The copyright of this thesis vests in the author. No
quotation from it or information derived from it is to be
published without full acknowledgement of the source.
The thesis is to be used for private study or non-
commercial research purposes only.

Published by the University of Cape Town (UCT) in terms
of the non-exclusive license granted to UCT by the author.



SPORTS PHYSIOTHERAPISTS’ KNOWLEDGE, ATTITUDES AND BELIEFS
OF PAIN: A CROSS-SECTIONAL CORRELATIONAL STUDY

NADIA CLENZOS

THIS THESIS IS PRESENTED FOR THE DEGREE OF MASTER OF PHILOSOPHY IN SPORTS
PHYSIOTHERAPY IN THE DEPARTMENT OF HEALTH AND REHABILITATION SCIENCES
UNIVERSITY OF CAPE TOWN

OCTOBER 2012

SUPERVISORS
ROMY PARKER BSc (Phys) (UCT); BSc (Med) (Hons) Ex Sci (Phys) (UCT); MSc (Pain) (Queen Margaret University, Edinburgh)
NIRMALA NAIDQQ BSc (Physlotherapy) (UDW); MSc (Medical Science) (UN); MEd (UN); MDD (UN)

DEPARTMENT OF HEALTH AND REHABILITATION SCIENCES
FACULTY OF HEALTH SCIENCES
UNIVERSITY OF CAPE TOWN
SOUTH AFRICA



Sports Physiotherapists’ Knowledge, Attitudes and Beliefs of Pain: a Cross-Sectional Correlational Study
DECLARATION

I, Nadia-Germira Clenzos, hereby declare that the work on which this dissertation is based is my
original work (except where acknowledgements indicate otherwise) and that neither the whole work
nor any part of it has been, is being, or is to be submitted for another degree in this or any other

university.

No part of this dissertation may be reproduced, stored in a retrieval system, or transmitted in any

form or means without prior permission in writing from the author or the University of Cape Town.

Signed by candidate

(Signature)

15 August 2012




Sports Physiotherapists’ Knowledge, Attitudes and Beliefs of Pain: a Cross-Sectional Correlational Study
ACKNOWLEDGEMENTS

| would like to take the opportunity to thank the people whom without, this study would not have

been possible.
All the physiotherapists who volunteered to participate in the study
South African Society of Physiotherapy committee, namely, Dr Ina Diener (OMPTG NEC
Chairperson), Kerryn Milella (SPG Secretary), Ria Sandenbergh (SPG Chairperson), Magda

Fourie (Consultant Physiotherapist), Lucelle Naidoo (National Operations Manager)

Romy Parker and Niri Naidoo, my supervisors, for their continuous support, advice, assistance

and enthusiasm

My family and friends for their encouragement and support throughout



Sports Physiotherapists’ Knowledge, Attitudes and Beliefs of Pain: a Cross-Sectional Correlational Study

TABLE OF CONTENTS
DECLARATION .....oviiiitiinitiiiniiniiniinieransssassssnssssiasssons st sssanssesesssanssasas sosinsetsnnsansnersssans sesnesssenssssuens eassnnnes i
ACKNOWLEDGEMENTS ......cooiieeeimennininsisnetistesnesssssesssssassssssssennesasassssssssnsssesessaressessanssnssssasssassasssssentans iii
TABLE OF CONTENTS.....ciiiiirinstrineinsinessessiastsessesstasias sssossssnsesssesssssssnas s snstnstsnsaransnessessrasssensensasssssanersssns iv
LIST OF TABLES.......cciireerisisiniienssseimestnmstssessssassessasssassssssssssssss asesanseasssess sasssestasasssssenssessssnarsssns seas ssesen viii
LIST OF FIGURES...cccoceseeeeeesesesoseseeesnsssnsesssssssssssssessesessessssessssssneesnesreen et sees s IX
LIST OF ABBREVIATIONS .....cccocciimeeinnes ............. X
LIST OF DEFINITIONS ...cocccccurvevesereeseesssmsssssssssssss s ssssssessesssssesssssssssossassssssessssssssssssssssssseeseessssssessees il
ABSTRACT ..ot iiieistiriesiies et ee s enn s atesesssm e e aa s e saas e s ab et a0 e anans aaarasesasssnsensesenesssassnnensosestnsse snnansosnnstes xiv
CHAPTER ONE .....oucoiiiitinnitsnsinicicsnsinnsasamsiesiss ssesssamsasssssesessssssssssasssssassesssssessssss snssesasessassssnsstansses saasessane 1
INTRODUCTION AND SCOPE OF THESIS......cccccveismmtiennesmansmeesersesassaseseosseasinsessastasssnssesasssssessessasssenssnsns 1
CHAPTER TWO ..cooiiiiiiinininecninccstniesenisise st iass sansesesssacsssssnesssss nssenstsnss stssonssssissensennsasssassnssnssnne sasaanens 3
LITERATURE REVIEW: PAIN KNOWLEDGE, ATTITUDES AND BELIEFS......cc.ccoerutecrreererermrinersensnsssnesesses 3
2.1, INEFOAUCHION ....ooiiiieccaciisreenninsnris et st sess s be sas s bt ass et essansstnesnenasnasssesssennanssas suse s 3
2.2. PAIN TN SPOTL...cutiiiiieiirrrircreerersiosssenntessesssssstreseesasssessesnsssssssssssasessiortsnasessssssssrsnsnnnnes sesssssnsnssenenses snsses 4
2.2.1. Epidemiology of painful SPOTLS INJUIIES .......ccivereriieesrinneinerrisessensessnassmsnessesssesessnsssnesessssssnens 4
2.2.2 Mechanisms oOf pain in SPOTLS INJUITES ....ccccmiiiiinrericeinieenieesessorsrasasesssnnsnesssenessensnsssnssssassasesnees 6
2.2.3. Assessment and management of pain in SPOrtS iNJUNES......cccccoverrerrrrnrerereennrnsnec s rceriareeens 8
2.2.4. Psychological aspects of pain in SPOrts iNJUIIES...........c.cccrveeimeisinccnmnrneseesiesneesennsesssensaensnees 9
2.3. Health care professionals’ knowledge, attitudes and beliefs about pain........ccccccccvcvivcvnriverennnnen, 10
2.3.1. PAIN KNOWIRABE.......cccoeieirriccrsccscereniosuiarconininieeiesisssssasssssssosssssenesnsesssnssasssersnsanssssnsessanssses 10
(i) Knowledge about psychological factors associated with pain and pain management....12
2.3.3. Pain attitudes and beliefs ...........ciiinniiniininii sttt res s etnarsnsreene 14
2.3.4. Factors Contributing to Pain Knowledge, Attitudes and Beliefs of Pain.........ccoceccvrcrvecercarnenn 17
(i) GONUEN c..oueereereciecirecsesirrssasssssessssssssnssssissessacssssssstsessssassssessstisntesstsassnsesssssssssessiessensnts 17
(ii) ELRNUCIEY/CUILUT . ...cv e vereecereenerescnreeeseasesensssresnasssonsssessesssssassmssnestessesssssreseassessarssnssssses 19
(iii) ACTOMUC TTAINING ......occuvecvveciricaressonirsnsaiitesssssisssosssossssmassnssssossissssnsssssnassssnsnnsssssessrassasons 20



Sports Physiotherapists’ Knowledge, Attitudes and Beliefs of Pain: a Cross-Sectional Correlational Study

(iv) CliNICAI EXPEIINCE ......eceviesiicssreseisaenceracerasresseesasssssssssssssssssesssesssessassssssssssnssesssssssronsessnes 22
2.3.5. Assessing pain knowledge, attitudes and beliefs in health care professionals...................... 23
24. Summary ................................................................................... 24
CHAPTER THREE.......coccvnsminnsnincnensnnnonnns e S SR e e ea st San s s et s e 25

SPORTS PHYSIOTHERAPISTS’ KNOWLEDGE, ATTITUDES AND BELIEFS OF PAIN: A CROSS-SECTIONAL

CORRELATIONAL STUDY. .......ccctreemmremrensssrrssnnses eeteviemebeereiisesiasEanEertes R R e R R e e s R R AR aEs s e R Rebe e et aneae 25
INTRODUCTION......cootiseesisniscissisisensrssnssisesssssassnss ssosstnsesnssssansansnsssssassssssesesssassnssasensesneasess senssnosaresas sesses 25
3.1, AIMS 8 OBJECTIVES ......coiceiiiinennnancsansssmsnssssssssnssts s ssssssnessnsasss sses samnssonsssenssne soanessessssssessssessansanes 26
3.1.1. Aim.....ccveeneee. e reeebeeresaesEareaeseiesEerfavrEESasere RS e R Ee bR SRR AR SRS RN RReteS se R ete s anetsanaane st mesnsenenn 26
3.1.2. ODBJECUIVES .-veveeererrrrrienseriessserssossnesrasssaresmssstessnsassasessssnnsesssensnsssnsstssnmssesnessssanarsesssssasssssenssnans 26
3.2 METHODS ....ccouiiinieiitinisesisamie st sass b st s sb s st A st s e st ba s sher s nnaneresssannsarenassaserass sennnna 26
3.2.1. Participants and StUAY DESIBN ......cccuirrriiiniiieerciirrerreeseessesesssessesssssnessssssessnssressessnsssssnsssnans 26
3.2.2. Sample Size CalCUIAION .....cccverrveerseemeertisrenarestessessnesnssrseessrreessanessssaessessssasesrmess sssssassensassaasns 26
3.2.3. INCIUSION CrIEFIA ....ciiiiciirisniirenin sttt sse s esebessn sren st ssnssbans sheseransansnnsnnsenans 27
3.2.4. EXCIUSION CFIteria ...ccvveiimeereivinrerernsnminie st s snnss e sss s mass s s s s sneans snnsnsssesras snaesnnanss 27
3.2.5. RECTUILMENT ....ooriiiticiiiinnmnmcnesnenssnssinss s en e e st sar e s sr s e b e sumtssansnmeensbensosssnasesnansesanans 27
3.2.6. Revised Pain Knowledge and Attitudes QUESLIONNAINE .........cc.ccvrerrecercreireseeressssenrrsesneeanens 27

(i) Validity of the Revised Pain Knowledge and Attitudes Questionnaire...............ccevesnne.. 28

(ii) Internal Consistency of the Revised Pain Knowledge and Attitudes Questionnaire
(AQPEEA VEISiON)........couveueeeerieceererisirecsecerstrerencasmsssasastssssnsessssessesssnssnessssessessessensessssssessen 29

(iii) Feasibility of the Revised Pain Knowledge and Attitudes Questionnaire.......................... 31
(iv) ‘Adequate Pain KnOWIRdge-...................ieeccereereceisearcasearesrsssssssnssssssssssnssssssssssrsssssssssesss 32
3.2.7. PrOCEAUNE......cceeetii e rcsre e rreasstes bt rres e s st s ssean e s e sansansses st essssnassenasssana st anssanestensasassssasarsnns 32
3.2.8. StAtiStICAl ANAIYSES...c.ccvecreirrererrensrrsseersrerssnsesenssesresserssinesersessesseresmessnsssssassersssesasssrassessansssessnsn 33
3.2.9. Ethical ConSIderations ..........cocvievemieimiminrcsismmimn s st st ssssstssassesmseesersasssesessssnes 33

(i) RiSK O POITICIDANES .....c..oveveeeeieiessersssecsseassnsssesssnsssessnsestssssesssesssesssesssessssssnessessssssassassasens 33
(ii) Benefits tO PArLICIDANLS ............cooveeerecreercensessnssensanssnsassatesssssmssssssmsansssssssssassasssssssassnssssasss 33



Sports Physiotherapists’ Knowledge, Attitudes and Beliefs of Pain: a Cross-Sectional Correlational Study

