chronic pain on the quality of life.

1.7 Psychosocial Impacts

The discussion presented in the previous section briefly introduced the impacts of
chronic pain on the persons' life. These literature reviews suggested the common or
frequently happening negative consequences of chronic pain which considered as the
dependent variable of present research. For greater understanding, the following sections

present a detailed discussion on these impacts based on published literature.

1.7.1 Impact on self care. Self care is a basic activity of all human being and is an
indicator of sound mental health of an individual. It encompasses the activity according to
one's own needs and meeting these needs by self. Persistent or recurrent pain can restrict
one person’s basic movement and if pain affect in any particular body part which is
associated with desired activity then that specific activity reduce in terms of quality and

frequency. Though, self care is own need, a person may still overlook the necessity of that
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task. Researchers have found that self care of a person can be affected by chronic pain

(Andersson et al., 1999)

1.7.2 Impact on activity. A functional person needs to do different types of
activity in daily life such as general activity, social activity, professional activity and
recreational activity. For the living, a person needs to do lots of work which include
shopping, cooking, cleaning, washing clothes, etc. People have to meet some specific
responsibility compatible with the role in a relationship, in the family, in the work place
and in the community they belong. Iliness can affect such activity which is related to these
responsibilities. Research have shown enough evidence that pain can interfere with
general activity (Breivik et al., 2006); social activities as well as activities in work place

(Bailly et al., 2015; Breivik et al., 2006); recreational activity (Pickering et al., 2001).

1.7.3 Impact on relationships. Relationships are important aspect of a person’s
life. Every relationship requires reciprocity of emotion, support and responsibility
congruent with their role. There are several types of relation that a person may have such
as relation with family members, relation with kith and kin, relation with friends or
relation with colleagues. A person with chronic pain have to go through some restriction
imposed by prolong physical complain which are related to their limited activity, limited
movement and limited communication. These limitations adversely affect their significant

relationship (Bailly et al., 2015; Breivik et al., 2006).

1.7.4 Impact on sexual life. Chronic pain is known to affect sexual functioning
and sexual life. Disturbed sexual life is common among people with prolonged pain.

Sexual life may be independently affected by pain as well as with its complex interaction
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with various psychological condition, age and lower activity level (Ambler et al., 2001;

Monga et al., 1998).

1.7.5 Economic impact. Though chronic pain is a problem that usually persists
beyond the expected time to cure, the patient’s suffering requires repeated intervention.
The people with chronic pain visit several physicians to resolve their pain and need to
have several medical examinations to find out the exact underlying cause of pain. These
procedures create financial suppression on a person and her or his family. On the other
hand, chronic pain is proved as disabling phenomena in several functioning aspect of a
person which can affect work or professional activity and in case of severe disability job
loss may happen. These conditions directly hamper the income of the person (Kemler &
Furnée, 2002). Therefore, chronic pain affect a person financially in terms of treatment
expenditure, loss of activity level, restricted outdoor movement can causes in lower job

responsibility, constricted work hours (Breivik et al., 2006).

1.7.6 Quality of life. Quality of life is a comprehensive term that encompasses
physical well being, psychological well being and overall satisfaction with life. Chronic
physical illness or condition such as diabetic, hypertension, obesity, chronic pain has
significant association with decreased quality of life (Dick et al., 2007; King, 1996;
Kolotkin, Meter, & Williams, 2001; Nachemson, 1994; Rubin & Peyrot, 1999). Quality of
life can be measured in different domain of life. In the current research quality of life was
measured in four domains and these are physical well being, psychological well being,
satisfaction with relationships and satisfaction with environment. Chronic pain can also
hamper the quality of life among the family members of pain patient (Hunfeld et al.,

2001).
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1.7.7 Impact on mental health. Psychological state of a person covers a wide
range of mental health issues. Present research tended to focus the most common
psychological manifestation associated to chronic pain. Previous literatures in this field
reported significant level of association of depression (Fishbain et al., 1997; Haley,
Turner, & Romano, 1985), anxiety and stress (Davison & Jhangri, 2005; McWilliams et
al., 2003), hopelessness with chronic pain. Dependency upon pain medicine is also an
outcome of chronic pain suffering (Ballantyne & LaForge, 2007). Studies have found the
association between pain catastrophizing, copping and pain (Geisser, Robinson, Keefe, &

Weiner, 1994; Rosenstiel & Keefe, 1983).

1.8 Rational of Current Study

Existence of chronic pain is recorded since the ancient time in history. Pain is
being a concern from the beginning of mankind. Researchers placed a great emphasis to
understand this phenomenon in last century. Researchers working on chronic pain usually
concern about four domains. One is the process of development and maintenance of
chronic pain, second is focused on the intervention procedures, the third domain of
research concerns about epidemiology of chronic pain and the forth area of research is the

impact of chronic pain. The present research is focused on the fourth domain.

Today we know that chronic pain is not just a physiological sensation but it is a
psychological state which is experienced through the interaction between biological,
psychological and social factors of a person. This understanding is important to device an
appropriate intervention plan for chronic pain. Sometimes this is not a disease which is
curable but a problem or condition which need to be managed or rehabilitated. In our
country, we have access to all this knowledge about chronic pain. We know the

multidimensional aspect of chronic pain but in reality, we have little practice of this
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knowledge in Bangladesh in the area of chronic pain. Treatment of people with chronic
pain is still focused on underlying biological pathology where psychological and social
aspects are left unaddressed.

We are also lagging behind in the field of research about psychosocial aspect of
chronic pain. There is no published empirical findings regarding psychosocial impact of
chronic pain among Bangladeshi population As mentioned in Section 1.7, pain exerts
influence on numerous psychological and social areas of human life that can be affected
by chronic pain. Considering these issues mentioned above, the present research was
necessary to have an understanding about the volume and pattern of psychosocial impact

caused by chronic pain.

1.9 Objectives of Present Study

General objective. The overall aim of this study is to understand the impact of chronic
pain on different psychological and social aspect of life among individuals suffering from
chronic pain in Bangladesh.

Specific objectives. Present study is focused on the following specific objectives.

1. To assess the state of functioning of chronic pain patients.

2. To assess social impact of chronic pain.

3. To measure psychological state of chronic pain patients.

4. To explore interrelation between pain with psychological and social aspects of

patients life.
5. To identify the amount of influence pain exerts on the psychosocial variables.
6. To identify the amount of influence other predictor variables exert on the

psychosocial variables.
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CHAPTER 2

METHODOLOGY

2.1 Research Design

This study was aimed at understanding the psychological and social state of
chronic pain patients among Bangladeshi population. As reflected in the literature cited in
Chapter 1, chronic pain impacts on multiple aspects of life from biological, psychological
and social sphere. Therefore it was necessary to adopt a suitable design that can
incorporate complex interplay of such a large number of factors. A quantitative
questionnaire survey design was chosen to conduct this study. This approach is widely
used in cases where the study requires involvement of specific factors. This design also
has the ability to generate large amount of data within estimated time and is also able to

make descriptive statements about the target population (Mathers, Fox, & Hunn, 2007).

2.2 Target Population

Target population of current research was adult (age > 18 years) chronic pain
patients who had been suffering from diagnosed pain for a duration of at least three
months length. This study focused on a specific physical complains which was chronic
pain. However, chronic pain may arise due to different diseases such as cancer,
musculoskeletal problem, arthritis, cardiac diseases, diabetics, simple headache and many
other conditions. Therefore, underlying causes of chronic pain may range from benign to
malignant. Current study was intended to see the impacts of chronic pain, not the impacts
of other condition. Hence, it was necessary to exclude such conditions which have strong

psychosocial effects upon sufferer. These conditions were cancer pain, pain due to cardiac
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problem and diabetes, acid burn pain, limb loss or fracture and pain from any terminal
diseases. Beside these conditions, patient of psychogenic pain where the medical
examination fails to find any organic basis (Sarafino, 1998) and patient with any known

psychiatric history was also excluded.

2.3 Site of Data Collection

Four different sites of Bangabandhu Sheikh Mujib Medical University (BSMMU)
had been chosen as the data collection site. These sites were 1) outdoor of the Department
of Physical medicine and Rehabilitation; 2) Physiotherapy center which was a specialized
service center under the Department of Physical Medicine and Rehabilitation; 3) outdoor
of the Department of Orthopedics and Traumatology, and 4) Pain Clinic under the
Department of Anesthesia, Analgesia and Intensive Care Medicine. Selection of study site
was decided based on client flow. The researcher consulted several physicians and
incorporated their suggestion in deciding the study sites. Data were collected concurrently

from these four sites.

