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Objectives: Theaimsof thisstudy wereto evaluate changesin
occupational performance among chronic pain patientsafter
a pain management program and to explore relationships
between these changes and demogr aphic and clinical factors,
psychosocial functioning and psychological well-being.
Subjects: 188 consecutive patients were included.

Methods. Changeswer e register ed by using Canadian Occu-
pational Performance Measure, Multidimensional Pain
Inventory and Psychological General Well-Being I ndex.
Results: There were statistically significant positive changes
in occupational performance. Patients with sickness com-
pensation had significantly higher changes in occupational
performance than those without sickness compensation. The
patients with a profile group as interpersonally distressed
had statistically significant higher change scores on occupa-
tional performance than the adaptive coper group. Further-
more, increases in changes on general activity level, general
health, and vitality and decreases in pain severity were
associated with positive changes on perceived occupational
performance and performance satisfaction.

Conclusion: Changes in occupational performance, psycho-
logical well-being and psychosocial functioning seem all to be
of relevance in the evaluation of pain management pro-
grams. Psychosocial profiles and sickness compensation has
relevance for directions on changes in occupational perfor-
mance, whereas other demographic and clinical factors do
not.
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patients are often targeted for pain rehabilitation in order to
minimize the negative personal and societal consequences to
which a chronic pain syndrome can lead.

Multidisciplinary pain rehabilitation is generally considered
to be the most effective strategy to deal with chronic pain, and is
extensively investigated according to outcomes. “Multidisci-
plinary pain treatment (MPT) is generally considered to be the
most effective treatment of chronic pain.” (3, p. 203). Johansson
et al. (4) confirm this opinion in their study on effects of a
cognitive-behavioral pain-management program by saying:
“Cognitive behavioral pain management programs are often
multidisciplinary and have received empirical support in the
literature (4, p. 915). Among other findings it has been shown
that sick leave, life control, affective distress, and activity level
during leisure are improved over time as a result of a pain
management program (4).

The necessity to focus on what chronic pain patients report as
desirable in their activity performance and temporal imbalance
has been suggested by "Nausdorf (5). Several outcome
measures are used when evaluating pain management programs.
Aspects of occupational performance are important as they
focus on the patients’ engagement in their life, participation, and
control over health (6, 7).

According to Tan et al. (8) it seems essential to involve the
patients in setting the goals for their own rehabilitation. The
potential for active participation is then enhanced. A reassess-
ment after rehabilitation gives information and feedback to the
team and to the patient, who becomes aware of problems in
concrete daily life situations (9).

The aims of rehabilitation are manifold. Important issues are
to increase a person’s independence and quality of life. Quality
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' they define as meaningful (10). Health-related quality of life

instruments can be selected to cover the main dimensions of
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INTRODUCTION

social well-being (11). Thus, some dimensions of quality of life
can be operationalized as psychological well-being. It has been
shown that changes in psychosocial functioning and psycho-

Prevalence studies of chronic pain in Sweden indicate that abodogical well-being are likely to occur during multidisciplinary

50% of the population experience pain of more than 6 monthspain rehabilitation (3, 4). Similar conclusions cannot be made
duration (1). Chronic pain can erode people’s quality of life. regarding occupational performance, since there are very few
Research has shown that it diminishes the ability to maintairstudies targeting occupational performance and multidisciplin-
employment, interferes with relationships, increases financiahry pain rehabilitation. To further understand the pattern of
stress and disrupts family function (2). Therefore, chronic painchanges that patients go through and to identify predictors of the
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outcome of pain rehabilitation are urgent tasks. If changes irconsidered to be the main pain diagnosis. Supplementary diagnoses were
occupational performance are associated with factors or changdd/en if necessary in addition to the main diagnosis. The most common

. ) e . . main pain diagnoses, according to the ICD 10 classification system, were
in psychosocial functioning and/or psychological well-being, fipromyalgia (M79.0), whiplash disorders (S13.4), low back pain
the nature of these connections may indicate strategies for howisorders (M54.4, M54.5) and myalgia (M79.1). The most common

; ; itati upplementary diagnosis was chronic pain disorder (F45.4); our
to design effective rehabilitation programs. Furthermore, afocu%eﬁnition of chronic pain disorder followed DSM-IV. Chronic pain

on such relationships during the period of intervention would gisorder was here considered to be a supplementary diagnosis per
offer a multifaceted evaluation of rehabilitation. When evaluat- definition. The first diagnosis pinpointed the source, cause or location