3.3 RESULTS... ot ctetiincanisssenesseessstnesanesssns esttsesasesssnesss sossssessnsesntesnanasssas 1obt s sonasssnantansntsoasssssnnans snsnnasssns 34
3.3.1. DeScriptive CROrQCLEriSHICS......cccuccrvecirresareetssiseesirerssseassseotueasassssssesssssessnttessmsssssesesssnsssanases 35
{i) DBMOGIAPRICS.......o..everirrrcerereeeirrectrsrsisemssnsssessssssssnesssssessessassnesssesssesesssesasssasnssssssassnsssene 35
(i) Academic Training and Clinical EXPEri@NCe. ................coveeeecrrrerrevecresssreresesesssesensssarnessnons 36
(iii) Sports Physiotherapy EXDEIrieNCe.............ccceertireesiresnsirssserisiniasesssssssssssessossssessosesssassenssnss 38
3.3.2. Pain Knowledge and Attitudes Questionnaire ResUILs ...........ccvcereieerareresiacrseentenssinsienansense 40
(i) Overall Pain Knowledge and Attitudes SCOTES.............ccocvererrrersoresrersesnesssenssnesssesesssasanes 40
(ii) RPKAQ SUD-5SECLION SCOTES......creesieescrerrevrerseessencsssvessssesssenssssssssessssssssssanesatesssenassssnsasnsossnse 40
(iii) Adequate Pain Knowledge and Attitudes SCOTES.............ccouereereeseesrereesosmsesnsssssasenssssonns 41
(iv) Factors Contributing to Pain Knawledge and Attitudes ............cceeeveeemeeeeresrererissvessnssinsens 42
a) GONUEN .......oceereeenereeiresrsessersesssessiasssessnsaesstossnssesssssssnssantssssssssssssssnesssenssssnssnsssssssnsossasssnsns 42
b) HOME LANGUAGE.........oeeesreiiriiisiisieecsensisssssiesisssesssesaressssssesasnssssssssossanssssssssosstsnssosesassssnns 42
c) ACAACMUC TIQINING .......oneveeeeisiriirnsereescrssasssesssessisssiosssesssesssssansssessssssonnessssssssstosssssnssssnnsssss 43
d) ClINICAI EXDIICNCE. ..........coeeerernereeeressaseasesseostsanssassassnesssossssesasonmisamsssessssasonasonsncessnosnsntsse 44
3.3.3. SUMMATY Of RESUILS ....couveeieecirereriscenerirneriet st ects e s ess st sstessesanssacsea s et sabesas sabesberenemnansans 47

3.4, DISCUSSION.....cecrireestisieiscasenrcessansstasssasstestan e s e sas o e as st et s aasberee st s s sa e b Rsse s b bR o aebEsens e bnansnnoness sress 48
3.4.1. Descriptive characteristics of the sample.......cccuvniimiiineiine s 48
(i) DBMIOGIADICS. «.....oeerereesiritenreirsanateressesssssses csorsnesnnasasssissassssasssscsasssemsssssentissintassncscession 48
{ii) Academic Training and Clinical EXDEIieNCe ..............eeecrvceesarceorisnriarmscsnssisstosesonnssennans 49
(iii) SpOrts PhysiOtherapy EXPEIi@NCE............ocomvrvrmrresessrncuessnescscesemssmssaecasssssssisesssessenssssnsane 50
3.4.2. Pain Knowledge and AtHEUGES........c.ccccrverierirecrcercasnrnsesseesessssnsensanescorssnssnstssssssessessassacssansesss 50
(i) Adequate and Inadequate Pain Knowledge and Atttudes ................cvirmreeisecsresnsunsenans 52
3.4.3. Factors that Contribute to Pain Knowledge, Attitudes and Beliefs............ccooeeinercccrnennninnnne 53
(i) Gender.........................f .................................................................................................... 53~ -
(i) EthniCity/CULUTE. ........cuoeeeerereimrcerrrssessrsenaeroreones oo oo 53
(iii) ACAAEIMUC TIINING c..eo.eeeeeeereeeereeseretessseseconssinssssessessssessssssssscssstessnesssasssasssasssassatonnessnsesss 54
(iv) CliNICAI EXPEIIBIICE.........o..ooeveeursrerseessrensressssissasismssessassssatsssssarsosssssssssassrsssssnnsnsessssssssssssess 56

vi



Sports Physiotherapists’ Knowledge, Attitudes and Beliefs of Pain: a Cross-Sectional Correlational Study

3.4.4. LIMItations Of the STUAY .........ccoerrr i cerncerinrseccresenssressnssnssissasesessssssnessssesnssssnessesssenes 57

3.4.5. CliNICal IMPUCALIONS ....ceveernerrieriereeiecnreicniisent s e s sensecsanessnnnassanssssenssssnssssmnsssnsassensssnssssancssnnees 59
3.5. CONCLUSION.......ciitiiiitisiintioninesssisississsssssssos saesssuss s s snastssesseanesaessesntonssnssnsarssesnssnsnmnssssnssasoseses 60
CHAPTER FOUR ....cotirrninissiicnsssens st sisssseseonssnstsssssssessssess sosmsssssmesnsanssssass shsstosess saassansssssssestsanson srsnen 61
SUMMARY AND CONCLUSION ......coiccniiitisiinicnisiesenstinnsseesessessesasssessasssssasessnasessessessssssasssasassessnsssssssseen 61
REFERENCES ... iiiccintitiniiine s sesetssessestssasstsse st sae st saessassesassnssesasstssbesssssesaessansesensnssssnssesses sesesnesses 63
Appendix I: ELthiCs APProval LEILE.........coieiieninieiseinenisicencceeesessenesanssasionsesssssessssssssssessssasssssnssanssnees 70
Appendix |I: Letter to Physiotherapists and Informed CONSENt ...........cccceervirierecrnecrinnscsessnsssnssssesons 71
Appendix lI: Questionnaire (Demographic & RPKAQ) ......c.ccrvemruirrimmecsionisssessssensnionisnsnsssenssnsansasssesess 75
Appendix IV: Pain INformation DOCUMENT...........occeruimeeciirnnnersseesniaseessisensensssssssssssrsesssssssessasessesnsesansns 84

vii



Sports Physiotherapists’ Knowledge, Attitudes and Beliefs of Pain: a Cross-Sectional Correlational Study

LIST OF TABLES
Table 2-1: SUMMary Of SPOITS INJURIES.....ccccerreriieriirireecie e siie e crsesieeeestessrersms s nss s e sse srsssnessssesseesannes 6
Table 3-2: Internal Consistency of the RPKAQL.......ccceririuirriimiieniiecienseenieenseinsiissiessiessssssssesssesseessssssss 30
Table 3-3: Socio-demographic characteristics of the sample .........ccccevvmiirncrire i seaeersaes 35
Table 3-4: Academic training & clinical experience of the sample........ccccovevrreiincrirrccncvnennniesiennens 37
Table 3-5: Lecturing experience of the Sample..........c.cieienninisininnsecsene e ssressesense 38
Table 3-6: Sports physiotherapy experience of the sample ..........cccciveecivrmnnicinici e e nees 39

viil



Sports Physiotherapists’ Knowledge, Attitudes and Beliefs of Pain: a Cross-Sectional Correlational Study

LIST OF FIGURES
Figure 3-1: Summary of Response Rate............cccevvecsimninieninsinienccnisiscsis e sessssse s ssassssssensnesanss 34
Figure 3-2: Summary of Pain Knowledge Scores for the Sample.........cccocvcrrvmvcnenireneencnninsreneeenn 40

Figure 3-3: Comparison of SPG/ OMPTG Physiotherapists in South Africa with Adequate &

Inadequate Pain Knowledge Based on RPKAQ SCOTES.......ccuinieiinincssisensisisssnssssensssssosscessessessasseressnss 41
Figure 3-4: Physiology Pain Knowledge Score Related to Language of Study .........cccecrrevncercrnrenceennen 43
Figure 3-5: Psychology Pain Knowledge Score Related to Undergraduate University...........c.cccceevnune 44
Figure 3-6: Cognitive/ Behavioural Pain Knowledge Score Related to Graduation Timeline............... 45
Figure 3-7: Physiology Pain Knowledge Score Related to Lecturing EXperience..........c.cccovevvereniernsnnns 46



Sports Physiotherapists’ Knowledge, Attitudes and Beliefs of Pain: a Cross-Sectional Correlational Study

LIST OF ABBREVIATIONS
ALS Advanced Life Support
CBT Cognitive Behavioural Therapy
CPR Cardio-Pulmonary Resuscitation
HIV/AIDS Human Immuno-deficiency Virus/ Acquired Immune Deficiency Syndrome
HREC Human Research Ethics Committee
HPCSA Health Professions Council of South Africa
IASP International Association for the Study of Pain
NRS Numeric Rating Scale
OMPTG Orthopaedic Manipulative Physiotherapy Group
OoMT 1 Orthopaedic Manipulative Physiotherapy 1
PhD Doctor of Philosophy
PLWHA People Living With HIV/AIDS
RPKAQ Revised Pain Knowledge and Attitudes Questionnaire
SA South Africa
SASP South African Society of Physiotherapy
SD Standard Deviation
SIG Special Interest Group
SPG Sports Physiotherapy Group
SPT1 Sports Physiotherapy 1
ucT University of Cape Town

UK United Kingdom



Sports Physiotherapists’ Knowledge, Attitudes and Beliefs of Pain: a Cross-Sectional Correlational Study

USA

VAS

VHA

WCPT

WHO

United States of America

Visual Analogue Scale

Veterans Health Administration

World Confederation for Physical Therapy

World Health Organisation

xi



Sports Physiotherapists’ Knowledge, Attitudes and Beliefs of Pain: a Cross-Sectional Correlational Study

Pain:

Acute pain:

Nociceptive pain:

Nociception:

Nociceptive stimulus:

Chronic pain:
Neuropathic pain:

Sensitization:

Central sensitisation:

Affect:

Biopsychosocial:

Cognitive-behavioural:

LIST OF DEFINITIONS

An unpleasant sensory and emotional experience associated with actual or

potential tissue damage, or described in terms of such damage ®.

Pain temporarily related to injury and that resolves during the appropriate

healing period ".

Pain that arises from actual or threatened damage to non-neural tissue and

is due to the activation of nociceptors &.
The neural process of encoding noxious stimuli &,

An actually or potentially tissue-damaging event transduced and encoded by

nociceptors &.

Pain that extends beyond the expected period of healing .
Pain caused by a lesion or disease of the somatosensory nervous system &,

Increased responsiveness of nociceptive neurons to their normal input,

and/or recruitment of a response to normally sub-threshold inputs &.

Increased responsiveness of nociceptive neurons in the central nervous

system to their normal or sub-threshold afferent input .
Affect refers to the experience of feeling or emotion ®.

The biopsychosocial model is an approach which acknowledges that
biological, psychological (thoughts, emotions, and behaviours), and social

factors, all play a significant role in human functioning ®.

Cognitive behavioural therapy (CBT) is a psychotherapeutic approach that_ )
addresses dysfunctional emotions, maladaptive behaviours and cognitive

processes through a number of goal-oriented, explicit systematic procedures
d
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Culture: The ideas, customs, and social behaviour of a particular people or society ©.

Ethnicity: The fact or state of belonging to a social group that has a common national

or cultural tradition .

Definition References:

a) http://en.wikipedia.org/wiki/Affect_(psychology)

b) http://en.wikipedia.org/wiki/Biopsychosocial_model

c) http://en.wikipedia.org/wiki/Chronic_pain

d) http://en.wikipedia.org/wiki/Cognitive_behavioral_therapy

e) http://oxforddictionaries.com/definition/english/culture

f) http://oxforddictionaries.com/definition/english/ethnicity ?q=ethnicity

g) http://www.iasp-
pain.org/Content/NavigationMenu/GeneralResourceLinks/PainDefinitions/default.htm

h) http://www.paincommunitycentre.org/article/acute-postoperative-pain-definition-acute-
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ABSTRACT

Background: Pain is the most common complaint for which patients seek the help of a
physiotherapist. Previous studies have found deficits in pain knowledge, attitudes and beliefs among
health care providers. Poor knowledge and negative attitudes about pain are recognised to lead to

poor assessment ability and subsequent poor pain management.

Aim: The purpose of this study was to investigate the pain knowledge, pain attitudes and pain
beliefs of physiotherapists treating athletes and to explore factors which may contribute to

knowledge, attitudes and beliefs.

Method: Data was collected by means of a questionnaire that was made available online. The
questionnaire included a demographic questionnaire and Unruh’s Revised Pain Knowledge and
Attitudes Questionnaire (RPKAQ). Participants were members of the Sports Physiotherapy Group
and Orthopaedic Manipulative Physiotherapy Group of the South African Society of Physiotherapy.

Two hundred and seven physiotherapists completed the questionnaire.