2.4 Sample Size

To determine sample size, a commonly used rule-of-thumb for calculating sample
size in multivariate regression was used in this research (HairJR, Black, Babin, &
Anderson). The formula is “N > 50+8m” (where, “m” is the number of variable). As there
were 5 independent variables and 33 dependent variables, therefore the “m” was 38 (5+33)
and according to the formula sample size should be greater than 354. In current research,

the sample size was 400.
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2.5 Sampling

Purposive sampling technique was applied to recruit participants from three
different department of Bangabandhu Sheikh Mujib Medical University (BSMMU).
Though chronic pain is very common among patients who seek medical help, selection
was done carefully through keen screening by inclusion and exclusion criteria. This
purposeful selection of respondent indeed was essential to increase the strength of

findings.

2.6 Participants

Participants were selected from the target population, based on their written
informed consent. Total numbers of initiated interviews were 418. Eighteen interviews
were incomplete due to withdrawal of participation during data collection. Finally, usable
data for this study was of 400 participants. Back pain, neck pain, foot pain, arthritis and
other degenerative spinal pain were the common problems among the participants. Age of
participants ranged from 18 years to 85 years. Mean age was 41.71 years (SD = 12.1).
Maximum duration of suffering in chronic pain was 360 months with an average of 28
months. Past treatment history revealed that 50.8% received pain medicine, 48.3%
received multiple treatment and only 1% of the participants reported to received
psychotherapy along with pain medicine. Currently, 58.3% are receiving pain medicine,
31.5% are getting multiple treatments and only 0.5% of the respondents are having
psychotherapy along with other treatment. A detailed description of participants is

provided in Table 2.1.
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Table 2.1. Demographic information of the participants

Variables n %
Age group
18 to 40 205 51.3
41 and above 195 48.8
Gender
Male 175 43.8
Female 225 56.3
Occupation
Service 52 13.0
Business 57 14.3
House Wife 189 47.3
Student 21 53
Unemployed 24 6.0
Others 57 14.3
Marital Status
Unmarried 37 9.3
Married 342 85.5
Divorce 4 1.0
Widow 17 4.3
Education
[literate 89 22.3
Primary Level 108 27.0
SSC Level 111 27.8
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Variables n %
HSC Level 53 13.3
Graduation Level 29 7.3
Post Graduation Level 10 2.5

Socio Economic Status
Rich 25 6.3
Middle 249 62.3
Poor 126 31.5

Types of Treatment received in past
Pain Medicine 203 50.8
Physiotherapy 3 0.8
Multiple treatment 193 48.3
Psychotherapy along with other 4 1
treatment

Types of Treatment receiving now
Pain Medicine 233 58.3
Physiotherapy 34 8.5
Exercise 2 0.5
Multiple treatment 126 315
Psychotherapy along with other 2 0.5

treatment
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2.7 Instruments

A good survey requires appropriate tools that can collect data according to the
research objectives. The survey questionnaire used in this study consisted of ten different
sections containing demographic information, Short Form McGill Pain Questionnaire (SF-
MPQ), composite questionnaire related to different psychological and social areas of
impact due to chronic pain revealed by literature review and mind map, The Pain
Catastrophizing Scale (PCS), Self Reporting Questionnaire-20 (SRQ-20), Perceived Stress
Scale-10 (PSS-10), Beck Hopelessness Scale (BHS), WHOQOL Bref-26, COPE Inventory
and lastly General Health Questionnaire-28 (GHQ-28) (see Appendix 4). The following

section describes the instruments used in this research.

2.7.1 Demographic Questions. These questions devised to have information on
socio-demographic data such as age, sex, occupation, marital status, educational
attainment, socio-economic status. It also included duration of pain, different treatment
attained by participant, current treatments that participant is going through; number of
doctor participant went to consult till the date of participation and satisfaction level with
last treatment. Satisfaction level with treatment was measured by a visual rating scale
where the participants had to rate their satisfaction level from 0- 100. In this scale, 0
means “No satisfaction” and 100 means “Higher level of satisfaction”. This section

contains 11 items (see Section A, Appendix 4).

2.7.2 Short Form McGill Pain Questionnaire, (Melzack, 1987). This
questionnaire, developed by Melzack (1987) is a widely used tool for assessing subjective
experience of pain (see Section B, Appendix 4). This scale contains total 17 items in three

sections namely pain rating index, visual analog scale and present pain intensity. The 15-
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item pain rating index (PRI) section contain two subscales, these subscales were sensory
subscale (item 1-11); and affective subscale (item 12-15). Participants rate the intensity of
their pain measured on a four-point Likert (1932) type response option (on a scale of 0-3)
on pain rating index. The second section is an 11-point visual analog scale (VAS) that
measure overall level of pain where 0 means “No pain” and 10 means “Worst level of
pain”. The present pain intensity (PPI) subscale, which is also a single item subscale with
five-point Likert (1932) type response option where respondent are asked to choose the
option that best reflects her or his experience. Bengali version of Short Form McGill Pain
Questionnaire (SF-MPQ) used in this research was translated and adapted by Akter
(2016). She reported excellent Cronbach’s alpha (0.825) internal consistency reliability of
the tool. Test-retest reliability (r= 0.991) and construct validity assessed in divergent
validation method (t=14.93, p<0.05; between clinical and non clinical samples) of the

instrument has been reported (Shamima Akter, 2016).

2.7.3 Composite Questionnaire. This section contains 22 items. These items were
assessed the degree to which a person is being affected by chronic pain in the different
psychological and social aspect of his or her life. This section contained questions about
self-care, overall social life, relationships, daily activities, recreational activity,
professional activity, sexual life, financial loss, suicidal thought and attempts, emotional
distress, negative thoughts and job loss. These questions were devised through mind map
and the study of different research addressed psychological and social impacts due to
chronic pain. Initially during the ground work of the study, mind map which is visual
thinking equipment that used to jot down the possible areas of human life that could be
influenced by chronic pain. Then, through literature review, the items of this section were
generated. Chapter one has detail discussion about common psychological and social

impacts of chronic pain.
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First 11 items were designed to assess impacts on five social areas of human life
namely impact on self-care (item C1), impact on relationship (item C4-C7), impact on
activity (item C2, C3, C8, C9), economic impact (item C11), and impact on sexual life
(item C10). The responses were elicited by a visual rating scale with two opposite point
denoted by 0 and 100 (see Section C, Appendix 4). Here, 0 means “No impact” and 100
means “Highest level of impact”. Remaining 11 items contained such issues where the
expected response was “yes” or “No”. Item C12 to item C22 designed to see whether the
respondent has mistrust upon treatment, dependency on pain medicine, suicidal thought,
desire of death, suicidal attempt, feeling of being separated, feeling of being neglected,
feeling of being burden, uncontrolled emotion, fear or concern about future and job loss

respectively (see Section C, Appendix 4).

2.7.4 The Pain Catastrophizing Scale, (PCS; Sullivan, Bishop, & Pivik, 1995).
It is a 13-item scale that assesses the level of catastrophic thinking in relation to pain that
could increase the probability of chronicity as well as heightened the level of pain and
emotional distress. This scale has three subscales namely rumination, magnification and
helplessness. The PCS has adequate to excellent internal consistency, coefficient alphas
for total PCS score is .89; for rumination subscale is .87; for magnification subscale is .66
and for helplessness subscale is .78 (Sullivan, Bishop, & Pivik, 1995). This scale proved
its usability in different culture and it is already adapted in several languages. Iranian
version of PCS showed its reliability (Cronbach’s alpha value of reliability= 0.93) and
validity for Iranian population (Raeissadat, Sadeghi, & Montazeri, 2013). Cronbach’s
alpha of German version of PCS for three subscale helplessness, magnification,
rumination and total score of PCS were 0.89, 0.67, 0.88, and 0.92, respectively (Meyer,
Sprott, & Mannion, 2008). For Turkish version of PCS, Cronbach’s alpha was 0.90

(SUREN et al., 2014). PCS was not adapted in Bengali for our population. When it was
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decided to use this tool as a measure of catastrophic thinking, adaptation of the tool was

first priority.