; ; ilitati ; i that was likely to be most important concerning the pain problem.
ing pain rehabilitation, demographic and clinical factors ShOUIdChronic pain disorder is often a description of phsychological factors

be considered as well, since earlier research has shown that th?r)ﬂuencing the consequences of the pain problem and therefore
are of relevance for understanding the course of chronic paisupplementary diagnosis. There was missing data on diagnoses for 2
patients and on pain duration for 1 patient (c.f. Table I).
problems. (12, 13). L L . In all 144 (77%) patients were on sick benefit, ranging from 25% to
The aims of this investigation were: firstly, to evaluate 1009 (c.f. Table I). Among these persons there were 36 patients with a
changes in self-perceived occupational performance in théemporary sickness compensation or sickness compensation (7 males
indivi ; itiac i ; ; ; and 29 females). 18, 1, 13, and 4 of the 36 patients were found in the 100,
IanVIdua||y most Impf)r.tan_t gcthltles_ in chronic pain patients 75, 50, and 253A3 sickness compensation Fg);roups, respectively. Sickness
going through a multidisciplinary pain management program;penefit is a monetary compensation for persons unable to work during
and, secondly, to analyse relationships between self-perceiveldss than 1 year. If a person is not able to work during a period of time
changes in occupational performance on the one hand an@nder than 1 year, but return to work is expected, temporary sickness
. . . ] compensation is paid. Sickness compensation is the compensation a
psychosocial functioning, psychological well-being, and demo-person gets if not expected to be able to go back to work at all.
graphic and clinical factors on the other. A comparison with 143 patients admitted to the unit during 1998
indicated that the present sample was representative of the unit's
patients. There were no statistically significant differences between the
patients in 1998 and the patients in the sample in this investigation with
regard to age, pain duration, diagnoses, ethnic background or gender.

METHODS

Intervention

The investigation was completed at a Swedish rehabilitation unit for the
treatment of chronic pain. It comprised 2 multidisciplinary teams, each
formed by an occupational therapist, a psychologist, a physician, a
physiotherapist and a social worker. The pain management program was

designed to emphasize increased knowledge among the patients abapt . . _
pain and their own reactions as well as training in alternative ways fo?ll.lable I. Characteristic data of the subjects (n = 188)

self-help.
A 5-week rehabilitation program was structured around a weekly Participants Male Female
timetable. Each daily session lasted from 5 to 7 hours. The program was Totaln (%) n (%) n (%)

group-oriented, but with individually tailored treatment for each patient
according to individual goals. Each group comprised 8-9 patientsgendﬁr_ 188 188 42 (22) 146 (78)
Significant others were invited to fact-finding meetings and discussions. ge (= )

The program included physical, psychological, activity-based and pfgoggeaégrs %‘z ((13%)) 152 ((1229)) 15% ((1:3%1))
social-interaction-based training and education. 40_49 years 55 (29 13 (31 42 (29

Proper documentation during the program, as well as at follow-ups, >4_9 ye);rs 48 ((26)) 12 ((29)) 36 ((25))
was considered essential. e . ) . :

Systematic collection of data was made concerning psychosociaFallrcl) d'ggggs'z.# (first dlagnos,zl? ﬁi%) 10 (24 17 (12
functioning, psychological well-being, and perceived performance and Fit;yom al pial 43 ((23)) 0( ) 43 ((30))
performance satisfaction in personally meaningful daily occupations. Whi Iagh 9 41 (22) 15 (36) 26 (18)
Gender, age, pain duration, ethnic background, civil status and if the M aﬁ’ ia 15 (8 12 14 (10
patients were supported by work or by sickness benefit, or sickness O%?]egr] 60 ((3)2) 16 ((3)8) 44((3:3)
compensation were also collected. These data were gathered in in diagnosis 2 nd diagnosisk(102
database, used in the present study. Gathering of data used in this stud ié(lihr(;ﬁi%: 82’; digsoerggr lagzgs(lg);)( ) 6 (27) 22 (28)
described below. Other 74 (73) 16 (73) 58 (72)