Results: The mean score for the RPKAQ was 65.53%. Only 14.49% (n=30) of the physiotherapists
scored 75% or above. Lowest scores were obtained for the ‘Assessment and Measurement of Pain’
(47.73%) and ‘Developmental Changes in Pain Perception’ (58.84%) sections of the RPKAQ. The
highest mean score was obtained for the ‘Physiological Basis of Pain’ (76.43%) section of the RPKAQ.
Gender, ethnicity (defined by home language), academic training and clinical experience did not
significantly contribute to overall pain knowledge and attitudes. The ‘Psychology’ and
‘Cognitive/Behavioural’ sub-sections of the RPKAQ were responsible for most of the significant
differences. Physiotherapists who studied in their first language scored significantly higher (76.94%)
in the ‘Physiology’ section of the RPKAQ than those who studied in their second language (67.27%)
(U=677.00; p=0.04). A significant difference in knowledge and attitudes about the psychological
aspects of pain was identified among physiotherapists who studied at different undergraduate
universities (x’=15.57; p=0.049). Increased time since graduation was positively correlated with
better knowledge and attitude scores for psychological (r=0.20; p<0.05) and cognitive/behavioural
(r=0.17; p<0.05) aspects of pain. Similarly, increased number of years in clinical practice was
positively associated with better pain knowledge and attitude scores with regard to psychological
(r=0.19; p<0.05) and cognitive/behavioural (r=0.17; p<0.05) aspects of pain. Furthermore,
physiotherapists who graduated more than 10 years ago scored significantly higher (69.60%) in the
‘Cognitive/Behavioural’ section than those who graduated within the last 10 years (65.98%)
(U=4157.00; p=0.02).
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Conclusion: There is an inadequate level of pain knowledge and attitudes among sports
physiotherapists in South Africa, particularly in the areas of assessment and measurement of pain

and developmental changes in pain perception.

Clinical relevance: The identification of areas that are lacking would allow the implementation of an
evidence-based intervention strategy aimed at improving physiotherapists’ awareness, knowledge,
attitudes and assessment of pain. Adequate knowledge of pain and ability to assess pain is essential

in order to treat appropriately, effectively and optimally.

Keywords: Pain, Physiotherapist, Sport, Knowledge, Attitudes
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CHAPTER ONE

INTRODUCTION AND SCOPE OF THESIS

Pain is defined by the International Association for the Study of Pain (IASP) as “an unpleasant
sensory and emotional experience associated with actual or potential tissue damage , or described

» 4255 physiotherapists are accepted and involved

in terms of such damage; pain is always subjective
members of the pain management team °, who are concerned with identifying the possible causes
of pain. Pain is recognised as the most common complaint for which individuals seek the help of a
manual therapist , however, the most commonly cited reasons for mismanagement of pain are

health care practitioner’s negative attitudes and lack of knowledge about pain .

The topic of pain, when applied to an athletic population and the health professionals managing
these athletes, becomes that much more interesting. Athletes are able to continue to compete
despite sustaining painful injury during competition ®. Sternberg et al (1998) acknowledge the brain
as a powerful modulator of sensory input and the role of the central nervous system in the inhibition
of nociceptive afferent fibres when there is a perception of stress or threat. It is important for
physiotherapists to be aware that the self-report of pain during athletic competition may not always
be indicative of the true nature of injury. Unnecessary tissue damage may result from failure to
attend to a potentially painful injury sustained during competition. Jevon and Johnston (2003)
identified that practitioners providing health care to elite athletes are best placed to recognise the
psychological factors associated with injury and therefore play a vital role in the emotional support
provided to injured athletes. It is essential for physiotherapists to be aware of the psychosocial
aspects associated with pain in athletes, as these factors play a critical role in the impact, duration

and rehabilitation of an injury.

Further, it is important for physiotherapists to conduct assessments within a biopsychosocial
framework and to understand that intervention should include management of the patient’s pain

behaviour as well as the nociceptive component of their pain *’.

Detection of sensitisation mechanisms is of clinical value for sports physicians and sports

physiotherapists because the diagnosis of central sensitisation may give new, more appropriate

5

treatment options *°; as well as allow for early intervention with the goal of minimising and

preventing the onset of chronic pain.
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A review of the literature reveals a paucity of evidence relating to pain knowledge and assessment
ability in health care professionals. The implications for physiotherapy practice are highlighted by
the fact that poor knowledge about pain and pain mechanisms is recognised to lead to poor
assessment ability and subsequently poor pain management ’2. Adequate knowledge of pain and

ability to assess pain is essential in order to treat appropriately, effectively and optimally.

In summary, physiotherapists require adequate knowledge to assess and treat painful conditions.
There is a paucity of research on the knowledge of pain of health care professionals in South Africa,
particularly in physiotherapists. The principle aim of this study was to provide baseline descriptive
information regarding the pain knowledge, pain attitudes and pain beliefs of South African
physiotherapists, particularly those treating athletes and to explore factors which may contribute to
level of knowledge or influence attitudes and beliefs. These factors include gender, ethnicity/

culture, academic training and clinical experience.

In preparation for the questionnaire-based study of the thesis, a comprehensive review of the
literature on pain knowledge, attitudes and beliefs will be presented (Chapter 2, p. 3). This will be
followed by a description of the study designed to answer the above-mentioned questions (Chapter

3, p. 25). The summary and conclusion section will complete this thesis (Chapter 4, p. 61).
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CHAPTER TWO
LITERATURE REVIEW: PAIN KNOWLEDGE, ATTITUDES AND BELIEFS

2.1. Introduction

Pain is the most common complaint for which individuals seek the help of a physiotherapist *’. It is a
complex phenomenon which, in acute sports injuries, includes the actual noxious sensation as well
as all factors associated with the pain experience. Pain is defined by the International Association for
the Study of Pain (IASP) as “an unpleasant sensory and emotional experience associated with actual
or potential tissue damage , or described in terms of such damage; pain is always subjective” *> %,
From this definition, it is clear that there are various aspects that contribute to pain; these include
physiological, psychological, cognitive/behavioural, developmental (pain in neonates, infants and

children), pharmacological and the emotional/affective aspects of pain. Essentially, the experience

of pain is determined by the individual’s specific context and meaning of their pain %.

The importance of paih has escalated in the medical and allied medical field. Loeser and Melzack
(1999) stated that pain is the most common symptomatic reason to seek medical attention; and still
in 2010, Meyer and Kenny identified pain as being the most common reason patients seek medical
attention. Consequently, pain has been identified as the fifth vital sign 7> indicating the attention
with which physiotherapists should be assessing pain. Pain as the fifth vital sign was initially
promoted by the American Pain Society to elevate awareness of pain treatment among health care
professionals. Vital signs are critical; therefore if pain is assessed as seriously as other vital signs, it

may lead to an improved chance of adequate and optimal treatment .

Physiotherapists are accepted and involved members of the pain management team °, who are
concerned with identifying the possible causes of pain. All physiotherapists registered with the

Health Professions Council of South Africa (HPCSA) are considered first line practitioners ®.

This professional status is important as it allows patients to directly consult physiotherapists for
care. Furthermore, in a sports team environment, physiotherapists are involved in field side care
which leads to direct acute pain and injury management. McKenna, Delaney and Phillips (2005)- ’
recognize that the physiotherapist is involved in and plays a major role in the rehabilitation of elite

athletes.
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This literature review will briefly discuss pain in sport and establish the prevalence of painful
sporting injuries, as well as outline pain assessment and measurement. The review will then focus on
the influence of knowledge, attitudes and beliefs of pain on pain assessment and management, and
explore factors which contribute to knowledge, attitudes and beliefs of pain, namely, clinical

experience, academic training, ethnicity/culture and gender.

Data was sourced from health science, sports science, sports medicine and psychology literature
utilising searches through PubMed, PEDro and Google Scholar. Keywords used in the search included

n o

“pain”, “chronic pain”, "knowledge, attitudes and beliefs”, “physiotherapists’ knowledge, attitudes

»n o

and beliefs of pain”, “health care professionals’ knowledge, attitudes and beliefs of pain”, “pain

n " » u

assessment”, “pain in athletes”, “pain in sport”, “gender and pain”, “clinical experience and pain”,

» u

“academic training and pain”, “ethnic differences and pain”.

2.2. Pain in Sport

The topic of pain, when applied to an athletic population and the health professionals managing
these athletes, is indeed fascinating. Injury has a profound effect on the athlete’s pain, function and
performance. Injury causes impairment to body structure and function, by means of tissue damage.
This may limit the athlete’s ability to partake in functional activities related to sport, hinder optimal
performance and prevent participation in competition for a period of time. In addition, lack of
participation may have financial implications and may impact on the athlete’s psychological
wellbeing. Although this is a relatively new area of focus in research, there is a substantial amount
of literature in the field of psychology and sport, which has a link to pain and injury. However,
literature about physiotherapy and elite athletes is almost non-existent . There is also very little
evidence in the field of sports physiotherapy with regards to knowledge, attitudes and beliefs about

pain. The literature does reveal some interesting concepts which will be expanded on in this review.
2.2.1. Epidemiology of painful sports injuries

There is limited literature on the epidemiology of pain, injuries and physiotherapy, especially in
South Africa. Nonetheless, musculoskeletal injuries are a major public health problem globally ® and
the World Health Organisation (WHO) has identified a high prevalence of musculoskeletal conditions

across all continents and economies *.
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The prevalence of injury seems to be decreasing in developed countries due to a combination of
injury prevention and improved acute care, while injury prevalence in developing countries remains
high. Further, there is a notable deficiency in the availability of human resources for rehabilitation,

such as physiotherapists, in primary health care facilities in developing countries %.

Injuries sustained in sport are varied but commonly delineated into two distinct categories, namely
acute traumatic injuries and insidious overuse injuries. The proportion of injuries is dependent
mainly on the sport in question and although these types of injuries are inherently different, both
result in debilitation of an athlete’s performance *. According to the 1992 National Institute of
Health report, there are approximately three million injuries annually in the United States that are
directly related to organized sports, with football, ice hockey and gymnastics yielding the highest

injury rates .

A national study of sport- and exercise-related morbidity identified 29 million incidents of new or
recurrent injuries in England and Wales each year %. Of these injuries, 9.8 million are potentially
serious, result in treatment, or lead to participants being unable to partake in their usual sporting
activities. Over one third of sports related morbidity occurred in men aged 16-25 years. Treatment
was sought in approximately 25% of exercise-related injuries. The treatment provider most likely to
be consulted was a general practitioner; however physiotherapists practising in sports injury clinics
were also consulted frequently. Devereaux and Lachmann (1983) identified 1186 sporting injuries
treated at a general hospital sports injury clinic in the United Kingdom over a two year period.
Seventy-five percent of these patients were aged 16-25 years old, with 80% being male. Grotle, Brox,
Veierod, Glosrod, Lonn and Vollestad (2005) conducted a study in Norway where 43% of acute low
back pain patients consulted a general practitioner, 25% a chiropractor and 5% a physiotherapist.
Physiotherapy services in Europe are directly available to patients without the requirement of a
referral 2, thus the low statistics may be due to differences in accessibility, awareness of the

physiotherapy profession or the type of health care facility.

These studies show a high prevalence of sports related pain and injury but surprisingly low incidence
of patients attending physiotherapy for pain and injury. It is important to note that these statistics
are taken from hospital or out-patient samples abroad and may be different in a sports medicine
setting where physiotherapists are actively involved in the assessment and management of pain and
injury, as well as in the South African context. There is a paucity of information on South African
populations indicating that further epidemiological studies in South Africa are warranted to provide

more relevant, applicable and useful information.
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Below is @ summary of the most common sports injuries and most comman causes of sports injuries

{in the UK and USA):

Table 2-1: Summary of Sperts injuries = "5 77184354 5,62 41

‘Most Convmon Sports Injuries © = - Mogt Common Causes/ Mechanisms of Injury -
Sprains and strains Overuse

shin splints Sudden stopping and twisting movements
Tendinopathy < Contact spart {Hlunt athletic trauma)

Knee pain Falls _

Lower hack pain Inadequate warm-ug

Shoulder injuries __Improper equipment

Hamstring injuries Poor technique or posture
Flantar Fascitits Fatigue oy s ;
Dislocations New or increased activity )
Stress fractures Repetitive unilateral movements

2.2.2 Mechanisms of pain in sports injuries

Elite athletes have an increasingly wide knowledge about injuries and treatment modalities;
hawever these ideas are not always correct ar applicable to their current injury % This may arise in
confiict between elite athletes angd the physiotherapist when treatment appropriateness is
questioned. Physiotherapists expect to use their experience and skills to effectively aptimise the
healing process, 1o control the athlete and to manage external pressures to achieve full recavery as
early as possible ®. Rehabilitation is often pressured by time, but available time is rarely sufficient
far full recovery. For athletes, injury may be regarded as a period of lost opportunities, and returning
to competition is as important to the elite athlete as full recovery. In this setting there is much
external pressure from management and coaches te return the athlete to play as soon as possible.
Results count in eiite spart and this often affects treatment; these features are at odds with

physictherapists concerns to offer ethical treatment.