Adaptation of this instrument started with explicit permission from the original
author (see Appendix 7). Bengali translation of the tool was done by the researcher. In
third step, Bengali translation was given to five clinical psychologists for assessing the
congruence of meaning of Bengali version with the English version of PCS. After
receiving their feedback about translation, the final draft of Bengali PCS was done. Then
the final draft of Bengali PCS was submitted to an expert of both Bengali and English
language for back translation from Bengali to English. In the final step, the back
translation of PCS was send back to the original author of PCS for review of back
translation. Review of back translation state that it was loyal to the meaning and intention
of original PCS (See, Appendix 8). Therefore the appropriateness of PCS Bengali version

was confirmed. Then it was ready to use in current research.

2.7.5 Self Reporting Questionnaire — 20 (SRQ-20; WHO, 1994). In the current
research this tool was used as measure of psychological morbidity of the participants. It is
a 20 item scale with “Yes” and “No” response (see Section E, Appendix 4). Total score of
the scale may range from 0 to 20. SRQ-20 has a cutoff value of “8” which indicate that the
participants who scored more than 8 had clinical level of psychological morbidity (World
Health Organisation, 1994). It has been reported that, SRQ-20 has been validated in
several countries of the world including Bangladesh and is widely used as a research tool
(N. Z. Khan et al., 2008; Milad et al., 2013). In Bangladesh sensitivity and specificity of
SRQ 20 has been reported to be 62 and 69 respectively using 6/7 as the cutoff value

(Islam, Ali, Ferroni, Underwood, & Alam, 2003). A recently completed study reported
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adequate test-retest reliability (r = 0.815) and internal consistency reliability (Cronbach's

alpha = 0.774) of the scale (Mozumder, 2017).

2.7.6 Perceived Stress Scale-10 (PCS-10; Cohen & Williamson, 1988). It is a 10
items scale which was used to measure the extent to what a chronic pain patient perceives
their life situation as stressful. Higher score on the scale shows higher level of perceived
stress. This scale shows adequate reliability (Alpha= .78) and validity (Cohen &
Williamson, 1988) as it has correlation with other measures (Job Responsibilities Scale,
life events scales) of stress. Bengali version of this tool is appended with this report (see
Section F, Appendix 4). The Bengali version of this instrument has been reported to have
good internal consistency (Cronbach’s alpha = 0.73), test-retest reliability at two-week

interval (r = 0.74) and convergent validity with GHQ-28 (r= 0.57) (Mozumder, 2017).

2.7.7 Beck Hopelessness Scale (BHS; Beck & Steer, 1988). BHS is designed to
measure the negative and positive beliefs about future within last week. This tool contains
20 positive and negative statements. Participants were asked to mention which statements
were true and which statements were false for them. BHS has been reported high internal
reliability across various clinical and non-clinical population ranging from 0.87 to 0.93
and one week test-retest reliability r= 0.69 for psychiatric outpatient sample (A. T. Beck &
Steer, 1988). It also has moderate to high correlations (r = .62 to .74) with clinical ratings
of hopelessness for patients in primary care practices and for patients who attempted
suicide in hospital settings (Beck et al., 1974). Many other prospective studies have shown
that BHS is a significant tool for assessing threat for suicide besides measuring
hopelessness (Beck et al., 1990; Nordstrom et al., 1995). There are four level of severity of
hopelessness. Score from 0-3 indicate minimal level, 4-8 as mild, 9-14 as moderate and

15+ as severe level of hopelessness. Severe level of hopelessness assume high risk of
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suicide while moderate level of hopelessness indicate no possibility of immediate risk but
regular monitoring is required. Bengali version of BHS translated was used for the present
study (see Section G, Appendix 4). A recently completed study reported adequate test-

retest reliability (r = 0.866) of the scale (Mozumder, 2017).

2.7.8 WHO Quality of Life Brief (WHOQOL-BREF; WHO, 1996). The
WHOQOLBREF assess the quality of life in four domains of human life, namely physical,
psychological, social relationships, and environmental. This instrument consisted of 26
items. A higher score on scale indicate a better quality of life. The Bengali version of the
WHO quality of life brief scale (see Section H, Appendix 4) was used in the study (lzutsu
et al., 2005). WHOQOL-BREF has been widely used in many countries as it is accepted
for its reliability and validity in different countries and culture. Bangladeshi validation
study reported sufficient discriminate validity (p < 0.05) and sufficient internal
consistency reliability of the tool where the Cronbach's alpha is ranged from 0.57 - 0.89
for the four domains, and it also reported sufficient test retest reliability (r ranging from

.22 - .77) (Tsutsumi et al., 2006).

2.7.9 Cope Inventory (Carver, Scheier, & Weintraub, 1989). Cope Inventory
was developed by Charles S. Carver, Michael F. Scheierand Jagdish Kumari Weintraub to
assess the ways to response toward stress. This tool was used in this research with a
purpose to assess the current coping of the participants. Cope inventory was adapted in
Bangladesh and test-retest correlation of the Bengali version ranged from 0.39 to 0.89
which is very close to the original scale (0.46 to 0.86) (Rahman & Islam, 2011). It
measures three types of coping strategies of human being and these types are problem
focused coping, emotion focused coping and dysfunctional coping. This tool has total 60

items with 15 subscales contains four items each of them (see Section I, Appendix 4).
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2.7.10 General Health Questionnaire - 28 (GHQ-28; Goldberg, 1978). GHQ-28
is a familiar for the researcher, the world over. It is translated and validated for roughly 40
different languages. For this study we used Bengali version of the scale (see Section J,
Appendix 4). This scale contains 28 items and four subscales namely, somatic symptoms,
anxiety and insomnia, social withdrawal, and depression. This tool was used in this
research for assessing the level of distress among the patient of chronic pain. Cutoff value
of the tool is 25 which indicate that score below than 25 express non distress level and the
score more than 25 express distress level. Bengali version of GHQ 28 used in this study
has been translated by (Banoo, 2001) and reported to be evaluated by a panel of 14 judges
(Psychiatrist and Psychologist) and have adequate test-retest reliability (Spearman rho =
0.682). A recent study by Mozumder (2017) found similar test-retest reliability (r = 665)
of the scale and excellent internal consistency reliability indicated by Cronbach's alpha for

full scale (0.918) and each of the four subscales (alpha ranged from 0.752 to 0.838).

2.8 Data Collection

The survey was conducted through face-to-face interview of participants. Data
were collected by the principle researcher and eight research assistants. There were four

different sites of data collection and two research assistants were assigned for each site.

2.8.1 Research assistants. Recruitment of research assistants was the first step of
data collection. All the research assistants were student and they were from different
departments of Dhaka University including counseling psychology. Eight students were

selected through interviewing from 18 initial applicants.

2.8.2 Training of research assistants. Training of research assistants was done in

three steps. First step was done in lecture method where the principal researcher provided
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a through description of the research purpose, target population of research, data collection
site, procedure for selection of participants, participants’ rights and other ethical issues. In
second step, they were provided with a through description of the research questionnaire
and all the tools. This step was done through discussion using participatory method. In this
step, each and every single item and response patterns were discussed with the whole data
collection team. The third and final step was done by observation method where the main
researcher took interview and research assistants were observed the whole procedure.
There were always an opportunities to communicate about any problem during data
collection phase with the principle researcher to discus and find out solution regarding the

issues of concern.

2.8.3 Data collection procedure. Data collection took place in outdoor building of
Bangabandhu Sheikh Mujib Medical University (BSMMU). Researcher took formal
permission from the Chairman of respective departments (See, Appendix 5 & Appendix 6)
before data collection. Explanatory statement (See, Appendix 2) was provided to give an
overview of the research purpose and procedure to the participant. The explanatory
statements were presented verbally along with a printed copy given to the participants
during enrolment in the survey. The questionnaire was administered by the interviewers,
except for those educated participants who preferred for self-administration of the

questionnaire in front of the interviewer.

2.9 Data Analysis

Data preparation and analysis was carried out in statistical data analysis software,

PASW Statistics 18 (SPSS, 2009).

30



2.9.1 Data preparation. Data preparation started with data entry. Data were
checked several times manually. Random selections of 20 questionnaires (5% of total
data) were checked. “Randomization engine” from www.Random.org was used (IP:
110.76.129.222; Timestamp: 20170321; 17:53:08 UTC) for this randomization. The

calculated percentage of error was 0.4%, which was not much to worry.

After checking for errors, missing values in the data set were dealt. Analysis for missing
value indicated very little amount of data (only 13) are missing (Figure 1). However, as
these 13 missing value were distributed over 13 variables among 10 cases. The researcher

decided to impute the missing value using multiple imputation method in SPSS 18.