: Duration (years)r{= 187)
Sublects . o T2 12 (6) 3(7)  9(9)
This investigation comprised 194 consecutive patients undergoing the 2_5 90 (48) 26 (62) 64 (44)
pain management program from January 1999 until July 2000. Three g_10 39 (21) 9 (21) 30 (21)
patients did not fulfil their rehabilitation period. Of the remaining 191 10 46 (24) 4 (10) 42 (29)
patients, 3 did not complete the measures used. Consequently, the stughthnic backgroundr(= 188)
was based on 188 patients. , Scandinavian 157 (83) 37 (88) 120 (82)

The main characteristics of the respondents are shown in Table I. Of Non-Scandinavian 31 (17) 5 (12) 26 (18)
31 patients not born in Scandinavia, 18 came from Europe, 10 from AsiaCijvi| status 0 =188)
and 3 from North or South America. Married/cohabiting 133 (71) 32 (76) 101 (69)

T_he_ patients’ mean age was 41 years (SD 9.2), an_d there_ was no Not married/single 55 (29) 10 (14) 45 (31)
statistically significant gender difference in age. The pain duration wassypport = 188)
on average 7.2 years (SD 6.4), with fem_ales_ having a mean pain (_ju_ration Not on sickness benefit 44 (23) 10 (24) 34 (23)
of 7.6 years and males of 5.8 years. This difference was not statistically Sjckness benefit 25% 7 (4) 2 (5) 5 (3)
significant. Each patient entering the pain rehabilitation unit had at least  Sjckness benefit 50% 23 (12) 5 (12) 18 (12)
one pain diagnosis. The physician in charge set the diagnoses for all Sjckness benefit 75% 5 (3) 1(2) 4 (3)
patients. If patients had several pain diagnoses, these were ordered with Sjckness benefit 100% 109 (58) 24 (57) 85 (58)

regard to their significance for the pain problems. The first diagnosis was.
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Measures used. The standardized values printed by the program were computed by

Occupational performanceThe Canadian Occupational Perfor- transforming _th(_e raw scores to T-scores by using MPI sc_ale means and
mance Measure (COPM) (14) was used in assessing the patient§ta”dard deviations from over 700 heterogeneous chronic pain patients

experiences of occupational performance and performance satisfactidit8)- IN this way the 3 distinct MPI profile groups were identified. In
at admission and discharge. further analyses both the proflle_groups :_:md the subscales on the MPI
The COPM is administered as a semi-structured interview andWere used (except part 2 as earlier explained). o
requires up to 5 important occupations to be identified by the patients. From the 22 PGWB items 6 subscale scores without overlapping items
Judgements about the importance of the occupations to the patients, 48d 1 overall PGWB index score can be derived, and they were all used
well as self-perceived performance and performance satisfaction, ari the present study. )
rated on a scale from 1 to 10, where 10 indicates the most positive rating. Oné-samplei-test was used to test for differences between assess-
The problems are classified under the subgroups self-care, productivit}'€nts at admission and at discharge regarding occupational performance
and leisure. It has been shown that the COPM provides informatior_?”d pe;rformance _sa_tlsfactlon (COPM). Pearson’s correlation was used to
relevant to the assessment and intervention process (15). The instrumelfivestigate associations between changes of the COPM performance and
has acceptable test-retest reliability (14). The Swedish version was usetfformance satisfaction scores.

in the present study. It has been validated as an outcome measure and! e diagnostic groups used were fibromyalgia, whiplash, low back
shown to be responsive to change over time (7). pain, myalgia and chronic pain disorder. The pain duration intervals used

Psychosocial functioningsychosocial functioning was assessed by Were pain duration for less than 2 years, 2-5 years, 6-10 years and more
means of the Multidimensional Pain Inventory (MPI) (16). It consists of than 10 years’. ) ’
52 items, with a 7-point scale (0-6). The instrument covers the 1O compare 3 or more groups one-way ANOVA with Scheffe's
psychological aspects of the pain experience (5 subscales), the frequenf}thod was used. The independent sartipést was employed to make
of behaviours exhibited by spouses or significant others in response t5omMParisons between dichotomized groups. )
pain (3 subscales), and frequency of participation in daily activities (4 Gender, _ethnlc background and civil status were treated as dichot-
subscales) which can be combined to yield a general activity level?MOUS variables to create subgroups of the sample, namely, male vs
subscale (17,18). The scale structure of the MPI was originallyfemalev Scandinavian-born vs non-Scandinavian-born, and married or