Athletes are often able to continue to compete despite sustaining painful injury during campetition
¥ Sternberg et al [1998) examined competition-related stress as a trigger for endogenous analgesia
in three spors — fencing, track and baskethall, allowing systematic investigation of competition in
sports assumed to vary in cognitive and physiological demands. The authors acknowledge the brain
as a powerful madulator of sensory input and the rale of the central nervous system in inhibition of
nociceptive afferent fibres when there is a perception of stress or threat. Athletic competition was
found to modulate behavioural respanses to noxious stimuli, cawsing either pain inhibition ar pain

enhancement depending on the hody area tested.
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Subsequently, it is important for health care professionals to be aware that the self-report of pain

during athletic competition may not always be indicative of the true nature of injury.

According to the American Institute for Research (1988), a survey of college athletes indicated thata
substantial number of athletes felt intense pressure to ignore their injuries °. Curry (1993)
conducted a case study of an amateur wrestler, in which he identifies the pattern of normalisation of
injury by both the athlete and medical staff. This may have a huge implication for the onset,
development and progression of chronic pain. Although case study designs are recognised as poor
quality research, with many limitations and lack of quantitative, statistical data, the findings of this
study are consistent with other studies showing evidence for normalisation of pain and injury in
sport. A common belief, which may be particularly relevant in sport, is that pain tolerance increases

as the period of pain exposure is prolonged **.

Paparizos, Tripp, Sullivan and Rubenstein (2005) support the hypothesis that dancers of increased
skill and experience show significantly higher pain tolerance. Due to the small, selective sample
population, it is doubtful whether this information represents athletes in other sporting codes;
however, this correlates with research that shows athletes to have a higher pain tolerance than non-
athletes. The relevance of this information to physiotherapists and other health care professionals
treating athletes should be in identifying a more appropriate approach towards assessment and

treatment of pain in athletes.

Scott and Gijsbers (1981) found enhanced pain tolerance in competitive swimmers to be due to
systematic exposure to brief periods of intense pain. According to Sternberg et al (1998), it is
reasonable to expect that exercise (as a ‘stressful’ state) acts as a trigger for endogenous analgesia.
While it is difficult to dissociate competition-specific effects from exercise-only effects, a lack of
consensus about the existence of exercised-induced analgesia leads to the conclusion that the
‘stress’ of competition is a necessary component of the pain inhibition associated with physical
exertion . Moseley (2004) supports the above-mentioned theories by identifying that pain

thresholds can be increased during physical tasks.

Van Wilgen and Keizer (2011) acknowledge the involvement of sensitisation as an explanation for
pain in chronic sports injuries. There also seems to be an indication that repetitive injury may lead to
sensitisation ., Detection of sensitisation mechanisms is of clinical value for sports phygicians and
sports physiotherapists because the diagnosis of central sensitisation and understanding of such
neuropathic mechanisms is important for early intervention and effective management of sports

injuries, with the goal of minimising and preventing the onset of chronic pain.
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There are many factors which may contribute to the pain experience in the athlete. Understanding
the multiple mechanisms and factors which contribute to pain in sports injuries is key to adequately
assessing and managing such injuries. However, this knowledge alone is insufficient to ensure
adequate assessment or care of the athlete. In the following section, appropriate assessment and

management strategies for pain in sports injuries will be discussed.

2.2.3. Assessment and management of pain in sports injuries

In recent years, great advances have been made in the field of pain management. However, despite
improved knowledge of underlying pain mechanisms and improved treatments, many people with
chronic pain receive inadequate care *. Pain has been identified as the most under-treated
condition and symptom . This is potentially due to patients’ pain being underestimated by

healthcare professionals .

Comprehensive assessment is essential to select the most appropriate treatment strategy €2 ‘pain as
the 5™ Vital Sign Toolkit’ (2000) identifies the importance of a comprehensive pain assessment,
documentation thereof and a plan for improved management. it identifies the value in educating
healthcare providers on pain assessment, emphasising that the way a person thinks about pain
influences how they will evaluate pain. Assessment of pain is influenced both by the way a person
thinks about pain as well as by learned behavioural responses and culture. Pain assessment may
therefore be influenced by attitudes of healthcare providers (e.g. concern that attention to pain may
encourage further complaints of pain), skills (e.g. inadequate knowledge and experience of pain
assessment and management) and practice behaviour (e.g. failure to routinely assess and

document).

In a sports physiotherapy environment, accurate pain assessment is an essential part of clinical
reasoning. Identifying the type, nature and severity of pain helps to identify the injury, anatomical
structure and/or pathology. Additionally, it determines the caution needed as well as guides the
overall treatment strategy. Pain patterns are identified by means of a thorough subjective
examination and pain intensity should be measured to allow for treatment planning and accurate re-
assessment . A discussion on the psychological aspects of pain in sports injuries will now be

presented.
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2.2.4. Psychological aspects of pain in sports injuries

Pain behaviour has to be understood in terms of its context *’. In a sports physiotherapy setting,
most useful aspects of pain behaviour would seem to be the observation of guarded movements,
the identification of psychological aspects of pain, fear-related responses to examination and the
communication of distress. It is therefore important for physiotherapists to conduct assessments
within a biopsychosocial framework and understand that intervention also manages the patient’s

pain behaviour rather than just the nociceptive component of their pain in isolation 57,

Johnston and Carroll (2000) evaluated the psychological impact of injury, with regards to the effects
of prior sports involvement. Athletes who were more involved in sport and exercise before injury
experienced greater negative effect, registered higher levels of confusion and perceived a reduced
recovery at the end of rehabilitation. This reflects greater information needs and a greater perceived
mismatch between current physical status and that before injury in the athletic sample. Itis possible
that physiotherapists require training in order to appreciate more fully the information needs of the

highly involved athlete.

This suggests an importance in assessing affective reactions and perceived recovery. Injury has a
discernible emotional impact, and the negative emotional impact of injury diminished over the
course of rehabilitation as self-rated recovery improved. End of rehabilitation correlated with a
recovery score of 80% by both physiotherapists and participants. It is interesting to note here that
discharge therefore occurs not at 100% recovery but rather at 80%. Although a small sample, a
strength of this study is that it is wide-ranging compared to previous studies of injured athletes. It is
also the first substantial study to include, as a control, people who were relatively uninvolved in
sport and exercise. Gordon et al (1991) investigated sports physiotherapists’ perspectives on the
psychological aspects of the recovery process from sport injury. Factors identified by the
physiotherapists affecting the degree of psychological adjustment to injury included severity of
injury, intensity of sport involvement, injury prior to major competition and aspects of personality.
External factors such as athlete-therapist relationships and social support systems also affected
rehabilitation performance and the) importance of providing expert therapeutic skills, diagnosis of

injury, and education to athletes on sport injury was emphasised.
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Research has demonstrated that injury can have a profound psychological impact on athletes ** “6,
Jevon and Johnston (2003) identified that practitioners providing health care to elite athletes are
best placed to identify these psychological problems and therefore play a vital role in the emotional
support provided to injured athletes. It is essential for physiotherapists to be aware of the
psychological aspects associated with pain in athletes, as these factors play a critical role in the
impact, duration and rehabilitation of an injury. The practical implication of this is to be able to
assess when to refer patients for further intervention, facilitating the multi-disciplinary team

approach in the management of pain.

The literature highlights the need for improved education in the both the assessment and
management of all aspects of pain, including the psychological aspects of pain and injury; and
emphasises the importance of a multi-disciplinary team approach for optimal pain management. In
addition, it is not simply knowledge of the pathological, social and psychological components of pain
in athletes which is important, but recognition that the attitudes and beliefs of the healthcare
professional will also influence the care given out to the athlete. In the following section, the impact

of health care professionals’ pain knowledge, attitudes and beliefs on patient care will be presented.

2.3. Health care professionals’ knowledge, attitudes and beliefs about
pain

The most commonly cited reasons for the mismanagement of pain are healthcare practitioner’s
negative attitudes and beliefs, and a lack of knowledge about pain ”°. Inadequate knowledge about a
condition, its pathology and management will clearly influence the approach of the health care
professional towards patient care. However, it is recognised that negative attitudes and beliefs may
override adequate knowledge to result in mismanagement of pain. These factors will now be

discussed further.
2.3.1. Pain knowledge

There is a need to improve undergraduate education of pain and chronic pain and bridge the gap
between pain research and pain management practices as a deficit in undergraduate training on
pain has been recognised by several authors in studies conducted worldwide * 7> *, A common

problem is that pain is usually treated as acute due to a lack of education of healthcare professionals

80
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In a study of final year nursing students in Australia and the Philippines, students had consistently
low levels of pain knowledge . Similarly, Ali and Thomson (2009) found that final year
physiotherapy and medical students in the United Kingdom (UK) have a lack of understanding of
central sensitization and fear-avoidance with regards to chronic pain. Finally, in South Africa, Parker
et al (2009) found a deficit in the area of pain knowledge among final year health science students at
the University of Cape Town. Further, 70% of therapists in the UK sampled by Brown (2003) had
received no dedicated training on pain during their undergraduate training. Scudds et al (2001)
showed that there was inadequate information on the cognitive-behavioural approaches to pain
management in the physiotherapy curriculum in North America as well as a lack of knowledge in the
assessment and treatment of chronic pain. The questionnaire used placed much emphasis on the
pathology, anatomy, physiology and biochemistry of pain. However, Scudds et al (2001) suggests
that more weight should have been given to the psychological aspects of pain, particularly chronic
pain. In a similar study, Strong, Tooth and Unruh (1999) found a gap in newly graduated Australian
occupational therapists’ knowledge about pain. Using the validated Revised Pain Knowledge and
Attitudes Questionnaire, this study identified highest levels of knowledge in the area of physiological
aspects of pain; while the two areas of knowledge found to be least understood were

pharmacological management and the assessment and measurement of pain.

Lebovits, Florence, Bathina, Hunko, Fox and Bramble (1997) investigated pain knowledge and
attitudes of 686 healthcare providers from three hospitals in New York. An overall score of 56%
reflected significant knowledge deficiencies regarding currently accepted principles of pain
management, as well as beliefs that could affect optimal care. A lack of knowledge has been
recognised to be associated with poor clinical ability to assess and manage pain adequately 7% in
Hong Kong, Chuk (2002) conducted a study concerning the accuracy of pain assessment of 198
senior student nurses using a clinical vignette approach. Less than half (40.8%) of the student nurses
in this study correctly considered the subjective report of patients as the most reliable indicator of
pain. The remaining students (59.2%) tended to ignore the subjective indication of pain and rather
incorrectly referred to objective signs for pain assessment. The results indicate that the objective
signs of pain serve as a bias for senior student nurses to disregard the subjective report of pain by
patients. Although the sample size of senior nursing students in this study was small, the results are
consistent with previous research results. This study of nursing students highlights the importance of
pain education of the health care professional for accurate pain assessment and improved quality of

patient care and pain management.
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Common limitations are present in all the above-mentioned studies. These include low response
rates to questionnaires, small sample sizes, limited representability of the sample populations and '
limited generalisability of the results. There may be sampling bias associated with increased
responses from health care professionals who are more confident in their knowledge of pain
mechanisms, thereby influencing the results favourably. Furthermore, Ali and Thomson (2009) note
that survey-based research designs have inherent limitations due to their standardised format. The
understanding of questionnéires may not be the same for all the respondents, with possible
misinterpretation of the wording of the questions. Despite these limitations, the results of these

studies are consistent with each other as well as with previous research.

As mentioned previously, injury can have a profound psychological impact on athletes * 7.

Knowledge about the psychological factors associated with pain and pain management will now be

discussed.

(i) Knowledge about psychological factors associated with pain and pain

management

There is increasing research in the field of sports psychology; information identified in the literature
may influence how physiotherapists treat elite athletes ®. Physiotherapists often have to deal with

the injured athletes’ associated emotional disturbances *.

Gordon, Milios and Grove (1991) revealed that 84% of physiotherapists in Australia and New Zealand
felt their training in psychological aspects of injury was inadequate, and more relevantly, 87%
welcomed more applied information in this area of their training. Due to the small sample size, these
results are not representative of the general physiotherapy population; and results may differ in

other countries due to differences in undergraduate and postgraduate curricula.

Views of physiotherapists on the psychological content of their practice were explored by Hemmings
and Povey (2002). This study was conducted in the United Kingdom, aiming to bridge the paucity of
research in this field. Although research into the psychological aspects of sports injury is increasing
and psychological interventions have been identified as important in the rehabilitation process, few
studies have focused on how sports medicine practitioners deal with psychological problems.
Physiotherapists reported that psychological factors were an important aspect of sports injury and
90% of physiotherapists believed that sports injuries have a psychological impact in the athlete.

