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BACKGROUND: The efficacy of some common, questionable

chronic pain interventions has been debated and it is unclear why

sufferers of chronic noncancer pain agree to receive them. This study

attempts to determine if chronic pain sufferers characteristically more

readily accept treatment with questionable benefit.

OBJECTIVES: This study aims to compare the strength of accept-

ance or rejection of a hypothetical, mock chronic pain treatment of

debatable value by two groups of patients: those reporting chronic

noncancer pain and those who are ‘pain free’.

METHODS: A questionnaire proposing a hypothetical treatment

for chronic pain was distributed to two groups: Group 1 (n=160),

patients attending a chronic pain centre, and Group 2 (n=240),

patients attending a family practice centre. Patients were asked to

score their ‘treatment acceptance’ using a modified Likert scale. The

treatment was based on the risks and benefits of epidural steroids.

RESULTS: Ninety-three patients in Group 1 were eligible for inclu-

sion in the ‘chronic pain’ group and 92 patients from Group 2, for the

‘pain free’ group. The median scores were identical at +3; nonpara-

metric testing revealed no significant difference between the groups

in their acceptance of the treatment.

CONCLUSIONS: An analogue study such as this removes the poten-

tial bias of clinical interaction with a physician, but lacks some reality.

Nonetheless, the results from this study did not support the hypothesis

that patients with chronic noncancer pain accept treatment of ques-

tionable benefit more readily than those who are ‘pain-free’.

Key words: Decision making; Epidural; Injections; Intractable; Pain

Les patients souffrant de douleurs non can-
céreuses chroniques acceptent-ils un traite-
ment aux bénéfices douteux plus facilement
que ceux qui n’éprouvent pas de douleur ?

HISTORIQUE : L’efficacité de certaines interventions courantes mais

douteuses contre la douleur chronique a été évaluée, et on ne sait pas

exactement pourquoi les personnes souffrant de douleurs non cancéreuses

chroniques acceptent de les subir. La présente étude vise à déterminer s’il

est caractéristique que les personnes souffrant de douleurs chroniques

acceptent plus facilement de tels traitements.

OBJECTIFS : La présente étude visait à comparer la conviction d’accep-

tation ou de rejet d’un simili-traitement contre la douleur chronique de

valeur douteuse de deux groupes de patients : ceux qui souffrent de

douleurs non cancéreuses chroniques et ceux qui ne ressentent aucune

douleur.

MÉTHODOLOGIE : Un questionnaire proposant un traitement

hypothétique de la douleur chronique a été distribué à deux groupes : le

groupe 1 (n=160), composé de patients clients d’un centre de douleur

chronique, et le groupe 2 (n=240), composé de patients clients d’un cen-

tre de pratique familiale. Ils ont été invités à évaluer leur « acceptation du

traitement » d’après une échelle de Likert modifiée. Le traitement se

fondait sur les risques et les bénéfices de stéroïdes périduraux.

RÉSULTATS : Quatre-vingt-treize patients du groupe 1 étaient admissi-

bles dans le groupe de « douleur chronique » et 92 patients du groupe 2,

dans le groupe « sans douleur ». Les scores médians étaient identiques à

+3. Les tests non paramétriques ne révélaient aucune différence significa-

tive entre les groupes pour ce qui est de leur acceptation du traitement.

CONCLUSIONS : Une étude analogique comme celle-ci évite les biais

potentiels de l’interaction clinique avec le médecin mais ne reflète pas la

réalité. Néanmoins, les résultats de la présente étude n’étayent pas l’hy-

pothèse selon laquelle les patients souffrant de douleurs non cancéreuses

chroniques acceptent un traitement aux bénéfices douteux plus facile-

ment que ceux qui ne ressentent aucune douleur.