evaluated using factor analyses techniques (16). The MPI has beeq;phabiting S single: Regarding_ the variables on sickness benefit and
found useful in predicting post-treatment changes in psychosociafICkness compensation, the patients were set to form 2 groups on each
functioning, affective distress and reported pain (19). The reliability variable, based on whether or not they fulfilled the criteria of being on

and stability of the MPI have been investigated and found satisfactory>iCkness benefit and having a sickness compensation.
(16). A test of the reliability and the factor structure of the Swedish _-in€ar regression analyses (forward stepwise method) were performed

translation of the MPI, used in this study, was performed by Behystto with change scores of the COPM as the dependent variables, and change
al. (20). Cluster analyses were conducted on the MPI scales to determireres of the MPI and of the PGWB subscales as independent variables

whether there were different response patterns that classified subject® & Separate analysis. Linear regression analyses (enther method) were
into unique groups. Three distinct profile groups were identified angPerformed to describe eventual inter correlations between the indepen-

labelled dysfunctional, interpersonally distressed and adaptive coperdent variables. ) o
(18,21, 22). These subgroups were identified in the present study as YWhenp < 0.05 the results are considered significant. ) )
well. The softwa_re used was the Statistical Package for the Social Sciences
Part 2 of the MP! is sometimes not filled in due to misinterpretation of (SPSS), version 10. )
the instruction regarding the existents of significant others. This problem _Ethics. Al the material was taken from a database, and no single
has later been corrected. The second part of the MPI was not used in t tient could be identified. Based on the principle of informed consent,
evaluations, because 30% of the sample had not filled in due tdhe patients agreed that information that could not be connected to any
misinterpretation. specific person could be entered in the database. The database was used
Psychological general well-beinghe Psychological General Well-  for evaluation of care and was approved by the Administration
Being Index (PGWB), measuring one’s perception of life quality with an Department of Lund University Hospital (Registration number 492).
emphasis on psychological well-being, was used for the present study.
PGWSB is a 22-item inventory with 6 subscales, providing evaluations on
anxiety, depression, positive well-being, self-control, general health and RESULTS
vitality. An overall score may be calculated. Each subscale has 3-5
items, which are rated on a scale from 0 to 5. The overall score range, h ; ;
: . X n in ional performan n rforman
from 0 to 110, the higher the better well-being, and the range for the& ? ge§ occupational performance and performance
subscales is from 0 to 15, or 20, or 25. Test-retest reliability is Satisfaction
satisfactory (23). Wiklund & Karlberg (24) reported that the Swedish The mean change scores in occupational performance and

version of the PGWB had satisfactory internal consistency, responsive- . . .
ness, and discriminant validity. performance satisfaction, for the group as a whole, are shown in

Table II. A test for differences between pre- and post-treatment
Procedures scores indicated that all changes were statistically significant.
An occupational therapist administrated the COPM at admission and ¢ the 188 patients who completed the COPM interview, all
discharge and conducted the interviews on both occasions. A psychol- . . e . .
ogist or a social worker administrated the MPI and the PGWB atPatients identified and rated at least 2 important occupations of
admission and at discharge. These professionals were all team membdraportance. In total 864 occupational problems were mentioned

:2 iﬂﬁsrsettzl;ilitation program. One of these therapists also was involveq)y the patients. The subjectively perceived changes in the 5
Between 7% and 8% of the sample did not complete MPI/PGWB andMportant occupations, illustrated as number of patients with a

the analyses regarding these instruments were performed on 175-1%&rtain change score, are shown in Table Ill. Grouping the
patients. Missing data occurred because of failures in routines an%atiems with a change score of 1 scale step or more in a positive
incorrectly filled-in forms. . . . . . .
or negative direction resulted in the following proportional

Statistical analyses distribution. Occupational performance increased by 1 scale step
In the COPM manual it is proposed that the scales should be analysedr more for 44-50% of the patients. Performance satisfaction
with parametric statistics. To measure outcomes the mean score at digycreased by 1 scale step or more for 46-56%, depending on
charge should be calculated by subtracting the mean score at admission, . . . ' .