12
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Physiotherapists noticed a variety of characteristics in athletes who successfully cope with injury:
compliance with treatment and rehabilitation (54%), positive attitudes to injury and life (40%),
motivation (28%) and determination (24%). Likewise the physiotherapists reported a range of
characteristics in athletes who less successfully cope with injury: these being non-compliance with
rehabilitation (49%), impatience (29%), poor motivation (22%), and a lack of understanding of an
injury (19%). The physiotherapists also reported often using psychological techniques when treating
injured athletes. These included creating vafiety in rehabilitation exercises, using short term goals
and encouragement and detailed explanation of the treatment and rehabilitation process. Less than
10% reported having access to a sports psychologist and only half of these reported ever referring an
athlete for counselling. This indicates that future physiotherapy education may need more emphasis
on the psychological aspect of injury, and seek to increase knowledge on the potential of using
psychological interventions within a physiotherapy rehabilitation programme. Further replication of
this research, incorporating a larger sample size and possibly physiotherapists from different

countries, is needed to represent the views of physiotherapists across a general population.

Although physiotherapists demonstrate knowledge about the need for psychological intervention, it
does not always extend to proactive intervention . Furthermore, some form of referral network

should be established between physiotherapists and sports psychologists.

In the above studies the focus of the research was on pain knowledge. However, as previously
mentioned knowledge and attitudes do not always align, and negative attitudes and beliefs may
override knowledge in the clinical setting. It is notable that an increase in knowledge has been found
to influence pain attitudes and beliefs in some studies. Jones, Ravey and Steedman (2000) found a
statistically significant change in attitudes and beliefs about pain of occupational therapists in the
United Kingdom after participation in a pain management program. From a different perspective,
Moseley and colleagues (2002) identified that education about the neurophysiology of pain results
in significant changes in pain beliefs and attitudes; as well as alterations in pain cognitions and
physical performance in patfents with chronic lower back pain ®. This highlights the importance of
physiotherapists’ knowledge about pain in educating patients, to achieve improved treatment

outcomes.

Adequate pain knowledge is therefore essential to ensure effective pain assessment and
management. However, pain education and training aimed at increasing knowledge alone is limited.
The role of attitudes and beliefs about pain must be acknowledged and the link between the three

factors explored further.
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2.3.3. Pain attitudes and beliefs

In a study of orthopaedic physiotherapists’ knowledge and attitudes about chronic pain, Wolff et al
(1991) found insufficient pain knowledge and inappropriate attitudes, which could lead to
inadequate treatment of patients with pain. All but 4% of the participants preferred to work with
patients who were not likely to have chronic pain, while 72% believed their entry-level education in
pain and pain management was inadequate to deal with an orthopaedic patient population. Despite
this finding, 77% were satisfied with their current level of pain knowledge. Only 27.7% felt that
physiotherapy is beneficial for patients with chronic pain and the majority of the sample (84.9%)
indicated that successful rehabilitation requires more than physiotherapy alone. It is encouraging to
note that 50% reported continuing education as the most useful source of pain management
information. As in the studies discussed earlier, pain knowledge scores for this population were low
where 49.6% met the criterion score. Notably, scores on positive attitudes toward treating patients

with chronic pain were even lower with only 7.8% meeting the criterion score.

A criterion test score of 80% was set by the authors to demonstrate adequate pain knowledge and
appropriate attitudes. Contrary to other studies, no correlation was demonstrated between pain
knowledge and attitudes. A significant weakness of this study is the low response rate (36.6%) which
should be considered with regard to generalising results to the population. Furthermore, the sample

is not representative of all physiotherapists.

Attitudes and belief about pain affect health care practitioner’s perceptions of patient’s suffering
and pain. The International Association for the Study of Pain (IASP) describes pain as being “always
subjective”, however, Bartfield, Salluzo, Raccio-Robak, Funk and Verdile (1997) found key treatment
decisions to be dependent on the physician’s perception of their patient’s pain; possibly a reflection
of underlying beliefs and attitudes rather than knowledge. Although this information is interesting, it
may not be applicable to other professional settings as the study only included physicians, was
performed at one particular institution and was conducted on one particular patient population.
Further studies are needed to clarify the factors which influence health care professionals’

assessment and treatment of pain.

Negative biases of physiotherapists towards patients with chronic pain have been shown to
potentially influence expectations of treatment outcomes and ultimately, the actual treatment
outcome. Simmonds and Kumar (1996) looked at whether knowledge of a patient’s workers’

compensation status influences clinical judgements.
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It was found that knowledge of a patient's compensation status did not influence the
physiotherapists’ physical assessment but did influence prognostic judgement. There may be some
limitations in this study based on the use of videotape methodology. No verbal communication or
palpation was possible between the physiotherapist and the patient. While different methodology
may have been more realistic clinically, it could have confounded the results due to the variability in

communication and palpation skills &2,

Further, it is suggested that in order to maximise the rehabilitation potential of patients with chronic
low back pain, physiotherapists need to be aware that their pain beliefs may influence their
management of these patients. Daykin and Richardson (2004) evaluated physiotherapists’ pain
beliefs and their influence on the management of patients with chronic low back pain. Personal pain
experience was found to affect physiotherapists’ management of their pain patients. The influence
of physiotherapists’ beliefs regarding ‘difficult’ patients on the therapeutic outcome was more

apparent than the effect of treating ‘good’ patients.

Patients with acute pain were believed to be ‘good’ patients with satisfactory treatment outcomes,
whereas ‘difficult’ patients were not expected to have good treatment outcomes, leading to an
inequality in treatment and sub-optimal management of these patients. Patient compliance was also
found to affect the physiotherapists’ perceptions and therefore management. Increased experience
and a larger “tool bag” of techniques was seen as desirable, with physiotherapists’ having increased
self-efficacy and confidence in their patient management. Although improved knowledge was
desirable, it did not always lead to a change in practice. Physiotherapists’ attributions about pain
were reflected in the treatments they provided and were evident throughout their therapeutic

encounter with patients 2.

The physiotherapist-patient relationship is a reciprocal one. Physiotherapists’ attributions can
influence the patients’ beliefs and behaviour; and the clinical characteristics physiotherapists believe
patients have can affect their own treatment strategies and outcomes. Daykin and Richardson
(2004) found that physiotherapists’ beliefs about pain and its management influenced the outcomes
of therapeutic encounters with patients. This study provides valuable information as it addresses an
area that is lacking in the Iiteratu;e, i.e. pain beliefs of physiotherapists within their therapeutic- -
encounter with chronic pain patients. However, the small sample size, data analysis based on a
grounded theory approach and lack of valid and/or reliable outcome measures limits the

generalisability of this study.
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A further attitude or belief about pain which may influence patient care relates to fear-avoidance.
Some evidence exists that treatment behaviours are associated with fear-avoidance beliefs in
healthcare providers. Houben, Viaeyen, Peters, Ostelo, Wolters and Stomp-van den Berg (2004),
evaluated healthcare providers’ attitudes and beliefs towards low back pain. Therapists’ included in
this study were chiropractors, physiotherapists and manual therapists. Therapists’ attitudes and
beliefs were found to influence patients’ attitudes and beliefs, therefore impacting on patients’
behaviour and impairments. Houben, Gijsen, Peterson, de Jong and Vlaeyen (2005) identified that
healthcare providers’ treatment attitudes and beliefs were found to influence the actual treatment
provided. Therefore, the attitudes and beliefs of healthcare providers may also play an important
role in the persistence of pain. The study sample consisted of final year physiotherapy students
from one school; therefore the question remains whether the results of this study would be similar
to those with more experienced physiotherapists and the generalisability of the results should be

treated with caution.

Green and colleagues (2002) investigated whether differences in pain management are related to
physicians’ attitudes. It was identified that physicians with a goal of high pain relief were more likely
to provide high quality care; therefore, physicians’ low pain relief goals and neutral attitudes

towards satisfaction with the management of pain suggest the potential for its under-treatment .

From the patient perspective, Seers and Friedli (1996) investigated patients’ experiences of their
chronic pain. Patients’ perceptions of disbelief by physicians were found to have negative
consequences. Having their pain acknowledged as real was crucial to many patients, and it was
identified that the most important factor for patients was that their pain was believed; thereby
leading to improved patient care. This study highlights how pain affects many dimensions of a
patient’s life, emphasising the complex and multidimensional nature of pain, as well as the

importance of healthcare professionals’ attitudes toward and beliefs about pain.

The literature highlights the importance of adequate knowledge as well as appropriate beliefs and
attitudes of health care professionals in the management of pain, and the role of education in
achieving this. Thus, knowledge, attitudes and beliefs about pain may be influenced through
effective education strategies, thereby addressing some of the issues that have been identified in
literature. The specific factors which may influence the knowledge, attitudes and beliefs of the

health care professionals managing pain in athletes will now be discussed.
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2.3.4. Factors Contributing to Pain Knowledge, Attitudes and Beliefs of Pain

Gender, ethnicity/culture, academic training and clinical experience are factors that have been
found to contribute to a person’s knowledge, attitudes and beliefs of pain. Each of these factors will

be discussed in the following section.

) Gender

The literature largely focuses on gender differences in patients. Pain perception and pain responses
have been recognised to differ between men and women. It is acknowledged that men and women
respond differently to nociceptive input due to physiological differences in functioning % 3 7€,
Fillingim and Maxiner (1995) reviewed a representative sample of experimental pain studies and

concluded that women exhibit lower pain threshold and tolerance than men.

It is considered that the various systems (e.g. neural, hormonal) involved in the transmission and
modulation of nociceptive information may contribute to gender associated pain differences in péin
sensitivity. Fillingim, King, Ribeiro-DaSilva, Rahim-Williams and Riley (2009) confirm these gender
differences in a comprehensive review of recent clinical and experimental literature. This review
attempted to select studies from a range of geographical regions as well as, where possible, rely on

studies drawn from general population-based samples, thus improving genefalisability.

Possible theories explaining male and female differences in the pattern of reporting pain are
explored by Holdcraft and Power (2003) in a clinical review of recent developments in the
management of pain. These include a greater biological sensitivity to painful stimuli in women; a
cognitive psychological difference such that women label stimuli as painful at different thresholds
from men; and social and cultural factors that influence reporting of pain differently in men and
women. These underlying biological mechanisms of pain and the contribution of psychological and
social factors as they contribute to the meaning of pain for women and men warrant greater

attention in pain research *.

Sullivan, Tripp and Santor (2000) examined gender differences in catastrophising and pain in healthy
students in Canada. Results showed that women reported more intense pain and engaged in pain
behaviour for a longer period of time than men. Women ailso scored higher on a measure of
catastrophic thinking than men. The emerging literature suggests that, in order to maximise the
impact of interventions for pain control, it is necessary to devote more attention to understanding

the goals of coping with pain and clarify the contextual factors that impact on these goals.
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if men and women have different goals when faced with painful situations, they wili likely aiso differ
in the thoughts and behaviours that are initiated to attain those goals. This study signifies that
gender could be a factor which infiuences heaithcare professionals’ thoughts and behaviours

towards their patients.

However, differences in pain response may equally be affected by cuiturai gender differences, that
is, differences in culturally accepted or expected behaviour by men or women * ** 3 |n a review of
research examining gender variations in clinical pain experiences, Unruh (1996) recognises social
differences in the upbringing of boys and giris as a factor which contributes to differences in pain

perception, making it more acceptable for women to report the experience of pain.

Results identified by Robinson, Riley, Myers, Papas, Wise, Waxenberg and Fillingim (2000) are
consistent with the gender-stereotyped pain expectations and lend support to the gender role
theories that suggest that men and women are socialized to respond differently and have different
expectations relative to pain perception. Men are expected by both sexes to have higher pain
endurance and lower pain sensitivity than women. Attitudes and beliefs about the acceptability of
different aspects of pain behaviour for women and men may be an influencing factor and gender

may have an impact on management practices within pain clinics .

in an epidemiological perspective of gender differences in pain, LeResche (1995) identifies most
studies to sample young aduits, largely conducted in North America or Western Europe. These
limitations become salient if social development and culture are considered important in influencing
tendencles to experience and report pain. Aithough the selective nature of study samples does not
invalidate the results of individual studies and may not invalidate the authors’ conclusions regarding
the higher pain sensitivities of women, it does lead to the question of whether the findings can be

generalised to the overall population.