2 Conyplete Data
M incomplete Data

13

10
6.6% %

60,787
100%

142
93.4%

Variables Cases Values

Figure 2.1: Proportion of missing value distributed according to variables, cases, and

values.

2.9.2 Analysis. Data analysis was carried out in three levels. First level consists of
general descriptive analysis of different dependent variables to see the impact of chronic

pain. In second level, correlation analysis was done between independent and dependent
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variables. Third level was concerned about multivariate regression analysis to identify

impact of pain on different dependent variables.

2.10 Ethical consideration

The research was submitted to and approved by the ethics Committee at the
Department of Clinical Psychology, University of Dhaka (see Appendix 1). The following
section presents discussion on the major issues that were taken under consideration in

maintaining the ethical standards of the present research.

2.10.1 Informed consent. All the participants were provided detailed information
about the nature, purpose and possible future utilization of the research. This information
was provided verbally as well as with written explanatory statement (See, Appendix 2).
These detailed information helped the participants understand their contribution and to
make decision regarding their participation in the study. Written informed consent (See,
Appendix 3) was taken from each participant. Most of the participants provided signature
on the consent document however, for a few illiterate participants, thumb marks were
taken. In case of illiterate participants, the consent document was readout loud by a

witness from the participant’s side who confirmed the content to the participant.

2.10.2 Wellbeing of the participants. The completion of research questionnaire
was time consuming and it took at least 50-60 minutes. However, there were a few items
which were emotionally loaded. Referral information (where to get mental health support)
was provided to the participants in cases where emotional distress identified or expressed

by the participants.
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2.10.3 Right to withdraw. The respondents’ right to withdraw from research was
clearly stated in explanatory statements as well as in informed consent form and was

maintained

2.10.4 Confidentiality and privacy. Confidentiality and privacy was strictly
maintained. No identifiable details of the participants were required or collected in this
study. The consent Forms were kept separate from the questionnaire using an interview 1D

generated by the researcher.

2.10.5 Participants’ right to know the findings. Researcher’s contact number
was provided in the explanatory statement document if any one feel interested about the
findings of the research which is consider as right of the participants who make a

significant contribution to the knowledge.
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CHAPTER 3

RESULT

The findings of current research are presented in three different sections. First
section presents psychosocial state of the individual with chronic pain, the second section
presents interrelation of pain with psychosocial variables and the third section presents the

impact of pain and other predictor variables on psychosocial variables.

3.1 Psychosocial State of Individual with Chronic Pain

Descriptive analysis was carried out to gain insight about the psychological and
social state of people with chronic pain.

A common impact of pain on an individual's life is reduction of functioning. The
general impact on overall functioning is presented in Table 3.1. Participants were asked to
rate the impact on a scale of 0-100. Multiple items were used to assess impact on each area
and the mean impact on each are is presented. A noteworthy impact have been observed
on economic sector (Mean = 41.18, SD = 23.37), level of activity (Mean = 36.29, SD =

21.76), and on self-care (Mean = 31.96, SD = 25.24) among the chronic pain patients.

Table 3.1. Impact on overall functioning

Areas of impact Mean SD

Self-care 31.96 25.240
Activity 36.29 21.758
Relationship 26.94 20.784
Economic 41.18 23.371
Sexual Life 21.34 25.973
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Living with pain often brings changes in thought pattern, feeling and behavior.

Some of these specific psychosocial aspects were explored and are presented in Table 3.2.

Table 3.2. Specific psychosocial impact

Areas of impact n %
Mistrust upon treatment 201 50.3
Dependency on pain medicine 204 51
Suicidal thought 72 18
Desire to die 100 25
Suicidal attempt 10 2.5
Feeling of separation 90 22.5
Feeling of being neglected 155 38.8
Feeling of being burden 244 61
Uncontrolled emotion 233 58.3
Fear about future 312 78
Quitted job 48 12

The findings indicated that 78% of the participants reported fear about future

making it the most prevalent concern among the chronic pain patients. Feeling of being

burden was the next most common (61%) followed by uncontrolled emotion (58.3%).

Mistrust upon treatment developed in case of 50.3% participants while dependency on

pain medicine developed among 51.0% respondent. Among the participants, 25 %

expressed that they had desired death while 18% reported suicidal thoughts and 2.5%

reported about attempting suicide. Feeling of separation had been reported by 22.5%,
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feeling of being neglected was found among 38.8% and job loss was present among 12%

of total participants.

Specific psychological state of individuals with chronic pain was measured with

multiple instruments. The result is presented on Table 3.3.

Table 3.3. Mental health state of individuals with chronic pain.

Tools n %

General Health Questionnaire -28 (GHQ-28)
Non Distressed 32 8.0
Distressed 368 92.0
Self Reporting Questionnaire-20 (SRQ-20)
Non Clinical 56 14.0
Clinical 344 86.0
Perceived Stress Scale-10 (PSS-10)

Low stress 14 3.5
Moderate stress 361 90.3
High perceived stress 25 6.3

Beck Hopelessness Scale (BHS)

None/nominal 81 20.3
Mild 138 34.5
Moderate- May not be in Immediate risk 122 30.5
Severe - in Suicide risk 59 14.8

Overall perception of quality of life

Very Poor 14 3.5
Poor 142 35.5
Neither Poor nor Good 191 47.8
Good 50 12,5
Very Good 3 8
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GHQ-28 score indicated 92% of the total participants as distressed. Usign score 8
as the cutoff value, SRQ-20 identified 86% participants as clinical i.e., have psychological
morbidity. PSS-10 found that 90.3% chronic pain patients perceived moderate level of
stress in their life. BHS reported 34% had mild hopelessness, 30.5% had moderate level of
hopelessness and 14.8% had severe level of hopelessness. 3.5% respondents reported their
overall perception of quality of life as very poor and 35.5% of them felt that they had poor

quality of life.

3.2 Interrelation between pain and other psychosocial factors

Bivariate correlations were calculated for 29 variables. Pain rating index (PRI),
visual analog scale (VAS) and present pain intensity (PPI) were the three subscale of
Short Form-McGill Pain Questionnaire (SF-MPQ). These subscales are designed to
measures pain in three different methods. Therefore, 29 variables comprised of three
measures of pain variables, duration of pain, age and the remaining 24 variables were
dependent variables which were the measures of social and psychological impacts of pain.
Most of the dependent variables showed poor correlation with pain. Some of them were
moderately correlated with pain (PRI). Psychiatric morbidity (SRQ-20), pain
catastrophizing (PCS), magnification subscale of PCS, hopelessness subscale of PCS and
depression is moderately and significantly correlated with pain. Few dependent variables
showed poor negative correlation with pain such as impact on self care, impact on
relationships, impact on economic condition, impact on activity, hopelessness (BHS),
social dysfunction subscale of GHQ. PCS had maximum correlation with pain (PRI)

which is 0.515.
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Table 3.4. Interrelations among the variables

1 2 3 4 5 6
1 PRI 1

2 VAS 2677 1

3 PPI 1647 3687 1

4  Age -015 071 .002 1

5  Duration of Pain 1117 .076 011 1777 1

6  Impact_Selfcare -020 1337 1947 1707 -072 1

7 Impact_Relation -061  .006 166" 1327 -1017 5377
8  Impact_Activity -100° .1887 2137 168" -043  .630"
9  Impact_Economic -091  .069 .087 1417 -037 3257
10 Impact_Sexual 009  -079 .036  -016 -097  .335"
11 SRQ-20 3137 1177 1407 577 1437 1577
12 BHS -010  .090 1937 1827 .039 4747
13 PSS-10 1477 .083 1897 .045 119" 1497
14 PCS 5157 3187 2927 028 1767 .000

15 PCS_Rumination 2937 2397 2257 039 1687 -.062

16 PCS_Magnification 3877 2617 3000 -.007 .186  .015

17 PCS_Hopelessness 5847 3057 2417 .031 116 .039

18 GHQ-28 1397 1257 3427 046 1027 2847
19 GHQ_Somatic -011 123" 3587 034 1077 1567
20 GHQ_Anxiety .032 .044 2447 051 .079 223"
21 GHQ_ Social Dysfunction -.042  .146~ 3377 -022  .081 148
22 GHQ_Depression 3457 072 1307 061 048 2947
23 QOL_ Physical .035 -2227  -1807 -2377 -1387 -426"
24 QOL_Psychological .039 -123°  -1427 -126"  -038  -.350"
25 QOL_Social Relations 014 014 034 -059  -019  -397
26 QOL_Environmental 041 -081  -006 -187" -013  -.367
27 COPE_Problem Focused .197° -.085  .093 -109"  .095 -.368"
28 COPE_Emotion Focused  .290"  -.121"  .055 -028  .062 -1747
29 COPE_Dysfunctional 072 -3017 -080  -109° -071  .095