hich occupational problem was in focus. Occupational per-

The raw score for each MPI scale is obtained by using parametrié’v
statistics. A computerized version for analysing the MPI results wasformance ratings decreased by 1 scale step or more for 23—-26%
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Table 1l. Self-perceived occupational performance and performance satisfaction scores at admission and at discharge, in the 5 reported
occupational problems

Performance Satisfaction

Occupationd problems n Admission Mean (SD) Discharge Mean (SD)  Admission Mean (SD) Discharge Mean (SD)
I 188 3.8 (1.9) 4.6* (2.2) 2.8 (2.3) 4.1* (2.7)

Il 188 3.4 (1.9) 4.2* (2.2) 2.7 (2.1) 4.0% (2.7)

1] 187 3.3(1.8) 4.2* (2.3) 2.6 (1.9) 4.1* (2.7)

v 171 3.6 (2.0) 4.2* (2.2) 2.9 (2.0) 4.1* (2.8)

\Y, 130 3.2(1.8) 3.8* (2.1) 2.6 (2.0) 3.9% (2.7)

-V are individually chosen occupational problems not necessarily ranked in order of importance.

*p < 0.001.

of the patients. Regarding performance satisfaction there was eompensation regarding the occupational performance change
decrease for 16—22% of the patients. scores p=0.032). The mean change score on occupational
There were statistically significant correlations betweenperformance for patients with sickness compensation was 1.2
COPM performance and performance satisfaction at admissio(SD 1.3) and 0.6 (SD 1.3) for those without sickness com-
(r=0.73, p< 0.001), as well as at discharge=0.75, p< pensation. No significant difference was found between the
0.001). Similarly, there was a statistically significant correlation change score in occupational performance and performance
between changes during treatment of COPM performance and cfatisfaction and gender, age, pain diagnosis, ethnic back ground
COPM performance satisfactiormr £ 0.63, p < 0.001). Thus, and civil status.
about 50% of the variation in COPM variables was shared and
about 50% was specific, justifying their treatment as separat€hanges in occupational performance in relation to
phenomena. psychological functioning and psychosocial well-being

At admission there was a significant difference between the
mean scores in occupational performanpe 0.009) and the
MPI profile groups (Table 1V). The multiple comparisons
There were significant differences between all the pain duratiorshowed significant differences between the dysfunctional and
groups according to occupational performance change scordbe adaptive coper groupsp#£0.009). The analyses on
(p=0.033). The multiple comparisons, however, revealed ngoerformance satisfaction mean score related to the 3 MPI profile
significant differences between the particular duration groups. groups at admission also showed significant differences
There were significant differences between the group havingp =0.007). Here the multiple comparisons showed a significant
sickness compensation and the group that did not have sicknestifference between the dysfunctional and the adaptive coper

Differences in COPM change scores between different
demographic and clinical subgroups

Table Ill. Distribution of raw change scores in the 5 important occupations regarding Canadian Occupational Performance Measure. (The
figures denote number of patients)

Occupation 1 Occupation 2 Occupation 3 Occupation 4 Occupation 5
n=188 n=188 n=187 n=171 n=130
Change
scores Performance Satisfaction Performance Satisfaction Performance Satisfaction Performance Satisfaction Performance Satisfaction
9 - 1 1 5 - 2 - 2 - 1
8 1 1 - 1 1 3 - 1 - 5
7 1 7 1 4 1 1 1 5 1 3
6 4 9 2 6 4 6 3 6 2 2
5 5 10 8 9 6 11 3 8 3 8
4 9 8 15 9 17 18 13 8 5 6
3 24 18 11 16 11 16 8 16 11 5
2 23 17 23 14 18 23 17 14 14 17
1 28 35 24 22 27 19 30 26 21 19
0 44 50 57 61 58 57 55 48 41 41
-1 25 18 23 25 26 23 20 17 19 12
-2 12 6 15 10 10 2 12 12 9 7
-3 8 1 6 3 7 5 5 3 2 2
—4 2 2 1 2 1 - 2 3 1 1
-5 1 3 - 1 - 1 1 1 1 1
-6 - 2 - - - - - 1 - -
-7 1 - 1 - - - 1 - - -
-8 — —_ — — — — — — — —
-9 - — — — — — — — —
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Table IV. Mean scores on Canadian Occupational Performance Measure (COPM) at admission and at discharge in the different
Multidimensional Pain Inventory (MPI) profiles at admission