There is a requirement of physicians to be aware of the evi-
dence for any treatment, practice according to this evi-

dence and discuss the associated risks and benefits of the
treatment with the patient (1). We are aware that some chronic
pain treatments confer little benefit, with the possibility of sig-
nificant risk, and the efficacy of some chronic pain interven-
tions has been questioned (2). These interventions are widely
available and accepted by patients, but we remain unclear as to

why (3,4). Underpinning the need to answer this question is
the concern over escalating health care costs, and more specif-
ically, there is a need to provide evidence that it is justified to
fund the wealth of questionable treatments available for chronic
pain in the marketplace. For example, in the United Kingdom,
a recent survey indicated that 95% of pain centres will offer
therapies with a questionable evidence base such as single shot
epidural injections and transcutaneous electrical nerve stimulation.
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Only 58% of clinics would offer outpatient pain management
programs, despite evidence of their efficacy (5).

There is a multitude of physician and patient factors that
influence a patient’s treatment decision. Perhaps, for example,
as health professionals, we may make an assumption that we
are quite justified in attempting to alleviate pain and suffering
through whatever means possible, sometimes even if the bene-
fit is short-lived and the supporting evidence for the interven-
tion debatable. We are already aware that patients with cancer
receiving palliative chemotherapy are often willing to put up
with significant side effects for modest benefit (6). In contrast,
however, a recent study highlighted the finding that patients
did not favourably view the risk benefit ratio of some widely
accepted medical interventions (7). It is also possible that
patients with chronic noncancer pain are characteristically, as
a group, more willing to accept questionable treatment; unfor-
tunately, the current paucity of literature to date on the subject
of decision-making in the realm of chronic pain does not allow
us to answer this question. This preliminary study explored the
hypothesis that patients reporting chronic noncancer pain are
intrinsically more ready to accept a treatment of questionable
benefit when compared to those who are ‘pain free’. The study
design deliberately eliminated the bias introduced into the
decision-making process with the patient-physician interac-
tion by using a standardized objective scenario outlining the
treatment and a single measure of treatment acceptance.

METHODS
This study compared the strength of acceptance or rejection of a

hypothetical, mock chronic pain treatment of debated value in

two groups of patients: those reporting chronic noncancer pain

and those who are reportedly ‘pain free’. The Health and Research

Ethics Board granted approval for the study. A questionnaire was

distributed to: Group 1, patients attending the Multidisciplinary

Chronic Pain Centre at the University of Alberta Hospital and

Group 2, patients in the waiting room of the Grey Nuns Family

Medicine Centre booked to see a family doctor. The questionnaire

asked patients to score their personal ‘treatment acceptance’ of a

hypothetical treatment for pain on a modified Likert scale 

(–5, strongly refuse to accept; +5, strongly accept). The descrip-

tion of the treatment was based on published data regarding the

risks and benefits of epidural steroids (3) (Figure 1). Inclusion cri-

teria stipulated that patients should be between 18 and 66 years of

age, and able to speak and understand English.

Many definitions of chronic pain involve complex multifac-

eted assessments (8,9). It was decided to use a subjective, patient

self-reported definition, ie, “severe and persistent pain for at least

the last six months”. The patients were asked to designate them-

selves to one of the following groups: A – had no pain problems

over the last six months; B – had severe, persistent pain for at least

six months; or C – do not come into either of the above two

groups. Patients who classified themselves as Group B were asked

to state how long they have suffered from pain. The patients were

asked to score the pain they were currently suffering on a

Numerical Rating Scale (NRS) zero to 10 (zero representing “no

pain” and 10 representing “the most severe pain imaginable”).

A previously described grading system for chronic pain esti-

mated that 36.5% of the population is ‘pain free’ (10). Based on

this estimate, a pilot study was completed with 20 patients in

Group 1 and 60 in Group 2. The results of the pilot study con-

firmed that approximately one-third of patients (17 of 60) who

were offered the questionnaire in the waiting room of the

Simmonds et al

Pain Res Manage Vol 9 No 2 Summer 200482

IMPORTANT - PLEASE READ BELOW

IMAGINE that you have a painful (chronic pain) condition that has been affecting 
you for at least 6 months. Your doctor is offering you the following treatment for this 
condition.