Despite the evidence that women have lower pain thresholds, less pain tolerance and greater pain
behaviours than men in most societies, there is evidence that women and men receive differential
care for their pain, with the disadvantage being greatest for women. Healthcare professionals tend

to associate pain experienced by women with emotional and psychosocial factors.
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Literature focuses on gender-related prejudices which impact on the quality of pain care *. These
studies centre on biases towards patient gender. Despite studies identifying differences in gender
expectations with regard to pain tolerance, there are no studies which explore the possibility of
healthcare professionals’ gender as a factor which may influence attitudes and beliefs about pain

towards their patients, thereby affecting the outcome of pain management.

Unruh (1996) identifies several limitations that must be considered in any review of gender and pain
experience. Gender is rarely the primary focus of pain research; instead, gender is typically included
as a socio-demographic variable. As a result, there may be some bias towards reporting only
statistically significant gender differences giving an overall inflated appearance of gender variation in
pain experience. Uneven gender distribution within samples may obscure or exaggerate gender
outcomes. Sample size, age distributions, statistical significance and reliability/validity of measures

in epidemiological surveys have considerable variability, thereby limiting credibility of the results.

As discussed in the previous sections, culture and ethnicity may influence attitudes and beliefs about
pain limiting comparison of studies exploring knowledge in different contexts. The influence of

ethnicity and culture on pain knowledge, attitudes and beliefs will now be discussed.

(if)  Ethnicity/Culture

Ethnicity describes groups of people with shared culture, heritage and beliefs. Culture refers to
shared language, behaviour, customs and knowledge. Pain is recognised as a subjective experience
that is influenced by ethnicity and culture, shared attitudes, and values about behaviour and words
%, Ethnic factors may have a major influence on how pain is appraised and responded to emotionally
and behaviourally. The meaning of pain can be influenced by socio-cultural factors related to ethnic

background .

There is considerable evidence which demonstrates ethnic differences in pain beliefs, pain
perception, pain tolerance and experience of pain * % 2 #_ Although the literature focuses on
persons experiencing pain, this information provides rationale to explore whether ethnicity may

influence physiotherapists’ attitudes and beliefs about pain.

Ethnic differences in pain beliefs, pain prevalence and pain coping strategies have been reported in
experimentally induced pain and in both acute and chronic pain ** ** %, Similar results have been
recorded in people living with HIV/AIDS (PLWHA) ' 3% #  Non-Caucasian PLWHA reported
significantly higher pain intensity than Caucasian patients in a study exploring pain in PLWHA

conducted in New York °.
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This is of particular relevance as Southern Africa is the most severely affected region in the world,
with 5.6 million PLWHA in South Africa alone . There are several limitations to the above-
mentioned studies: it is important to note that all the studies focus on investigating ethnic
differences in pain beliefs among patients rather than health care professionals. Campbell et al
(2005) conducted their study on healthy college students from a homogenous urban university
population; while Hastie et al (2005) used a community-based sample, therefore the degree to

which results can be applied to other populations is unknown.

Tan et al (2005) identified that unequal sampling between black and white populations may possibly
render the comparisons less sensitive to detecting actual differences between the groups. What is
interesting, however, is that ethnic differences in pain-reducing behaviours are present even within

a young, college-educated, healthy sample.

This suggests that ethnic differences in behaviour responses to pain are present before the
development of a clinical pain condition and may reflect behaviour patterns acquired relatively early

in life based on cultural or environmental influences .

While no similar studies could be found relating to South African ethnic groups it is possible that
similar differences may be found. These differences in pain prevalence and coping strategies are
theorised to be as much a reflection of differences in physiological functioning as of the psychosocial
influence of culture 2. Given the large number of ethnic groups which make up South African society
and the possible differences between ethnic groups in pain beliefs, pain reporting and pain coping
strategies, it is pertinent to explore ethnicity as a variable which may influence pain knowledge,

attitudes and beliefs.

As identified earlier, education may play a role in changing attitudes and beliefs about pain. The

influence of academic training on pain knowledge, attitudes and beliefs will now be discussed.

(ili) Academic Training

Jones et al (2000) focused on the attitudes and beliefs of occupational therapists following a pain
education course. Results showed an improvement in scores after education, indicating a positive
change in beliefs and attitudes. It is noted that the sample consisted of occupational therapists that
chose to attend the course and different results may have been obtained with a cohort group who

had no choice about attendance.
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Enskar, Ljusegren, Berglund, Eaton, Harding, Mokoena, Chauke and Moleki (2007) compared the
perspectives on pain and pain management of nurses from the UK, South Africa and Sweden. it was
found that Swedish nurses have higher levels of knowledge and a more positive attitude to pain
management than nurses from the UK or South Africa. While there may be benefit in comparing
different countries, results may be a reflection of differences in education, responsibilities and

working conditions or a reflection of culture and beliefs %,

In the Netherlands, Zwakhalen, Hamers, Peijnenburg and Burger (2007) found that educational level
seems to influence beliefs and knowledge about pain. Furthermore, in Australia, an integrated pain
course developed according to the IASP pain curriculum guidelines resulted in increased allied health

students’ knowledge about pain .

This information is important as it highlights that physiotherapists’ knowledge and attitudes of pain
may differ depending on the academic institution and level of undergraduate or postgraduate

education.

An opposing study found no correlations between test scores, entry-level pain education and pain
knowledge satisfaction of orthopaedic physiotherapists in the USA ¥’. Furthermore, Fanslow (1985)
investigated nurses’ attitudes towards pain, showing that a sufficient knowledge base may not be
directly associated with appropriate attitudes or effective use of the knowledge. These studies are
dated and therefore the level, type of education and curricula may differ significantly in more recent

times, thereby rendering the results of these studies irrelevant.

Although the literature largely supports academic training as a factor that may influence knowledge,
attitudes and beliefs about pain, there is a paucity of research on the pain curriculum content in
health care courses in a South African context. This is important as there are eight academic

institutions which offer Physiotherapy, each with slightly differing curricula.

Having considered the role of undergraduate training and education, the role of postgraduate

clinical experience on pain knowledge attitudes and beliefs will now be discussed further.
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(iv) Clinical Experience

Wilson (2007) identified that clinical experience influences nurses’ knowledge of pain and that the
working environment has an influence on the development and use of this knowledge. This study
included a small group of nurses who were self-selecting (specialist oncology hospice nurses and
general district nurses). These findings are supported by another recent study which found that
nurses with more working experience had more positive attitudes to pain management and a higher
level of knowledge %*. Enskar et al (2007) noted that comparing the results from different countries
may affect results due to differences in education, responsibilities and working conditions. Similar
results were identified in a study of physiotherapists in Sweden, where beliefs are found to change
during the first 18 months of qualifying, with a possibility of continued change with further

experience »

In contrast to the results discussed above, correlations between test scores, years of experience and
pain knowledge satisfaction of orthopaedic physiotherapists in the USA were not found to be
significant ¥’. Lebovits et al (1997) also found no significant differences based on post-graduate years

of experience of healthcare providers in New York.

The results of both these studies may be limited due to sampling bias, as respondents who chose to
complete the questionnaires may have had confidence in their knowledge, thus scoring higher than
those who chose not to return the questionnaire. Further, both studies were conducted over 10
years ago and there may have been changes in the clinical environment in various health
professions, therefore the results may no longer be representative of the current situation. While no
similar studies have been conducted in South Africa, it is possible that clinical experience,
particularly in a sports physiotherapy setting, may play a role in knowledge, attitudes and beliefs of

pain.

It is apparent from the inconclusive literature that further research is required to explore the

Iinfluence of clinical experience on pain knowledge, attitudes and beliefs.

Several factors may therefore influence healthcare professionals’ knowledge, attitudes and beliefs
about pain. These include gender, ethnic or cultural differences, undergraduate training,
postgraduate experience and training. Methods of evaluating pain knowledge, attitudes and beliefs

in health care professionals will now be discussed.
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2.3.5. Assessing pain knowledge, attitudes and beliefs in health care

professionals

Few tools have been developed to measure the knowledge, attitudes and beliefs in health care
professionals. These include the Pain Attitudes and Beliefs Scale for Physiotherapists (PABS-PT) ,
The Health Care Providers’ Pain and Impairment Relationships Scale (HC-PAIRS) ® and the Revised
Pain Knowledge and Attitudes Questionnaire (RPKAQ) ¥'. |

The PABS-PT and HC-PAIRS were identified by Bishop et al (2007), in a systematic search and critical
review, to currently be the most thoroughly tested tools available for the measurement of attitudes

and beliefs of heaith care professionals towards spinal pain.

The PABS-PT is a measure designed to assess the strength of two treatment orientations, namely
biomedical and behavioural, towards the management of patients with chronic lower back pain ’.
Findings suggest that the PABS-PT is a valid tool that discriminates between physiotherapists with a
‘behavioural’ orientation and those with a ‘biomedical’ orientation; however internal consistency is

questionable .

The HC-PAIRS assesses the attitudes and beliefs practitioners hold about functional expectations for
patients with chronic lower back pain ’. The HC-PAIRS shows good validity and satisfactory internal

consistency, with moderate test-retest reliability ’.

A limitation of the PABS-PT and HC-PAIRS is that the questions are specific to chronic lower back
pain and thus cannot be used to assess health care professionals’ general knowledge, attitudes and
beliefs about pain; furthermore, the questionnaires focus on attitudes and beliefs about pain, rather

than knowledge.

The RPKAQ covers a wide base of knowledge that is appropriate for health care professionals 72 The
sub-sections in the original questionnaire included physiological, psychological, developmental,
assessment/measurement, pharmacological and cognitive/behavioural aspects of pain knowledge.
Content validity of the RPKAQ was established by consultation with five internationally recognised
experts in pain research; however the internal consistency was unsatisfactory and the questionnaire
was developed over 10 years ago . Based on the variety of pain aspects included in the RPKAQ, it
was selected as the most appropriate tool to assess pain knowledge, attitudes and beliefs in the
current study. It is, however, noted that there is scope for development of a more valid and reliable
outcome measure for the assessment of pain knowledge, attitudes and beliefs in health care

professionals.
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2.4. Summary

There is a need for therapists to be aware of the levels of evidence that exist for pain treatments .
A review of the literature reveals a paucity of evidence relating to pain knowledge and assessment
ability in healthcare professionals. The implications for physiotherapy practice are highlighted by the
fact that poor knowledge about pain and pain mechanisms is recognised to lead to poor assessment

ability and subsequently poor pain management 7%,

Adequate knowledge of pain and the ability to assess pain is essential in order to treat appropriately,
effectively and optimally. This is of particular relevance in the field of sports physiotherapy where
the majority of patients will experience pain associated with injuries which needs appropriate

evidence-based assessment and management using a biopsychosocial framework.

Further, there is a paucity of research on the knowledge of pain in health care professionals in South
Africa, particularly in physiotherapists. Research in this field could provide insight into the ievels of
pain knowledge, the pain attitudes and pain beliefs of physiotherapists treating athletes and explore
the factors which may contribute to level of knowledge or influence attitudes and beliefs. In addition
such research could be used to facilitate an improvement in pain education aimed at increasing
health professionals’ knowledge and changing attitudes and beliefs about pain. This may then result
in an improvement in health professionals’ assessment and identification of central changes that
contribute to chronic pain in athletes. Additionally, this may allow for implementation of more
appropriate and effective intervention strategies in the acute stages of injury, including referral to

relevant members of the multidisciplinary team.
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CHAPTER THREE

SPORTS PHYSIOTHERAPISTS' KNOWLEDGE, ATTITUDES AND BELIEFS
OF PAIN: A CROSS-SECTIONAL CORRELATIONAL STUDY

INTRODUCTION

Pain is the most common complaint for which individuals seek the help of a health care professional
55.57:62 and many studies present a high incidence of sports-related pain and injury % ®, Pain has
been identified as the 5 vital sign 72 indicating the attention with which health care professionals
should be assessing pain. The most commonly cited reasons for mismanagement of pain are health
care professionals’ negative attitudes and lack of knowledge about pain ”. The implications for
physiotherapy practice are highlighted by the fact that poor knowledge about pain and pain
mechanisms is recognised to lead to poor assessment ability and subsequently poor pain
management 2. Adequate knowledge of pain and ability to assess pain, as well as appropriate

attitudes about pain are essential in order to treat appropriately, effectively and optimally.

Moseley (2002) discovered that education about the neurophysiology of pain will result in significant
changes in pain beliefs and attitudes as well as alter pain cognitions and physical performance *.
Thus, knowledge, attitudes and beliefs about pain may be influenced through effective education

strategies, thereby addressing some of the issues that have been identified in the literature.

The physiotherapist has a central role in all aspects of pain assessment and subsequent
management. McKenna, Delaney and Phillips (2002) recognize that the physiotherapist is involved in
and plays a major role in the rehabilitation of elite athletes. However, there is a paucity of research
on South African health care professionals’ knowledge, attitudes and beliefs of pain, particularly in

the field of physiotherapy.