Performance Satisfaction
MPI at admission profiles n Admission mean (SD) Discharge mean (SD)  Admission mean (SD) Discharge mean (SD)
Dysfunctional 52  3.1(1.0) 3.9 (1.4) 2.2 (1.1) 3.5 (1.9)
Interpersonal Distressed 52 3.3(1.4) 4.5 (1.4) 2.8 (1.4) 4.4 (1.8)
Adaptive Coper 23 4.1(1.6) 4.4 (1.7) 3.2 (1.9 4.3 (2.0)

profile groups f=0.016). The mean score in occupational scores (F 15.367p < 0.001 and adjusted R square 0.148).
performance at discharge revealed no significance in relation t&ignificant variables are shown in Table V.
the MPI profile at admission. Performance satisfaction mean In Table VI the regression coefficient, R square value pnd
score at discharge though showed significant differencewvalue in the subscales of the MPI and PGWB are described.
(p=0.032) between the MPI groud®ost hocanalyses revealed
significant difference between the dysfunctional and interper-
sonally distressed groups at admissipr=(0.041) according the DISCUSSION
performance satisfaction mean score at discharge Table IV. The results indicated improvements in occupational perfor-
A comparison of the MPI profile groups at admission mance and performance satisfaction after the pain management
indicated a significant statistical difference on occupationalprogram. It is not possible to conclude that the improvements
performance change scores between the group$(041).Post  were due to the program as we did not have a control group.
hoc analysis revealed that differences were significant betweerHowever, since most of the patients had had their pain condition
the interpersonally distressed and the adaptive coper profiléor several years, and no spontaneous recovery was probable
groups p=0.046). The mean change scores on occupationatiuring the 5-week program, it is likely that the program brought
performance were 1.2 (SD 1.4) for the interpersonally distressedbout the changes. Improvements in performance satisfaction
(n=52) and 0.3 (SD 1.8) for the adaptive copar=(23). The  seemed larger than in occupational performance, perhaps indi-
dysfunctional groupr(=52) revealed a change score on occu- cating that a re-evaluation process about occupational perfor-
pational performance of 0.8 (SD 1.2). No significant differencesmance took place. Increased performance satisfaction might
were found between change scores in performance satisfactiaeflect the process of adopting new or better skills and coping
and the MPI profile groups. strategies and more adequate acceptance of an altered life
The regression analyses (stepwise method) resulted in signsituation. Using the COPM as an outcome measure of a pain
ficant models with change scores of the MPI as the independerthanagement program, Carpenter et al. (6) revealed significant
variable and both change scores on COPM performance as thiecreases in both performance and performance satisfaction
dependent variable (F 8.76B8,< 0.001 and adjusted R square when comparing baseline and end of program scores; a result
0.084) and change scores on COPM performance satisfaction agpeated in the present study. Between 44% and 56% of the
the dependent variable (F 9.36f,< 0.001 and adjusted R patients increased more than 1 scale step on the 10 graded scale
square 0.090). Significant regression models were found in thé occupational performance and performance satisfaction. How
analyses of associations between change scores of the PGWBany scale steps are necessary to define a clinical significant
(independent) and both the COPM performance (dependeninprovement yet to be established. Thirty to 37% of the patients
change scores (F 17.242< 0.001 and adjusted R square 0.089) increased 2 or more scale steps.
and on COPM performance satisfaction (dependent) change Goal setting, as reflected in the COPM, combined with

Table V.Significant independent variables related to change scores of Canadian Occupational Performance Measure (COPM) performance
and performance satisfaction

COPM
Performance changes Satisfaction changes
Predictor variable Beta B p Beta B p
MPI change score
General activity level 0.222 0.531 0.003 0.166 0.478 0.027
Pain severity -0.182 —0.302 0.016 —0.246 —0.490 0.001
PGWB change score
General health 0.307 0.163 <0.001 0.182 0.115 0.033
Vitality 0. 091 0.091 0.302 0.269 0.101 0.002