Note: * p < 0.05, ** p<0.01
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Table 3.4. Interrelations among the variables (Continued)

7 8 9 10 11 12
7 Impact_Relation 1
8  Impact_Activity 5947 1
9  Impact_Economic 3707 4417 1
10 Impact_Sexual 4577 3360 267 1
11 SRQ-20 1577 1807 1367 .049 1
12 BHS 3777 4847 2317 1927 3217 1
13 PSS-10 119" 079 -043 034 3377 307
14 PCS -076  -027 -077 -163" 458" 193"
15 PCS_Rumination -112°  -051  -054  -1937 3617  .174"
16 PCS_Magnification -060  .042 -1047  -1477 396 2027
17 PCS_Hopelessness -033  -037 -054 -093 4157 138"
18 GHQ-28 3707 3297 089 2017 4387 5247
19 GHQ_Somatic 2407 2827 057 1687 2957 3517
20 GHQ_Anxiety 3127 2457 074 1767 3677 3297
21 GHQ_ Social Dysfunction .203~ 2117  .037 .049 2637 3847
22 GHQ_Depression 3317 2457 089 1897 3707 4747
23 QOL_ Physical -366~ -513° -239° -187 -378° -5327
24 QOL_Psychological -2697 -336  -165  -1100 -3237 -454
25 QOL_Social Relations -3627  -2047  -2197  -4487 -3117 -3317
26 QOL_Environmental -2997 -3717 -2537 -156 -3137 -386
27 COPE_Problem Focused -.256~ -.3197 -213~ -126 -008 -254°
28 COPE_Emotion Focused  -.134" -2137 -181" -006 .107  -.104
29 COPE_Dysfunctional 1567 .025 041 2337 .046 100

Note: * p<0.05, ** p<0.01
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Table 3.4. Interrelations among the variables (Continued)

13 14 15 16 17 18
13 PSS-10 1
14 PCS 3487 1
15 PCS_Rumination 3307 8347 1
16 PCS_Magnification 2617 8277 6087 1
17 PCS_Hopelessness 2957 8907 5537 6227 1
18 GHQ-28 4057 3427 2587 3347 2977 1
19 GHQ_Somatic 2887 2057 1527 2567 1497 7737
20 GHQ_Anxiety 2187 1737 1137 1757 1597 7407
21 GHQ_ Social Dysfunction .358"  .297 2927 2947 204" 769"
22 GHQ_Depression 3397 3277 2147 27117 336 7227
23 QOL_ Physical -3117 -2257 -2007 -206° -1797 -5517
24 QOL_Psychological -2937  -1467 -118° -109° -1407 -.458"
25 QOL_Social Relations -2247 034 .056 048 -002  -375
26 QOL_Environmental -2707 -072 -038 -063 -079 -319
27 COPE_Problem Focused  .075 2197 1647 2267 1847  -.062
28 COPE_Emotion Focused  .1317  .2607 .187  .2507 235 .077
29 COPE_Dysfunctional -031  -071  -168" -011  -007  .148"
Note: * p<0.05, ** p<0.01
Table 3.4. Interrelations among the variables (Continued)

19 20 21 22 23 24
19 GHQ_Somatic 1
20 GHQ_Anxiety 5017 1
21 GHQ_ Social Dysfunction .620°  .434~ 1
22 GHQ_Depression 2897 3527 3517 1
23 QOL_ Physical -4547  -4517  -4707 -3137 1
24 QOL_Psychological -3457 -368" -435  -2597 650 1
25 QOL._Social Relations -2407 -3587 -1977 -3137 4927 4717
26 QOL_Environmental -256° -225° -2747 -2127 564 6127
27 COPE_Problem Focused -.014  -049  -064  -.056 2787 3407
28 COPE_Emotion Focused  -.005  .039 -057 1987 2047 300"
29 COPE_Dysfunctional .052 1357 -092 2797 105 1517

Note: * p < 0.05, ** p<0.01
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Table 3.4. Interrelations among the variables (Continued)

25 26 27 28 29
25 QOL_Social Relations 1
26 QOL_Environmental 5247 1

* *%

27 COPE_Problem Focused — .317" 406 1

*% *%

28 COPE_Emotion Focused .189  .306 676 1

*% *% *%

29 COPE_Dysfunctional -.097 129 .259 469 1
Note: * p < 0.05, ** p<0.01

3.3 Impact of pain and other predictors on psychosocial outcome variable

Multivariate regression analysis was carried out to determine whether intensity of
pain, duration of pain and age can significantly predict the psychosocial impact on a
person. Findings revealed that, intensity of pain has significant impact on the psychosocial
variables (F=14.56, P<0.01) so does age (F=3.087, P<0.01). However, duration of pain

shows no significant impact on psychosocial variables (see Table 3.5).

Table 3.5. Multivariate Regression

Predictor Wilk's Lambda F Sig. %
Pain intensity 0.538 14.562 0.000 0.462
Duration of Pain 0.916 1.564 0.052 0.084
Age 0.846 3.087 0.000 0.154

Note: * df = 22, 373; n;; = Partial Eta Squared.

Separate impact of each of the three predictors were analyzed and are presented in

the following sections (Table 3.6 - Table 3.8)
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Table 3.6 presents impact of pain on the psychosocial variables. Pain has

significant impact (p<0.01) on psychiatric morbidity (F=41.71, n; = 0.096), depression

subscale of GHQ (F= 52.80, n; = 0.118), rumination dimension of pain catastrophizing

(F= 33.83, n, = 0.079), magnification dimention of pain catastrophizing (F= 64.33, n;, =

0.14), hopelessness dimention of pain catastrophizing (F= 198.75, n;

focused copping (F= 14.14, n; = 0.035), emotion focused copping (F=

and perceived stress (F=7.65, n; = 0.019).

Table 3.6. Impact of Pain intensity on the psychosocial variables

= 0.335), problem

34.95, 72 = 0.081)

Outcome variable

SS MS F Sig. My
1 Impact Self care 10.500 10.500 017 .896 .000
2 Impact Sexual 92.870 92.870 138 711 .000
3 Impact Economic 1393.948 1393.948 2.657 104 .007
4 Impact Relation 355.259 355.259 .843 359 .002
5 Impact Activity 1522.572  1522.572 3.329 .069 .008
6 SRQ-20 581.655 581.655 41.714 .000 .096
7 BHS 583 583 024 878 .000
8 QOL Physical 143.956  143.956 826 .364 .002
9 QOL Psychological 108.821 108.821 615 433 .002
10 QOL Social Relations 30.941 30.941 .094 759 .000
11 QOL Environmental 91.904 91.904 539 463 .001
12 GHQ Somatic 2.648 2.648 231 .631 .001
13 GHQ Anxiety 2.708 2.708 251 .617 .001
14 GHQ Social Dysfunction 11.036 11.036 1.131 .288 .003
15 GHQ Depression 948.324 948.324 52.807 .000 118
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Outcome variable SS MS F Sig.  n3

16 PCS Rumination 330.413 330413  33.827 .000 .079
17 PCS Magnification 307.482  307.482 64.331 .000 140
18 PCS Hopelessness 2378.497 2378.497  198.755 .000 335
19 COPE Problem Focused 844.810  844.810 14.147 .000 .035
20 COPE Emotion Focused 1228.540 1228.540 34.953 .000 .081
21 COPE Dysfunctional 96.415 96.415 2.501 115 .006
22 PSS-10 118.715 118.715 7.652 .006 .019

Note: SS= Sum of Squares; MS = Mean Square; 7, = Partial Eta Squared;

The result indicates that intensity of pain predicts a large portion of variance
(33.5%) in the hopelessness dimension of the pain catastrophization of pain. For ease of
understanding, percentage of variance of all the significant outcome variables on different

psychosocial aspects explained by intensity of pain are presented in the Figure 3.1.
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Figure 3.1. Comparative percentage of variance on different psychosocial aspects

explained by intensity of pain.
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It was assumed that length of suffering from pain can be a contributor of the poor
psychosocial state of the individual with chronic pain. Although it did not show any
overall significant impact (see Table 3.5), it still impacted a few psychosocial variables

(Table 3.7).