This study will aim to provide baseline descriptive information regarding the pain knowledge, pain
attitudes and pain beliefs of physiotherapists in South Africa, particularly those treating athletes;
and to explore factors (including gender, ethnicity/culture, clinical experience and academic training)

which may contribute to knowledge, attitudes and beliefs.
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3.1. AIMS & OBJECTIVES

3.1.1. Aim

The aim of this study was to determine the pain knowledge, pain attitudes and pain beliefs of
physiotherapists treating athletes and to explore factors which may contribute to knowledge,

attitudes and beliefs.

3.1.2. Objectives

1) To determine the pain knowledge and attitudes of South African physiotherapists treating

athletes as measured by the Revised Pain Knowledge and Attitudes Questionnaire *.

2) To determine whether gender, ethnicity, academic training or clinical experience is

associated with pain knowledge and attitudes.

3.2. METHODS

3.2.1. Participants and Study Design

The study was a descriptive cross-sectional correlational design. The study was submitted and
approved by the Faculty of Health Sciences Human Research Ethics Committee, University of Cape
Town (HREC REF: 312/ 2011) (Appendix I). One thousand five hundred and sixty-two HPCSA
registered physiotherapists were requested to participate in the study through electronic
correspondence. All participants were required to give informed consent before completing the
questionnaire (Appendix Il). The informed consent form explained the purpose of the study,
voluntary participation with no risk to reputation, how confidentiality and anonymity would be

ensured and the right to withdraw from the study without prejudice.

3.2.2. Sample Size Calculation

The study sample included the whole population of physiotherapists who are members of the Sports
Physiotherapy Group (n=639) and the Orthopaedic Manipulative Physiotherapy Group {(n=1339) of
the South African Society of Physiotherapy. Some physiotherapists were members of both the
above-mentioned groups (n=416). Thus, the informed consent forms & questionnaires were

distributed to a total of 1562 physiotherapists.
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Sample size in surveys needs to be carefully considered as response rates have been reported to be
as low as 35% ”* or even 20% ¥ *°. Sample size was calculated using Epi-Info Version 7 % based on a
population of 1562 physiotherapists. Using the pain knowledge scores obtained by the
physiotherapy students (68.87%) in the study conducted by Parker et al (2009), with a 4% precision
interval (score range of 63.87 — 73.87%), and a 95% confidence interval, a sample size of 272 was

required, a 17.4% response rate.

3.2.3. Inclusion Criteria

HPCSA registered physiotherapists who are members of the Sports Physiotherapy Group (SPG) of the
South African Society of Physiotherapy and/ or the Orthopaedic Manipulative Physiotherapy Group
(OMPTG) of the South African Society of Physiotherapy were included in this study.

3.2.4. Exclusion Criteria

Participants who had failed to complete all five sections of the Revised Pain Knowledge and

Attitudes Questionnaire were considered to be drop-outs and were excluded from the study.

3.2.5. Recruitment

Participants were selected using the South African Society of Physiotherapy Special Interest Group
Database and were recruited through electronic correspondence informing them of the study and
requesting voluntary participation (Appendix Il). No randomisation of subjects was necessary, as this

cross-sectional study made use of a whole population.
3.2.6. Revised Pain Knowledge and Attitudes Questionnaire

A demographic questionnaire was included to obtain the characteristics of the sample (Appendix
I).The Revised Pain Knowledge and Attitudes Questionnaire ** (Appendix Ill) covers a wide base of
knowledge that is appropriate for health care professionals. The sub-sections in the original
questionnaire included physiological, psychological, developmental, assessment/measurement,
pharmacological and cognitive/behavioural aspects of pain knowledge. The questionnaire was
adapted for the present study by éxcluding the section on pharmacological management of pain~ .
Although pharmacology is presently a part of the curriculum for BSc {(Physiotherapy) in South African

universities, the content of the courses is variable.
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In addition, the pharmacology course is a recent addition to the physiotherapy curriculum in South
Africa and physiotherapists who graduated more than 10 years ago may have had limited

pharmacological training.

Further, physiotherapists in South Africa do not have prescription rights. The adapted Revised Pain
Knowledge and Attitudes Questionnaire used in this study therefore included physiological,
psychological, developmental, assessment/measurement, and cognitive/behavioural aspects of pain

knowledge.

Scoring for the Revised Pain Knowledge and Attitudes Questionnaire was performed, according to

the instructions of the instrument’s author, as follows:
Responses on the Likert Scale were modified to a true/false/unsure format.

=  One mark was awarded for each answer on the correct end of the Likert Scale
= Zero marks were awarded for each answer on the incorrect end of the Likert Scale

= Zero marks were awarded for each question not answered/ indicated as ‘uncertain’

Correct answers in each sub-section of the Revised Pain Knowledge and Attitudes Questionnaire
were scored as a percentage and the total correct answers for the entire Revised Pain Knowledge

and Attitudes Questionnaire were scored as a percentage.

The informed consent forms and questionnaires were kept in the original English format as all
correspondence from the Health Professions Council of South Africa and the South African Society of
Physiotherapy to health care professionals is in English. Perhaps in future, the questionnaire should

be available in the languages used for academic training in South Africa.
(0]] Validity of the Revised Pain Knowledge and Attitudes Questionnaire

The content validity of the original Pain Knowledge and Attitudes Questionnaire was established by
consultation with five internationally recognised experts in pain research %, as discussed in the
literature review. A disadvantage is that the validity was established internationally over 10 years
ago, therefore content and face validity should be ascertained by a panel of South African
physiotherapists in the field of sports physiotherapy and/or pain to improve the strength of the
questionnaire and generalisability of results. Furthermore, cross-cultural adaptation of the

questionnaire for the South African population may enhance applicability of the findings.
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(ii) Internal Consistency of the Revised Pain Knowledge and Attitudes
Questionnaire (Adapted Version)

Unruh (1995) reported a Cronbach alpha of 0.65 for the original Pain Knowledge and Attitudes
Questionnaire. internal consistency of the adapted version of the Revised Pain Knowledge and
Attitudes Questionnaire used in this study was established post-hoc by calculating reliability. A
reliability coefficient of 0.7 for the Cronbach alpha is regarded as acceptable internal consistency for
an instrument as a whole. The RPKAQ had a Cronbach alpha of 0.62 (questionable internal
consistency). It is noted that test-retest reliability could have been included in the pilot study to

strengthen the dependability of the questionnaire.

Alpha values for each question was determined and recalculated with individual items deleted in
order to explore the contribution each item made to the underlying construct of the subscale. It is
expected that the alpha value will decrease with the removal of an item from the questionnaire; a
rise in the alpha value with the removal of an item indicates that the item compromises the
underlying construct of the questionnaire and should be removed. Omission of items did not
significantly affect the underlying construct of the questionnaire (Table 3-2). Four questions in the
RPKAQ showed a slight increase in alpha value when removed. These included “Nociception is
experienced at the site of tissue damage”; “Children can have severe headaches or migraines”;
“Relaxation is an effective method of pain relief for mild to moderate levels of pain”; and
“Cognitive/behavioural methods have more effect on reducing mild pain than pain which is
moderate or severe”. The slight increase in alpha value suggests that there may be an interpretation
issue with these questions. Possible ambiguity may lie in the term ‘nociception’; the difference
between headaches versus migraines; and the subtleties of ‘mild/moderate/severe’ pain. As the
increase in the alpha value of the instrument with removal of these items was <0.1, the items were

retained.
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Tahle 3-2: Internal Consistency of the RFKAG

Summary far scale: Cronbach alpha = 0.62

There is a predictable relationship between the extent of an injury and the
person's perception of pain.

Pain is a physiclogical sensation,

The sensation of pain varies from individual to individual.

Mociception is experienced at the site of tissue damage,

The physiclogical basis of pain is well undarstoad.

The intensity of pain is its most important guality.

Two people with exactly the same physical conditian or trauma will have similar
experiences of pain.

Pain is a subjective experience.

The duration of pain is similar for individuals with the same pain condition,
tnrelieved pain contributes to the onset of chronic pain,

Chronic pain always has an underlying psychological cause,

A person's statement abaut pain should always be accepted at face valua,

If there is no arganic basis ta the pain, then the pain is psychological.
Psycholagically caused pain ¢an hurt as much as organically caused pain.

A person receiving compensation is less likely to recover from pain.

Chronic pain frequently leads to depression.

It is commaon for someone with chronic pain 1o feel little cantrol ever the pain.
Improving an individual’'s coping skilis is more important than determining the
extent to which there may be a psychological cause of the pain.

Pain due to a physiological cause and pain due to a psychological cause can
occur simultansously.

People with chronic pain can continue to five productive lives,

A person may have severs pain but appear calm and ratronal at the same time.
Learning to tolerate pain builds character.

Relief of pain is often more important to the person than treatment of the
underlying condition.

Deliherate faking of pain is rare among peopla with pain.

A child, who is playing after surgery, may have pain.

Children exparlence less pain than aduits.

Due to the immaturity of the nervous system, newborns have little sensitivity to
pain.

Children have a higher tolerance far pain than aduits.

Children ¢an have severe headaches or migraines.

If childven are giverr medicatian far pain, they are more likely to think that drugs
wili saive their prablems later in life.

A premature infant is able to feel pain.

Children, wha have recurrent abdominal pain, are probably seeking attention or
trying to escape responsibilities.

Elderly people tolerate more pain.

It is impossible to measure pain in an individual who is unable to communicate
about pain.

Behavioural measures of pain are reliable measures of shart sharp pain.
Self-report is the mast meaningful measure of pain.
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Children remember pain.

A person, who is sleeping, may have significant pain.

Slood pressure, heart rate, respiration, and sweating are good measures of
postoperative pain.

Increasing levels of endagenous opioids can help to determine if chronic pain is
due to a cause (NB: endogencus opipids are produced by the hady).

Pain can he reliably measured an a variety of numeric scales.

Behavioural measures of pain are reliable indicators of chronic patn.

Asking the persan "how do yau feel?” is usually the best way ta measure pain.
Frequent measurement of acute pain may make the pain worse.

Being engaged in meaningful activity may reduce a persan's perception of pain,
Cognitive/ hehavioural methods of pain relief are more effective than
pharmacologital methods,

Relaxation is an effective method of pain relief for mild to moderate levals of
pain.

Reinforcement of coping with pain is an important treatment intervention.

A spouse, parents, or other family members may exacerbate nan-coping
behaviours.

Cognitive/ behavipural methods have more effect an reducing mild pain than
paitt which is moderate or severe.

Progressive relaxation [tension with relaxation] may cause more pain.

It is preferable to use cognitive/ behavioural methods rather than
pharmacological treatments for pain refief,

Changing a person's patterns of thought regarding pain may imprave coping
skills.

Cognitive/ behavioural methods may have more impact an improving coping
than an retducing the intensity of pain.

0.61
0.63
0.62

0.62
062
0.al
062
0.6l
.62
0.6
G.63

0.6
.62

.61

.62
.62

.62

.61

[iii}  Feasibility of the Revised Pain Knowledge and Altitudes Guestionnaire

Feasibility was established with a pilot study consisting al 10 HPSCA repistered physiotherapists who
weore membess of the Sports Physiotherapy Group and/or Grlhapacdic Manipulative Physiotherapy
Group of the Seuth African Society of Physiotherapy. The participants completed the guestionnaire
successfully, appropriately indicating selected answers. Tecdback from the physiotherapists was

obitained regarding time taken to complete the questionnaire, camprehension of the guestionnaire,

as well as ease and efficiency of completion of the questionnaire, No significant changes were made

to the questionnaire following the pilot study. A progress bar feature was added to the anline

questionnaire indicating Ihe percentage ol completion af the questionnaire, as suggested in the

feedback responnes.
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(iv) ‘Adequate Pain Knowledge’

The score selected to represent an appropriate level of knowledge for the Revised Pain Knowledge
and Attitudes Questionnaire was 75%, as this is a first class pass at the University of Cape Town. A
score of 75% has been suggested as an appropriate score for the assessment of a vital sign, as
reflected by the Resuscitation Council (UK) using 75% as a standard pass mark for examination in the
Advanced Life Support (ALS) Course . The 75% score was also used in a previous study by Parker et
al (2009) using the RPKAQ in final year health sciences student Therefore 75% was regarded as a

necessary score of adequate knowledge if pain is to be respected as the fifth vital sign.