MPI: Multidimensional Pain Inventory; PGWB: Psychological General Well-Being Index.
B®= Regression coefficient.
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Table VI. Independent variables related to change scores of Canadian Occupational Performance Measure (COPM) performance and

satisfaction, in a univariate model

Predictor VariableMPI

COPM Univariate model

Performance changes

Satisfaction changes

Change score Regression coefficient R square p Regression coefficient R square p

Pain Severity —0.392 0.056 0.002 —0.547 0.077 <0.001
Life Interference —0.299 0.021 0.057 —0.337 0.019 0.072
Life Control 0.221 0.035 0.014 0.364 0.067 0.001
Affective Distress -0.177 0.033 0.018 —0.258 0.049 0.004
Social Support 0.213 0.018 0.077 0.182 0.009 0.206
General Activity Level 0.599 0.063 0.001 0.590 0.042 0.007
PGWB change scores

Anxiety 0.033 0.018 0.079 0.061 0.046 0.005
Depression 0.054 0.017 0.090 0.070 0.019 0.069
Positive well-being 0.068 0.037 0.012 0.077 0.033 0.018
Self control 0.070 0.029 0.027 0.094 0.036 0.012
General health 0.167 0.095 <0.001 0.210 0.107 <0.001
Vitality 0.073 0.052 0.003 0.140 0.137 <0.001
Total index 0.018 0.054 0.002 0.028 0.090 <0.001

repeated measurement, is a feedback to the patients and possilohake progress through self-help coping strategies. The long pain
enhances their ability to master their goals. Patients who areluration (mean 7.2 years) in this study indicates that the patients
actively involved in the assessment procedure are more likely tanight have had several problems to deal with, which may
take more responsibility for their own rehabilitation process. Inpossibly affect the change score level. Furthermore, some
COPM problems are identified and directly formulated as goalspatients might rate their performance at a lower level at
and goals are identified within a broad area that corresponds tdischarge than at admission, because the rehabilitation process
the component activity and participation according to the Inter-has made them face problems they neglected before. Law et al.
national Classification of Functioning, Disability and Health, (15) argued that there can be times when the goals of therapy
ICF (25). The COPM interview itself initiates the problem- will be to decrease performance or performance satisfaction
solving process, and this may influence the evaluation scores (9%cores over time, e.g. an increased level of insight may cause the
When discussing and evaluating importance of occupationatlient to rate themselves lower on an activity at reassessment.
problems with the patients, one notes that they become more Our study showed that patients receiving sickness compensa-
able to specify their problems and clearer as to what theittion reported higher change scores in occupational performance
essential problems are as the interviews progress. SometiméBan patients not on sickness compensation. The associations
they “overestimate” the problem and sometimes they “under-between pain duration and change scores in occupational
estimate” it. Therefore, the direction on the scale can takeperformance were only seen in the analyses on all pain duration
different ways depending on the patient’s way of thinking andgroups. No particular pain duration group seemed to be of
estimating their occupational problems. There are studiesignificant relevance to outcome in occupational performance
showing that therapists rate the recovery of chronic pain patientsore than any other. Relationships between changes in occu-
as more positive than the patients do (26). This problem ispational performance and demographic and clinical factors were
avoided here, as the patients rather than the therapist make threeak overall. In a previous study (12) it has been shown that
ratings in COPM. educational level, gender, and civil status had no significance for
Several circumstances may explain why some patients viewetteatment outcome among chronic pain patients at a Danish
their occupational problems as having increased. The meamultidisciplinary pain centre. Similarly, McColl et al. (28) found
score 4.2 in occupational performance and 4.0 in performancéhat age, gender and severity of disability were not predictive for
satisfaction at discharge can be considered low. In other COPMCOPM scores. The findings in this study confirm these previous
studies there were mean scores of 5.2-5.5 in occupationaksults.
performance and 5.3-6.5 in performance satisfaction at dis- Analyses regarding the profile groups according to the MPI
charge (6, 9, 27). However, it is not adequate to establish a norreshowed that patients with interpersonally distressed profiles at
for the scores, since COPM is not a norm-referenced measuradmission increased their self-perceived occupational perfor-
(14). A low score can be influenced by the patients’ degree ofmance more than patients with the adaptive coper profile. The
pain problems, by effectiveness in test administration, and by thénterpersonally distressed profile is characterized by reports of
pain rehabilitation program under investigation. Carpenter et allower than average levels of social support, distractive re-
(6) discussed how domestic problems, financial problems, thesponses, and social support, and higher levels than average of
degree of camaraderie and support during the training periodpain severity. The adaptive copers tend to report lower levels of
and/or medical problems can influence the patients’ ability topain, life interference, and affective distress, but a higher sense
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of life control and general activity level than average (21). The  Department of Public Health and Caring Sciences, Section of Caring
; ; Sciences No 1065, Uppsala University; 2001.
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patients that benefit most from the program, especially since the skeletal pain patients. Int J Neurosci 1997: 92: 161-170.