♦ You will need to have an injection with a needle under the skin into a particular spot. Your 
skin will be frozen with local anaesthetic. It takes about 20 minutes to do and is usually 
only a little uncomfortable. 

♦ Your doctor says that he is not sure whether this treatment will work or not.

♦ He explains that half of the medical research says that the treatment will reduce pain and 
the other half of the research says that the treatment is not helpful.

♦ 1 person in 7 having the treatment will get pain relief for up to 2 months. 

♦ 1 person in 13 havlng the treatment will get pain relief for 3 - 12 months. 

♦ Side effects include:   

♦ A bruise in the skin that goes away in a few days. 

♦ A 2.5% chance of a severe headache that can last up to two weeks. This
      may go away with a course of painkillers or you may require another    

       injection to get the headache to go away. 

♦ A rare chance of serious complications including nerve damage that may
  or may not go away.

QUESTION (Section A)    EVERYONE TO COMPLETE

On the basis of the above information say how strongly you are going to accept or 
reject the treatment by putting a circle around one of the numbers below. 

I Strongly        5----4----3----2----1----0----1----2----3----4----5    I Strongly  
Refuse                        Accept

NB This scenario is in no way meant to imply a treatment that you should be seeking. 

QUESTIONS (Section B) EVERYONE TO COMPLETE  

1. How old are you today (in Years) ? …………………………years. 

2. Are you male or female ?         ( Please Circle)    Male              Female 

3. Which one of the 3 following groups would you put yourself into? 

PLEASE CHECK ONE BOX BELOW WITH A √

I have had no pain problems over the last 6 months, including today        
              (apart from brief pains that were minor and lasted only a day or two e.g.     

sore throat, sore muscles after exercise or a brief headache). 

I have had a severe, persistent pain condition for at least the last
     6 months?

I do not fit into either of the above groups.

** ONLY IF YOU HAVE CHECKED √ GROUP B above
ANSWER THE FOLLOWING QUESTIONS 4 and 5

4. How long have you suffered from pain (To the nearest Year) ? 
……………………... Years 

5. On a scale of 0 to 10 how would you rate your pain today?  
(Circle a number) 

No Pain 0----1----2----3----4----5----6----7----8----9----10 The most severe
       pain possible. 

EVERYONE        PLEASE ANSWER BELOW

6. Have you understood all the above questions?           
    YES  NO           (Please Circle) 

Thank you very much. The questionnaire is now complete. Please put this questionnaire in the
envelope provided, seal it and hand it back to the staff member who gave it to you.  

Figure 1) Study questionnaire
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Family Medicine Centre, were eligible to be included in our

analysis as the ‘pain free’ group (self-designated to Group A on

the questionnaire). Approximately one-half of patients (nine of 20)

who were offered the questionnaire in the Chronic Pain Centre

were eligible to be included in the analysis as the ‘chronic pain’

group (self-designated to Group B and scoring at least five on the

NRS). An NRS score greater than five has been previously corre-

lated with a verbal rating of ‘severe’ pain (11). Based on these pro-

portions, the group sizes were calculated to yield comparable sized

groups for the analysis.

It was agreed amongst the authors that a difference of two on

the ‘treatment acceptance’ scale would be clinically meaningful. A

power calculation was performed and indicated that in order to

detect a difference of two on this scale, with 80% power, 60 par-

ticipants would be required in each of the two study groups. The

questionnaires and information letters were subsequently distrib-

uted to 160 consecutive patients in Group 1 (Chronic Pain

Centre) and 240 in Group 2 (Family Practice Centre). All infor-

mation was edited to achieve a Flesch Kincaid reading age of less

than or equal to grade eight. The questionnaire contained a single,

self-check item for understanding.