Table 3.7. Impact of duration of pain on the psychosocial variables

Outcome variable SS MS = Sig. n;
1 Impact Self care 2302.981  2302.981 3.721 .054 .009
2 Impact Sexual 2144725  2144.725 3.177 .075 .008
3 Impact Economic 1018.351  1018.351 1.941 164 .005
4 Impact Relation 2455.219  2455.219 5.825 .016 015
5 Impact Activity 713.245 713.245 1.559 212 .004
6 SRQ-20 43.304 43.304 3.106 .079 .008
7 BHS 113 113 .005 .946 .000
8 QOL Physical 1016.638  1016.638 5.834 .016 .015
9 QOL Psychological 34.087 34.087 193 .661 .000
10 QOL Social Relations 38.791 38.791 118 731 .000
11 QOL Environmental 23.132 23.132 136 713 .000
12 GHQ Somatic 61.986 61.986 5.408 021 014
13  GHQ Anxiety 18.914 18.914 1.754 .186 .004

14 GHQ Social Dysfunction 34.320 34.320 3.516 .062 .009

15 GHQ Depression 189 .189 011 918 .000
16 PCS Rumination 63.897 63.897 6.542 011 .016
17 PCS Magnification 43.463 43.463 9.093 .003 .023
18 PCS Hopelessness 25.459 25.459 2.127 145 .005
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Outcome variable

*

SS MS F Sig. Np
19 COPE Problem Focused 178.390 178.390 2.987 .085 .008
20 COPE Emotion Focused 6.139 6.139 175 676 .000
21 COPE Dysfunctional 87.700 87.700 2.275 132 .006
22 PSS-10 46.200 46.200 2.978 .085 .008

Note: SS= Sum of Squares; MS = Mean Square; * df =1; n;, = Partial Eta Squared.

For the ease of understanding, percentage of variance of few affected outcome
variables on different psychosocial aspects explained by length or duration of pain are

presented in the Figure 3.2.
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Figure 3.2. Comparative percentage of variance on different psychosocial aspects

explained by duration of pain.

Age is an important aspect of the person with chronic pain and play significant role
to create negative psychosocial consequences within the life of pain sufferer The Table 3.8
furnished bellow illustrates the impact of age on the psychosocial variables of interest in

the present research.
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Table 3.8. Impact of Age on the psychosocial variables

Outcome variable SS MS = Sig. 15
1 Impact Self care 8884.973  8884.973 14.354 .000 .035
2 Impact Sexual 134 134 .000 .989 .000
3 Impact Economic 5227.393  5227.393 9.966 .002 .025
4 Impact Relation 3972.822  3972.822 9.426 .002 .023
5 Impact Activity 6019.724  6019.724 13.161 .000 .032
6 SRQ-20 130.016 130.016 9.324 .002 .023
7 BHS 316.203 316.203 12.833 .000 .032
8 QOL Physical 3525.955  3525.955 20.233 .000 .049
9 QOL Psychological 1075.283  1075.283 6.081 .014 .015
10 QOL Social Relations 388.000 388.000 1.182 278 .003
11 QOL Environmental 2562.166  2562.166 15.023 .000 .037
12 GHQ Somatic 1.413 1.413 123 126 .000
13  GHQ Anxiety 5.120 5.120 475 491 .001
14 GHQ Social Dysfunction 5.407 5.407 554 457 .001
15 GHQ Depression 35.245 35.245 1.963 162 .005
16 PCS Rumination 2.003 2.003 205 651 .001
17 PCS Magnification 1.389 1.389 291 .590 .001
18 PCS Hopelessness 9.852 9.852 823 .365 .002

19 COPE Problem Focused 373.123 373.123 6.248 .013 .016

20 COPE Emotion Focused 14.518 14.518 413 521 .001
21 COPE Dysfunctional 140.779 140.779 3.652 .057 .009
22 PSS-10 4.783 4.783 .308 579 .001

Note: SS= Sum of Squares; MS = Mean Square; * df =1; n;, = Partial Eta Squared.
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The table indicates that age has significant impact on a number of variables
however, partial eta square suggest very poor impact of age on these variables. Age has
significant impact (p<0.01) on self care (F= 14.35, n; = 0.035), economic loss (F= 9.97,
ns = 0.025), relationship (F= 9.42, n3 = 0.023), level of activity (F= 13.16, n; = 0.032),
psychiatric morbidity measured by SRQ-20 (F= 9.32, n;; = 0.023), hoplessnes (F= 12.83,
ns = 0.032), physical wellbeing (F= 20.23, n; = 0.049),satisfaction with environment (F=

15.02, n; = 0.037) and problem focused copping (F= 6.25, n; = 0.016).

For the convenience, percentage of variance of all the significant outcome
variables on different psychosocial aspects explained by age are presented in the Figure

3.3 Graph is showing that age is able to explain variance the most in physical wellbeing.

IS
©

37
47 35

35 3.2 3.2

2.5

2.3 2.3

1.5 1-6

% of Variance Explained by Age
N
(03]

Figure 3.3. Comparative percentage of variance on different psychosocial aspects

explained by age.

47


Hosne ara
Typewritten text
Dhaka University Institutional Repository 


Dhaka University Institutional Repository

Pain, duration of pain and age jointly influence psychosocial variables and table

3.9 is furnished below to present the amount of impact upon outcome variables.

Table 3.9. Joint effect of intensity of pain, duration of pain and age on the psychosocial

variables.
Outcome variable SS MS F Sig.  n;

1 Impact Self care 10099.572 3366.524 5.439 .001 .040
2 Impact Sexual 2226.786  742.262 1.099 .349 .008
3 Impact Economic 7440.740 2480.247 4.728 .003 .035
4 Impact Relation 6223.394 2074.465 4.922 .002 .036
5 Impact Activity 8119.907 2706.636 5.918 .001 .043
6 SRQ-20 819.881 273.294 19.599 .000 130
7 BHS 327.568 109.189 4.431 .004 .033
8  QOL Physical 5370.915 1790.305 10.273 000 .073
9  QOL Psychological 1308.244  436.081 2.466 .062 .018
10 QOL Social Relations 505.243 168.414 513 673 .004
11  QOL Environmental 2693.441 897.814 5.264 .001 .039
12 GHQ Somatic 68.722 22.907 1.999 114 .015
13 GHQ Anxiety 32.354  10.785 1.000 393 .008
14 GHQ Social Dysfunction 43.314 14.438 1.479 220 011
15  GHQ Depression 995.758  331.919 18.483 .000 123
16  PCS Rumination 439.170  146.390 14.987 .000 102
17  PCS Magnification 382.561 127.520 26.680 .000 169
18 PCS Hopelessness 2503.436  834.479 69.732 .000 347

19  COPE Problem Focused 1446.132  482.044 8.072 .000 .058
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Outcome variable SS MS F Sig.  n;

20 COPE Emotion Focused 1287.136  429.045 12.207 .000 .085
21  COPE Dysfunctional 352.105 117.368 3.045 .029 .023

22 PSS-10 194.126 64.709 4171 .006 .031

Note: SS= Sum of Squares; MS = Mean Square; * df =3; n;, = Partial Eta Squared.

Intensity of pain, duration of pain and age are able to explain 4 % variance in self
care, 0.8 % variance in sexual life, 3.5 % variance in economic loss, 3.6 % variance in
relationships, 4.3 % variance in activity level, 13% variance in psychiatric morbidity,
3.3% variance in hopelessness, 7.3 % variance in physical wellbeing , 1.8 % variance in
psychological wellbeing, 0.4% variance in satisfaction with social relationship, 3.9 %
variance in satisfaction with environment, 1.5 % variance in somatic symptoms, 0.8
variance in anxiety, 1.1 % variance in social dysfunction, 12.3 % variance in depression,
10.2 % variance in rumination of pain catastrophizing, 16.9 % variance in magnification
of pain catastrophizing, 34.7 % variance in hopeless thinking of pain catastrophizing, 5.8
% variance in problem focused copping, 8.5 % variance in emotion focused copping, 2.3

% variance in dysfunctional copping and 3.1 % variance in perceived stress.
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CHAPTER 4

DISCUSSION

The present research was conducted to see the psychological and social impacts of
chronic pain on the patient's life. Although, numerous studies have been conducted on
psychological and social impact of pain in the international arena, research on this has
received limited interest in Bangladesh context. The findings of the present study filled the
knowledge gap and contributed in the understanding of chronic pain and its impact on

Bangladeshi patients'.

