Degree of Pain Intolerance and Adverse Outcomes in Chronic Noncancer Pain Patients
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Table 6. MANOVA Tests of Between-Subjects Effects for At risk

Table 1. Patient demographics

Figure 2. Distribution of PTI Scores
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Pain definitions
Breakthrough pain is defined as an affirmative response to

e Three self-assessment surveys were administered after
patient gave informed consent

- BBHI 2
— BPI modified short form
— Physical function scale from SF36

BTP Questionnaire
— Administered as a telephone interview

Scale, or measures of affective distress

PTI as a predictor of adverse outcomes

The distribution of PTI Scores is shown in Figure 2
PTI Mean -4.47; Median -5.0

Correlations between the PTI and adverse outcomes are
shown in Table 3. Similar correlation assessments with

e The distribution of PTI scores (Figure 2) suggests a

bimodal distribution. Patients were separated into an “At
risk PTI group” and “Not at risk PTI group” using criteria
outlined in Table 5

Table 5. Definition of At risk PTI score

CONCLUSION

These findings suggest that the pain tolerance index
(PTI), which is the degree to which a patient’s
maximal pain score over the past month exceeds the

reported tolerable pain score, is an important but
previously unresearched dimension of chronic pain

g - Grou PTI scores na : : I 4
the question: “Do you experience temporary flares of severe _ First assessed characteristics of baseline pain Pain Right Now score from the BPI were made for i associated with adverse outcomes. Clinically, it may
or excruciating pain in addition to your baseline pain?” P | At risk PTI 5 or worse 106 be a useful index to monitor responses to
h ’ . i i i comparison purposes. Many times a single pain score is : SR .
(Note that the duration had to be 12 hours or less to qualify - Asked if patients experience temporary flares of severe P purp Y gep PTI -4 or better 93 multidisciplinary pain management approaches

as “temporary”)

Pain Tolerance Index is a score derived from the BBHI 2.
Initially, a Peak Pain score is calculated by finding the
patient’s highest rated pain on the BBHI 2 (which may be
either whole body pain or pain in only one bodily area).
Patients are also asked to rate their Maximum Tolerable Pain
score. The difference between these scores (Maximum
Tolerable Pain - Peak Pain) was called the Pain Tolerance
Index (PTI) (Figure 1). The PTI represents the change in Peak
Pain needed to produce just tolerable levels. The more
negative this number the more the patient’s highest level of
pain exceeds their maximum tolerated level. This peak level
of pain could occur each day with temporary flares of pain
(e.g. BTP) or could have occurred only once or several times
per month with a duration that exceeds the 12 hour limit
for defining BTP

or excruciating pain in addition to their baseline pain

¢ If no, patients were classified as having controlled
baseline pain without BTP

+ If yes, patients were classified as having controlled
baseline pain with BTP

— For BTP patients, questionnaire
+ Allowed description of type(s) of BTP (up to 3)
¢ Characterized BTP frequency, intensity and duration

e 228 patients met all entry criteria

all that is available

The PTI from the BBHI 2 and Pain Right Now from the BPI
both correlated strongly with the degree to which pain
interferes with a variety of life activities (BPI Pain
Interference), and correlated significantly with a number
of other variables as well

The PTI correlated only -0.22 with Pain Right Now.
Similarly, PTI correlated -0.27 with Overall Pain Now from
the BBHI 2. This suggests that PTI may be assessing a
different aspect of pain related disability

A stepwise regression was performed to further test this

hypothesis (see Table 4). Using this procedure, Pain Right
Now produced an R? of 0.29, indicating that it accounted
for 29% of the variance in Pain Interference. When PTI was
included in the stepwise regression, the R? increased to 0.41

429 patients were excluded from the MANOVA due to missing data

The At risk PTI score as a predictor of adverse outcomes
was examined using a multivariate analysis of variance
(MANOVA) test of between-subject effects for At risk PTI
vs. Non at risk PTI. See Table 6

Overall, the at-risk group as defined by PTI had significantly
higher levels of disability on three different measures (SF
36 Function, BBHI 2 Functional Complaints and BPI Pain
Interference). This group also had significantly higher levels
of diffuse pain complaints, somatic preoccupation, and a
significantly lower quality of life. Although PTI correlated
significantly with BBHI 2 Depression, PTI was not associated
with Depression or Anxiety when using MANOVA, which
was a more stringent test of this relationship
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