RESULTS
One patient refused to take part, 10 questionnaires were
returned completely blank, and two were not returned and were
considered ‘lost’. Patients were eligible for inclusion in the
analysis only if the questionnaire had been completely
answered without error. Participants who had left blanks, failed

to answer questions or had answered with multiple responses
were excluded. Twenty patients from the chronic pain centre
and 25 patients from the family practice centre (14 in the
‘chronic pain’ group and 13 in the ‘pain free’ group), in total,
had completed the questionnaires with errors and were there-
fore excluded. One-hundred-fifty-seven questionnaires were
correctly completed, but were ineligible for inclusion in the
analysis. Overall, 130 (81.25%) of Group 1 questionnaires and
212 (88.3%) of Group 2, were correctly completed. Ninety-
three patients from Group 1 constituted the ‘chronic pain’
group and 92 patients from Group 2, the ‘pain free’ group
(Figure 2). Both groups were comparable for age: the mean age
was 42.2±10.4 years (Mean±SD; range=18–65) and 43.3±11.9
years (range=19–65) in the ‘chronic pain’ group and the ‘pain
free’ group, respectively.

The median ‘treatment acceptance’ score for both groups
was identical at +3, (Table 1 and Figure 3). Fishers exact test
was performed to analyze positive treatment acceptance scores
versus responses zero and below. No significant differences at
the 5% level were found comparing the ‘chronic pain’ and
‘pain free’ groups (P=0.5058). Additionally, no significant dif-
ferences were found when male and female subgroups were
analyzed in a similar manner (Figures 4 and 5).

There was a greater proportion of females in the ‘pain free’
group (Fisher’s exact test, P=0.0221). There were 42 males
(45.16%) and 51 females (54.84%) in the ‘chronic pain’ group
compared to 26 males (28.26%) and 66 females (71.74%) in
the ‘pain free’ group.

The mean number of years that the ‘chronic pain’ group
reported pain was 8.5±7.4 years and the median pain score of
this group at the time of the study was 7 (Table 2).

Patient acceptance of questionable chronic pain interventions
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TABLE 2
Analysis of length of pain history and numerical rating
pain scores in the ‘chronic pain’ group

Years in pain Pain score

Mean (SD) Median Range Median Range

Chronic pain group 8.5 (7.4) 6.5 0.75 to 42 7 5 to 10

TABLE 1
Analysis of responses in ‘chronic pain’ and ‘pain free’
group

Treatment acceptance

Median Range

Chronic pain group- Total 3 -5 to +5

Pain free group - Total 3 -5 to +5

Chronic pain group- Female 3 -5 to +5

Pain free group -Female 3 -5 to +5

Chronic pain group- Male 4 -5 to +5

Pain free group - Male 2.5 -5 to +5

10
45

157

185

1 2

Refused

Returned
blank

Lost

Incorrectly
completed

Correctly
completed
but not
eligible

Correctly
completed  &
eligible for
analysis

Figure 2) Outcome of all distributed questionnaires
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Figure 3) All patients treatment acceptance scores
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DISCUSSION
There appears to be no significant difference between the two
groups in terms of accurate completion and comprehension of
the questionnaire. A similar number of patients from the
‘chronic pain’ group and ‘pain free’ group were excluded from
the analysis for making written errors in their responses 
(14 and 13 patients, respectively). No patient in either group
indicated that they did not understand the questionnaire.

The distribution of ‘treatment acceptance’ scores was visu-
ally similar in both groups. Both groups showed a tendency to
accept the hypothetical treatment, but there was suggestion of
a bimodal distribution with noticeable peaks of ‘refusers’ scor-
ing –5 in the ‘chronic pain’ group and –3 in the ‘pain free’
group. This indicates reluctance on the part of some partici-
pants in both groups to accept the treatment, but particularly
so in the ‘chronic pain’ group. One possibility is that this
reflects a previous negative experience with chronic pain
interventions (12). There was a higher proportion of females
in the ‘pain free’ group, but the overall pattern of response of
females is similar to that observed in males. The study design
stipulated that a difference of two on the treatment acceptance
scale would represent a meaningful clinical difference. It is
noteworthy that median scores were identical in both groups at
+3. This does not lend support to the hypothesis that the
‘chronic pain’ group has a greater tendency to accept the treat-
ment. Nonparametric statistical testing revealed no significant
difference between the groups in their acceptance of the treat-
ment, and there appeared to be no significant sex difference in
the readiness to accept the treatment of questionable benefit,
although there was a loss of power when analyzing the sex sub-
groups.