As part of this study, data were collected from 400 diagnosed chronic pain patients
selected from Bangabandhu Sheikh Mujib Medical University (see Chapter 2). Analysis of
demographic pattern suggested chronic pain to be more prevalent among women (56.3 %)
compared to men (43.8 %). This finding is similar with previous studies conducted home
and abroad (Sonia Akter, 2012; Breivik et al., 2006). Data shows that, major portion of
participants were house wife (47.3 %) which was about half of the total sample size which

is also in line with the findings from earlier research (Sonia Akter, 2012).

Length of sufferings in chronic pain is a significant concern for the patients as well
as the professionals involved in the treatment of pain. Maximum duration of pain found in
this study was 360 months (i.e., 30 years) with an average duration of 27.97 months (i.e., 2
years and 3 months). This lengthy period of suffering from chronic pain may be an
important factor to produce various negative consequences such as depression and anxiety

(Katon, Lin, & Kroenke, 2007).
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Patients' past treatment history showed that approximately 50% of the participants
reported that they received only pharmacological treatment while 58 % participants
reported being on pharmacological treatment for their pain during the time of interview.
Current findings exposed dominance of biological approach in the intervention for chronic
pain in Bangladesh while psychotherapy is well regarded approach in managing pain
worldwide. Approximately, only 1% of the respondents had experienced psychotherapy
for pain as intervention in combination with other types of treatment such as

physiotherapy and exercise.

Chronic pain can affect a person’s self care, activity level, relationships, sexual life
as well as economic condition. Self care is a person’s basic activity that requires ability to
do by self. Pain can restrict the ability to do this activity. Current research found moderate
level of impact in self care (mean =31.96, SD = 25.24) of the participants. The most
affected area reported by the respondent was economic loss. This loss may happen in
many forms. Expenses of treatment, job loss, limited work hours, limited job
responsibility, etc create a combined impact on economic condition. According to the
research data the mean value of economic loss was 41.18. A research conducted in United
Stat of America, found chronic pain as an expensive problem which is similar to the
finding of current research (D. J. Gaskin & Richard, 2012). Impact in the level of activity
was also measured by four basic areas of functioning namely, general activities,
recreational activities, outdoor activities such as shopping and professional activities.
Participants were reported moderate level of impact in activity level (Mean =36.29, SD =
21.76). Minimal level of impact have found in the area of relationships and sexual life
(Mean = 26.94, SD= 20.78; Mean = 21.34, SD = 25.97 respectively). The cultural context
and family bonding may provide the explanation of this minimal level of impact. Answer

of the question is beyond the capacity of current research.
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Some specific psychosocial phenomena such as mistrust upon treatment,
dependency on pain medicine, feeling of being burden, uncontrolled emotion and fear
about future were reported by large portion of the respondents. It is apparent that
significant number of people with chronic pain is having these experiences. These
experiences can contribute to the deterioration of the perception of pain and ultimately
results in negative psychological state (M. E. Gaskin, Greene, Robinson, & Geisser, 1992).
Dependency on pain medicine may compromise the ability to take responsibility to
manage chronic pain by own. Besides these, respondent also reported that they feel
isolated (22.5%) and neglected (38.8%) in their family which reflects lack of family
support when it is established that family support is important to minimize impact of pain
(Jamison & Virts, 1990). Though, they have to suffer with their pain alone and this lack of
expression regarding their pain may contribute in exacerbating their negative mental state
which may result into serious depression and even suicidality (Ojala et al., 2014; Tang &

Crane, 2006).

This research found that 18 % respondents have suicidal thought while 25 %
reported desiring death and 2.5 % reported history of suicidal attempt because of chronic
pain. These figures are expressing a real threat for the target population of current
research. In Bangladesh overall suicide rate is reported to be 7.3 per 100,000 per year
(Mashreky, Rahman, & Rahman, 2013). Globally, suicide risk associated with chronic
pain is increasing and a research found that it is getting doubled. Tang and Crane (2006)
reported the lifetime prevalence of suicide attempt was 5% to 14 % among the chronic
pain patients. In the context of Bangladesh, this aspect of chronic pain patients is not well
talked yet. Therefore, it should be an important area of concern in devising intervention

guideline on chronic pain.
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Chronic pain is responsible to generate negative emotions rather than the negative
emotion influence chronic pain (M. E. Gaskin et al., 1992). Current study has found
noteworthy psychological impact of chronic pain. On the measure of perceived stress,
90.3% respondent reported themselves as moderately stressed. This finding reflects that
people with chronic pain perceive their life as stressful and they also feel that they are
unable to control life situations. Similar finding has been reported from a
phenomenological research aimed at acquiring insight about the experience of chronic
pain (Ojala et al., 2014). Research suggests that women are more vulnerable to stress with

fibromyalgia syndrome (Davis et al., 2001).

One of the objectives of present study was to see the psychiatric morbidity among
chronic pain patients. The result indicated a large number of participants had clinical level
of psychiatric morbidity (86%) as indicated by SRQ-20. This finding suggested that a
large portion of chronic pain patients had experienced neurotic symptoms such as tension
headache, loss of appetite, sleep problem, digestion problem, anxiety, fatigue, problem in
decision making, tearfulness, worthless feeling, etc. Scores on General Health
Questionnaire (GHQ-28) indicated large amount of (92%) chronic pain patients to be
clinically distressed which encompass somatic condition, anxiety and sleep problem,
social dysfunction and depression. This number of people showed significant symptoms

indicating lower psychosocial well being.

Feeling hopeless is a common negative consequence for any chronic sufferings
which is also true in case of chronic pain. Severe level of hopelessness was found among
14.8% of chronic pain patients enrolled in this study. Hopelessness is significantly
associated with self-efficacy (Anderson, Dowds, Pelletz, Edwards, & Peeters-Asdourian,

1995) which is important to properly cope with chronic pain’s impacts. Hopelessness is
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also a strong predictor of suicidality (A. Beck, Brown, Berchick, Stewart, & Steer, 1990;
Tang & Crane, 2006). Another 65% of respondents had mild to moderate level of
hopelessness (Mild = 34.5%, Moderate= 30.5%). Therefore, according to the previous
research findings, there is a possibility to have lower copping ability and lower self-

efficacy among the chronic pain patients.

The findings revealed relatively poor score in four domains of quality of life
indicating poor wellbeing on physical, psychological, relationships and environmental
aspect of life among the chronic pain patient in line with many other studies that support

the findings (Gagliese & Melzack, 2003; Hunfeld et al., 2001).

In assessing impact of intensity of pain we realized there are other aspects such as
duration of pain and age which also contribute in the psychosocial factors. Bi-variate
correlation index explained simple association between variables of present study.
Correlation analysis reported that pain is significantly associated with activity level,
relationships, psychiatric morbidity, hopelessness, perceived stress, catastrophizing,
distress level, problem focused copping, emotion focused copping and duration of pain.
Duration of pain is significantly associated with impact on relationship, psychiatric
morbidity, perceived stress level, catastrophizing, level of distress and quality of life in
physical domain is evident from current research findings. Age showed significant
association with impact on self care, relationship, activity, economic loss, psychiatric
morbidity, hopelessness, quality of life in physical, psychological and environmental
domains, problem focused copping and dysfunctional copping. To achieve more precise
insight about the specific impact of the three predictor variables namely intensity of pain,
duration of pain and age on the psychosocial variables multivariate multiple regression

was used.
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Multivariate multiple regression analysis revealed that, intensity of pain, duration
of pain and age have impact on a number of psychological and social variables. Result
showed that, intensity of pain independently contributed to psychiatric morbidity,
depression, rumination, magnification and hopelessness of catastrophizing, problem
focused copping, emotion focused copping and perceived level of stress. Effect size of the
impact of intensity of pain has a wide range (1.9% - 33.5%). Age was also found to have
significant correlation with the psychosocial impacts. Age independently impacted on self
care, economic loss, impact on relationship, impact on activity level, psychiatric
morbidity, hopelessness, quality of life in physical domain, quality of life in environmental
domain. However, the effect size of the impact of age was not low (1.5% - 4.9%).
Regression model for duration of pain and the psychosocial variables was non-significant.
The overall regression model with three predictor variables (insanity of pain, duration of
pain, age) and the psychosocial outcome variables indicated three predictors together

could significantly predict 16 out of 22 outcome variables (Table 3.9).
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CHAPTER 5

CONCLUTION AND RECOMMENDATION

This study was attempted to understand psychological and social impacts that stem
from chronic pain in Bangladesh context. Literature review helped to find out the common
psychosocial consequences that occur due to chronic pain. Initial mind map also help to jot
down few of impacts that were also supported by research findings. The main purpose of
the study was to have an insight about the extent to which these psychosocial
consequences occur among the patient of chronic pain in Bangladesh. To my knowledge,
this is the first study about the psychosocial impacts of chronic pain within the context of

Bangladeshi population.