differences in change scores were large. The fact that those wh@, \wressle E. Client participation in the rehabilitation process. Lin-
had already adapted (adaptive copers) to their situation at koping: Medical dissertation No 722, Lifiking University; 2002.

baseline had a lower change score, is not surprising, since the}f- Law M, Polatajko H, Baptiste S, Townsend E. Core concepts of
occupational therapy. In: Townsend E, ed. Enabling occupation an

had probably mobilized their resources to a larger extent before  occupational therapy perspective. Ontario: Canadian Association of
entering the program. Occupational Therapists; 1997.
; ; .- 11. Bech P. Rating scales for psychopathology, health status and quality
The experience of performance and performance satlsfgct!oﬁ of life. In: Bech P. (ed.) Berlin: Springer: 1993, p. 395-424.
seems to relate to some features of quality of life, such as vitality; 2. Becker N, Hejsted J, Sjagren P, Eriksen J. Sociodemographic pre-

and general health. Eklund et al. (29) recently showed that dictors of treatment outcome in chronic non-malignant pain patients.

; ; ; ; ; ; Do patients receiving or applying for Disability Pension benefit from
performance satisfaction with daily occupations in a broad sense multidisciplinary pain treatment? Pain 1998: 77: 279-287.

was closely related to quality of life and other measures of health 3. unruh A, Ritchie J, Merskey H. Does gender affect appraisal of pain
and well-being. and pain coping strategies? Clin J Pain 1999; 15: 31-40.

P ; _ ; ; 14. Law M, Baptiste S, Carswell A, McColl M, Polatajko H, Pollock N.
Pain intensity and health-related quality of life at referral have Canadian Occupational Performance Measure. Third edition.

been shown in an earlier study to predict treatment outcome  canada: Canadian Association of Occupational Therapists; 1998.
(12). Similarly results in this study showed that positive changesl5. Law M, Baptiste S, Carswell A, McColl A, Polatajko H, Pollock N.

on the MPI subscales; pain severity and general activity level, Ganadian Occupational Performance Measure. Second edition.
P y g y Canada: Canadian Association of Occupational Therapists; 1994.

were associated with positive changes on COPM. Several othelg. kems R, Turk D, Rudy T. The West Haven-Yale Multidemensional
factors might be operating as the adjusted R squares in the Pain Inventory (WHYMPI). Pain 1985; 23: 345-356.

models only explained 8—15% of the variations. The associatiort /- ;—fuglgilr?’piltji?r/]tz Lr;?nr%k;%sothzg_sg;fgeempirically derived taxonomy
of the general activity level scale in the MPI to the COPM 1g Rydy T. Multiaxial Assessment of Pain Multidimensional Pain

performance scores, might be regarded as an indicator of Inventory. User's manual. USA: Department of Anaesthesiology and
criterion validity of the COPM. McColl et al. (28) showed Psychiatry and Pain Evaluation and Treatment. Institute University

L L . of Pittsburgh School of Medicine; 1989.
construct and criterion validity of the COPM, and these findings1g9. stroud M, Thorn B, Jensen M, Boothby J. The relation between pain

are supported in the present study. beliefs, negative thoughts, and psychosocial functioning in chronic

It seems that occupational performance on the one hand ang_ Pan patients. Pain 2000; 84: 347-352.
P P Bergstfan G, Jensen |, Bodin L, Linton S, Nygren A, Carlsson S.

psychological well-being and psychosocial functioning on the " Reliapility and factor structure of the Multidimensional Pain
other were basically independent phenomena, since few asso- Inventory — Swedish Language Version. Pain 1998; 7: 101-110.

ciations were found. This indicates that all these aspects need to'- Turk D, Rudy T. Toward an empirically derived taxonomy of
. . . . chronic pain patients: Integration of psychological assessment data. J
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grams. Successful outcome in one respect does not necessarflg. Jamison R, Rudy T, Penzien D, Mosley Jr. T. Cognitive-behavioral
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