It was not possible to disguise the mock treatment com-
pletely and some patients’ responses may have been biased by
the recognition of the treatment as an ‘epidural steroid’.
However, completely removing all potentially recognizable
components of a hypothetical treatment runs the risk of pre-
senting participants with no more than a numerical list of risks
and benefits in an unrealistic scenario. Further studies could
evaluate decision-making using multiple hypothetical scenar-
ios with different treatment modalities.

It is a difficult task to measure a patient’s willingness to
accept treatment and/or risk entirely independent of the mul-
tiple influences that mould a clinical decision. This was a single
item analogue study that did not, by design, examine actual
clinical choices that patients make when confronted with real
treatment options and is, therefore, subject to criticism, in
this respect, as being unrealistic. However, the aim in using a
written objective scenario was to reduce the bias introduced
by clinical interaction with a physician and to objectively
standardize the presentation of the information. When a
patient is deciding on a real treatment option and discussing
these choices with a physician, there is a host of variables and
confounders that influence the outcome. One of the most sig-
nificant influences is the physician’s bias and personal agenda
that may encompass the notion that questionable treatments
can be justifiably offered to a chronic pain patient, for clinical
or nonclinical reasons. Furthermore, a patient’s decision-mak-
ing may be swayed by a physician’s financial agenda or consid-
erations of cost-effectiveness (13). The quality and bias of any
information presented by the physician will influence deci-
sion-making, and communication that promotes trust and
confidence will also influence a patient’s choice (14-16).
Perceived risk, rather than the actual risk, may be more of an
influence on a patient’s eventual choice (17). It is an assump-
tion that chronic pain sufferers are more inclined to accept
risk because of their predicament, but we have no specific data
to support this notion from this or previous studies.

The format and visual presentation of risk benefit data can
affect patient acceptance or refusal of a treatment, and data
should ideally be presented to patients in a variety of ways, 
eg, relative risk reduction, absolute risk difference and inverted
absolute risk (18,19). Patients may not fully understand
numerical risk and some may prefer risk communication in
terms of words (20,21). We were reassured that the quality and
amount of information given in our study questionnaire
appeared to be far superior to the level of information that
patients commonly receive in clinical practice (22).

Patient participation in decision-making is important, but
it is often unclear how to evaluate a patient’s level of readiness
to participate in decision-making in the clinical setting
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(23,24). Previous studies have indicated that patients have
mixed preferences on the degree of physician direction and
control in deciding treatment, ie, some patients prefer a shared
approach and some prefer a directed approach, and this in turn
is influenced variably by age and perceived chronic ill health
(25). Our study design did not allow for participants to ask
questions for clarification of information in the questionnaire
itself and arguably some patients may have been pressed into
making a treatment choice without the benefit of discussion
with a physician. A further study examining treatment choices
before and after discussion with a physician may yield useful
information about the influence of the physician, but it would
be necessary to independently assess the physician’s attitude
about offering questionable treatment.

Other factors more specific to chronic pain that could
potentially influence treatment decisions are multiple and
include the nature and severity of the condition, the length of
time the patient has been in pain, the degree of psychosocial
dysfunction and desperation, concurrent compensation and
legal issues, and the need of the patient to validate their con-
dition and placate the physician.

As health professionals, we are obliged to provide treat-
ment that has been demonstrated to be effective and safe.
When caring for patients in pain, it will be helpful to be fore-
armed with knowledge of what influences treatment deci-
sions. We conclude that this study does not support the
hypothesis that patients with chronic noncancer pain accept
treatment of questionable benefit more readily than those
who are ‘pain free’. It would appear that both groups have a
tendency to accept the treatment to a similar degree. We
argue that it is necessary to embark on future studies to clarify
the complex factors that impact on decision-making in the
chronic pain population.
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