Based on extensive literature on psychosocial impacts of pain, the present research
focused on some specific areas that could be affected by chronic pain. These areas
included five broad categories of functional impairment namely self care, general activity,
relationship, economic ability and sexual life. Impact of the chronic pain on mental health
included psychiatric morbidity, level of distress, hopelessness, pain catastrophizing,
perception of stress, coping and quality of life. The present research also enquired about
impact on some specific area of thinking, feeling and behavior which included mistrust on
treatment, dependency on pain medicine, suicidal thought, desire to die, suicidal attempt,
feeling of being separated, feeling of being neglected, feeling of being burden,
uncontrolled emotion, fear or concern about future and job loss. Questionnaire survey
design was chosen to conduct the study. Four hundred adult chronic pain patients were
purposively selected from four different site of Bangabandhu Sheikh Mujib Medical

University (BSMMU).
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Current research revealed very high prevalence of psychiatric morbidity (86%) and
distress (92%) among the people of chronic pain. 90.3% respondents had moderate level
of perceived stress and 35.5% reported poor quality of life. This study also found that pain
has significant positive correlation with many psychological and social variables including
depression and anxiety (Psychiatric morbidity), stress, hopelessness and pain
catastrophizing. Four domain of quality of life was not significantly correlated with pain.
Level of activity showed poor but significant negative correlation with pain. Multivariate
segregation revealed that pain has significant impact on depression, magnification of
catastrophizing, rumination of catastrophizing, hopelessness of catastrophizing , problem
focused copping, emotion focused copping and stress. But pain showed no significant
impact on functional impairment. Age of chronic pain patient has significant impacts on
functional difficulty, psychiatric morbidity, hopelessness and two domain of quality of life
namely physical and environmental. Pain, duration of pain and age of the patient can

explain significant proportion of variance (34.7%) in catastrophizing by hopeless thinking.

Chronic pain is a common health concern all over the world and Bangladesh is no
exception. According to the result found from current study, chronic pain populations of
Bangladesh have experienced noteworthy psychological and social consequences results

from chronic pain suffering.

Recommendations

e Chronic pain has shown to be highly impactful on psychological aspect of people
with chronic pain which is a substantial concern for the individual and the society.

This concern is needed to be addressed efficiently.
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e In the context of Bangladesh chronic pain is still treated from biological
perspective where as multidimensional approach of treatment for chronic pain is
being successfully practiced worldwide. Findings from the research clearly suggest

the need for adopting multidimensional approach for chronic pain management.

e Psychiatric morbidity, catastrophic thinking regarding pain and hopelessness can
affect treatment outcome of pain. Therefore, management of these psychological

manifestations will elevate treatment outcome.

e This research finding will serve as baseline for future research in the field of

chronic pain in specific areas of impact in Bangladesh context.
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APPENDIX 3
Consent form
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APPENDIX 4
Survey questionnaire
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Section B. Mc.Gill Pain Questionnaire Short Form
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Section C: Impact of Cronic Pain
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Section D: The Pain Catastrophizing Scale (PCS)
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Section E. Self Reporting Questionnaire-20
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Section F. Perceived Stress Scale -10
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Section G. Beck Hopelessness Scale
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Section H. WHO QOL Brief -26
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APPENDIX 5
Scanned copy of permission letter from Dept. of Physical Medicine and Rehabilitation

02/01/2017 L i

To

Chairman

Department of Physical Medicine and Rehabilitation
Bangabandhu Sheikh Mujib Medical University (BSMMU)
Sahabag, Dhaka.

Subject: Application for permission to collect research data.

Dear Sir,

With due respect I would like to state that for conducting a research entitled
“Understanding Psychosocial Impact of Chronic Pain” under the supervision of Dr.
Muhammad Kamruzzaman Mozumder, Chairman and Associate Professor, Department
of Clinical Psychology, University of Dhaka and Mahjabeen Haque, Associate Professor,
Department of Educational and Counselling Psychology. University of Dhaka. I am
seeking permission to collect research data from person with chronic pain. The purpose
of this research is to understand the process that how a person affected by chronic pain. A
written informed consent will be taken from each client before taking interview and all
the information collected from them will be kept confidential. I am also assuring that no
violation of research ethics will be occurred in conduction of this study. So, I pray and
hope that you will give permission to collect data from your department.

Sincerely yours,

(qﬁf Gl
(Umme Salma Afroz)

M. Phil Researcher
Department of Clinical Psychology

University of Dhaka
01/ o[V F
Attachments: -
1. Consent form T

2. Research quwtionna:re ¥ war C \“\\ M)
3. Researech preokocs
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APPENDIX 6
Scanned copy of permission letter from Dept. of Orthopedics and Traumatology

o8 & o

>
X
™
& »

ey .'3
N ) »
‘ () \() RS

02101/2617" :
f- - & A

To o

Chairman

Department of Orthopedics and Traumatology
Bangabandhu Sheikh Mujib Medical University (BSMMU)
Sahabag, Dhaka.

Subject: Application for permission to collect research data.

Dear Sir.

With due respect 1 would like to state that for conducting a research entitled
“Understanding Psychosocial Impact of Chronic Pain™ under the supervision of Dr.
Muhammad Kamruzzaman Mozumder, Chairman and Associate Professor. Department
of Clinical Psychology, University of Dhaka and Mahjabeen Haque, Associate Professor.
Department of Educational and Counselling Psychology, University of Dhaka. I am
seeking permission to collect research data from person with chronic pain. The purposc
of this research is to understand the process that how a person affected by chronic pain. A
written informed consent will be taken from each client before taking interview and all
the information collected from them will be kept confidential. I am also assuring that no
violation of research ethics will be occurred in conduction of this study. So. | pray and
hope that you will give permission to collect data from your department.

Sincerely yours,
U

St 3

(Umme Salma Afroz) <« B 57
M. Phil Researcher 9\9\"6"
Department of Clinical Psychology i
University of Dhaka \
’
\\\/\'
Attachments: (‘Q’V\ G
1. Consent form e
2. Research questionnaire o ,6\..1_}_7}"“.::“.\ e
3 Reseancel, pltofocol o™ C“Q&Mﬁ"’o":@v&
: o ..,,\\. <y o\
t‘"VT\_)\\\‘“"‘
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APPENDIX 7
Copy of email of permission for pain catastrophizing scale

P Re: Asked for permission to use " The Pain Catastrophizing Scale” for M.Phil research. - Google Chrome

@ Secure | https://outlook.live.com/owa/projection.aspx

© Reply|v [ Delete Junk|v  eee

Re: Asked for permission to use " The Pain Catastrophizing Scale" for M.Phil research.

Mon 12/12/2016 8:46 AM

@ Michael Sullivan, Dr. <michael.sullivan@mcgill.ca>

To: salma shawon (salma_shan@hotmail.com) 2

nbox

I You replied on 12/14/2016 1:44 AM.

Greetings Salma,

Please feel free to use the PCS in your work. Let me know if | can assist in any other way.
have a nice day,,

Michael Sullivan, PhD

Departments of Psychology, Medicine and Neurology

McGill University
Montreal, Quebec
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APPENDIX 8
Copy of email of review of back translation

P Re: back translation of PCS - Google Chrome

@ Secure | https://outlook.live.com/owa/projection.aspx

© Reply|v [ Delete Junk|V  eee
Re: back translation of PCS

Michael Sullivan, Dr. <michael.sullivan@mcgill.ca>
Fri 1/13/2017 1:43 AM

To: salma shawon (salma_shan@hotmail.com) 2

Inbox

I You replied on 1/13/2017 1:52 AM.

Greetings,
| have reviewed the back translation and | believe that it is faithful to the meaning and intent of the items on the original PCS.

Let me know if | can assist further,,,

Michael Sullivan, PhD

Departments of Psychology, Medicine and Neurology
McGill University

1205 Docteur Penfield

Montreal (Quebec)

H3A 1B1

Tel; 514 398 5677
Fax: 514 398 4896

Administrative Assistant
Ms. Chantale Bousquet

Chantale.Bousquet@McGill.ca
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