3.2.7. Procedure

Once the pilot study was completed, all members of the Sports Physiotherapy Group and
Orthopaedic Manipulative Physiotherapy Group were contacted through electronic correspondence
by the South African Society of Physiotherapy informing them of the purpose of the study and
requesting their participation (Appendix ll). Therefore, the identity and contact details of the
participants were kept blinded from the investigator. The e-mail included a link to the questionnaire
on Survey Monkey (www.surveymonkey.com). The informed consent form was presented to the
participant on Survey Monkey (Appendix ll); participants were required to indicate informed consent
electronically in order for the questionnaire to become available. Participants who did not indicate

consent were not granted access to the questionnaire.

All responses were anonymous, no contact details were included in the questionnaires and each
response was allocated a code on Survey Monkey to ensure anonymity and confidentiality. One
follow-up e-mail was sent to members of the Sports Physiotherapy Group at four weeks following
initial contact. Participants were encouraged to complete the questionnaires to obtain the highest
possible response rate. Questionnaires were marked electronically, which controlled for bias in
marking. All returned questionnaire responses were stored electronically in password-protected
files. On completion of the study, the correct answers to the questionnaire, as well as an explanation
of the answers, were supplfed to all Sports Physiotherapy Group and Orthopaedic Manipulative
Physiotherapy Group members of the South African Society of Physiotherapy via e-mail to assist in

increasing pain knowledge (Appendix IV).
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3.2.8. Statistical Analyses

Statistical analyses were performed using Statistica Software . The demographic data are
presented using descriptive statistics in the form of means and standard deviations [X t SD (range}].
The knowledge of the whole sample group is presented as percentage scores and described by
means and standard deviations [X + SD (range)]. As a consequence of differences in groups sizes,
differences in levels of knowledge between two independent groups was analysed using the Mann-
Whitney U test and differences in levels of knowledge between more than two independent groups
was analysed using the Kruskal-Wallis & test. Differences in pain knowledge, attitudes and beliefs
were tested between groups with gender, ethnicity, academic training or clinical experience as
grouping variables. Relationships between levels of knowledge and factors which may influence
knowledge are illustrated using Spearman’s correlation coefficients. Significance was accepted at the

p < 0.05 level.
3.2.9, Ethical Considerations

The study was performed in accordance with the principles of the Declaration of Helsinki (Seoul
version, 2008). The study was ;ubmitted and approved by the Faculty of Health Sciences Human
Research Ethics Committee, University of Cape Town (HREC: 312/ 2011) (Appendix I). All participants
were required to complete an informed consent form prior to completing the questionnaire
(Appendix Il). The informed consent form explained the purpose of the study, voluntary participation
with no risk to reputation, how confidentiality and anonymity would be ensured and the right to

withdraw from the study without prejudice. All data was kept confidential and anonymous.

i) Risk to Participants

There was no risk to the participants, anonymity ensured no threat to the participants’ clinical

practice or reputation, and there were no consequences for non-participating physiotherapists.
(i) Benefits to Participants

On completion of the study, the correct answers to the questionnaire, as well as an explanation of

the answers, were supplied to all Sports Physiotherapy Group and Orthopaedic Manipulative™ -

Physiotherapy Group members of the South African Society of Physiotherapy via e-mail to assist in

increasing pain knowledge (Appendix IV).
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3.3. RESULTS

The Revised Pain Knowledge and Attitudes Questionnaire was sent to 639 members of the Sports
Physiotherapy Group and 1338 members of the Orthopaedic Manipulative Physiotherapy Group of
the South African Society of Physiotherapy. Four hundred and sixteen physiotherapists were
members of both SPG and OMPTG groups, thus the guestionnaire was distributed to a total
papulation of 1562 physiotherapists. Sampling and responses are presented in Figure 3-1. Responses
were received from 253 physictherapists, a response rate of 16%. Of these 253 responses, 18
respondents gave informed consent but did not complete any part of the guestionnaire, rendering
the responses invalid; 235 physiotherapists completed the demographic part of the guestionnaire, a
response rate of 15%, however 28 of these respondents did not complete the RPKAQ to varying
degrees. A total of 207 respondents completed the entire questionnaire, a response rate of 13%.
Therefore, 235 questionnzires were used for demographic information and 207 completed

questionnaires were used for data analysis.

1552 15
Questionnaires Questionnalires
Distributed 253 Responses involid

235 i 28 Incomplete
Questionaires Demographic | Questionnaires
tsed for Questionniires Excluded fram
Demagraphic Completed Dhate Analysis
Information

218 Completed 214 Completed 212 Cornpleted 208 Covapleted Total 207
Sertion A: Sectiopns A & 8: Sectians A, 8 & AefLione 84 & Completed Full

o ] 0 Thysiofogy’, . .

Physiology’ ‘Physiofogy” & = Physioiogy, ‘Psyehotaay’ Cuestionnaire
, ‘Peychalony’ & ;

‘Psychology b i : ‘Develapmental’ &
‘Deyvelogrmento "assessment’

Figure 3-1: Summary of Responses
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3.3.1. Descriptive Characteristics

(i) Demopgraphics

Sncio-demopraphic characteristics are presented in Table 3-3. The majority of participants were

female (89%) physiotherapists from the provinces of Gauteng (36.1/%) and the Western Cape

{32.34%). The prevalent home languages of physiotherapists who responded were English [53.62%;

and Atrikaans [37 275, while African (2.13%} and Laropean (2.58%)] lanpuapes were in the minaority.

Takle 3-3; Socio-demaographic characteristics of the sample [n = 235}

: oo Frequency(%)  Mean £ SD {Range]
Age [Years) : fn=234)
3749 £9.74
{23-68)
Gender (n=1235)
Female 209 {89)
_ wale 26 {11]
_Home Language (n = 235)
English 176(s362)
Afrikaans 84 (37.57)
Lnglish/ Afrikoans H(3.40)
Hdebele 1 (0.43]
Sesatho 2 (D.8E]
SiSwat 1(0.43)
Kitsonpa 11043
Dutch 1(0.43]
erman 4 (1.7
English/ [talian 1[03.43)
______________Epgl_ishf_?orluguem 1(0.432)
_Province ¥ {n=235)
Gauteng 8 (w17
Eastern Cape 13 (k53]
Free State 13{5.53]
KwaZulus Matal 5 10.64)
Morlh West 9{3.83]
Western Capea 76 (37.34)
Eastarn Cape,/ Western Cape 1{0.43]
fWipumalanga §{3.43)
Limpopo 3{1.78)
Morthern Cape 1{0.43]

a5
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(ii) Academic Training and Clinical Experience

All universities which train physiotherapists in South Africa were represented in this study, with the
greatest number of physiotherapists having completed their undergraduate physiotherapy
qualification at the University of Cape Town (20.85%), University of Pretoria (19.15%), University of
Stellenbosch (18.72%) and University of the Witwatersrand (15.75%). A small number of participants
completed their undergraduate studies outside of South Africa (3.40%). Sixty percent of
physiotherapists in this study graduated over 10 years ago, with the remaining 40% having
graduated within the last 10 years; 91.92% are currently in clinical practice as a physiotherapist and
18.72% are involved in lecturing at various levels. A wide variety of postgraduate qualifications were
represented in the sample, including the OMT1, SPT1, CPR, Principles of Pain and Women’s Health
postgraduate certificates offered by special interest groups (SIGs) of the SASP, Masters and PhD
degrees (Table 3-4 & Table 3-5).
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Table 3-4; Academic training & clinical experience of the sample {n = 235)

Frequency (%} Mean 1 50 (Range)

Undergraduate University (n =235}
University of Pretoria 44 [14.15) -
University of Cape Town 49 {20.85)
University of the Witwatersrand 37{15.75)
University of the Free State 25{11.92)
University of Stellenbosch 44 (18,72}
University of Limpapo 9 (3.83)
University of KwaZulu Matal 9(3.83}
University of the Wesiern Cape £ (2,55
Hot in South Africa B{3.40)
Year of Graduation {n =135]
1995 + 9.96
(1968 - 2011)
_Graduation Timeline ~_{n=235}
Last 10 years (2011-2002) a5 (40.43)
=10 years ago {2001-1968) 140 (54 57)
Currently in Clinical Practice (R
Yes F16(591.97)
M 19 (5.05]
Clinical Experience {n=235)
Yeiars 1453 +573
AT {1-44}
Cammunity Service {Currently Completing) [n=235)
Y 1 {01.43)
M 234 [99.57)
Postgraduate Qualifications [Completed) {n = 235)
OMT 1 130
5PT1 29
CPR a3
Principles of Pain 18
Women's Health 7
Masters g
FhD 2
Postgraduate Qualifications {Currently completing) {n =235}
AT 1 ¥
SPT1 fa
CPR i
Principles of Pain 7
Women's Health k!
Masters 22
PhD 6

*Note: Participants were able to select more than one postgradunte qualification; therefore results

are not represented ds & percentage.
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Tahkle 3-5: Lecturing experience of the sample [n = 235)

Frequency (%)

_Involved in Lecturing _..n=235}
Yo 44 [18.42)
Mo 191 (=1.28)
Typeof lecturing (n = 235)
Courses oftered by S1Gs 16(4.25)
tndergraduate 3 (3.40)
Postgraduate 5(2.13)
tinder and posturaduate 5 (2.13]
tIndergraduate and Coursas 5 [2.13)
Postpraduate and Courses 712.93)
tinder and poslgraduate and Courses 4 [1.41
None 191 (81.27)

[iii]} Sports Physiotherapy Expericnce

Minety three percent of physiotherapists in this study had experience treating athletes. Of the

sample, 57.87% work in 3 sports physiotherapy practice setting, while 25.53% were also involed

with a sports team. Sporting codes were witdely represented, with most physiotherapists being

involved in a variely of sports. The majority of physiotherapists [55.32%) were involved in treating

athletes over Lhe age of 12 years, with 17.02% of physiotherapists treating athletes of all age groups

and 17.45% of physictherapists only treating athleles over the gge of 25 years, A mincrity of

physictherapists [18.72%) were involved in treating children under the age of 12 years {Table 3-6].
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Table 3-6: Sports physiotherapy experience of the sampie [n = 235)

Frequency [53)

__Mean 5D {Range)

11.50 £ 8,30 (C-40

_E;tﬁér'ience Treatlng Athlsates fn=235)
T e, 718 197.77]

Mo 17{7.23]
Number Df YEEIFS A N R e W R R L 2 e Y i

Experience in Sports Physiotherapy [n=235)
Sports Practice 136 15 4.8/)
Tearn Physiotherapist R (140
Sports Practice AND Tearn A [25.593)
Physictherapist
None 3 (12.19)

Sports g {n=235)
Athletics 108
Ballet/ Dancing 42
Cricket 68
Cycling EE
Golf 1))
Gyrnoastics 24
Hockey 65
Mountain Biking 7h
Methall 51
Rowing 7
Rugby 121
Running 137
Socorer &7
Swirnrning a3
Water Polo 21
Other o a2

Age Groups of Athletes Seen | [n = 235)
Al agos A0 01402
< 12 years 4 (1.70)
=12 yoars 130 [55.32)
> 25 yrars 41 [17.458)

*Note: Participonts were ptile te select more thon ane sporting code, therefore reswlts are not

represented as g percentage.
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3.3.2. Pain Knowledge and Attitudes Questionnatre Results (n = 207)

(i Overall Pain Knowledge and Attitudes Scores

The mean score for the RPKAQ was 65.53% 1 2.64%. No signlficant differences were found in the
total RPKAQ scores when analysed according to the wvariables in guestion (i.e. gender, home

language, academic training or clinical experience).
[ii) RPKAQ Sub-Sectian Scoreg

The Fain Knowledge and Attitudes score was comprised of five sections: "Physiology’, 'Psychology’,
‘Tevelopmental’, ‘Assessment and Measurement’, and 'Cognitive/Behavigural’, The lowest scores
were obtained for the ‘Assessment and Measurement’ [47.61% 2 15.55%) and ‘Developmental’
(58.68% + 20.75%) sections of the RPKAQ. The hiphest scores were ohtained for the ‘Physiology’
{76.79% £ 14.57%) and 'Psychology’ (72.79% £ 10.83%) sections of the RPKAQ. The average score
for the ‘Cognitive/Behavioural® section of the RPKAG was 68.16% + 12.68% (Figure 3-2). There were
significant differences in the wvaripus sub-sections of the Pain Knowledge and Attitudes

Cuestichnaire with regard to some of the objective variahles. These will be discussed in the pext

section.

100
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i 76,79
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Figura 3-2; Summary af Pain Knowledge and Attitudes Scores for the Sample
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[iii}  Adcquate Pain Knowledge and Altiludes Scores

Only 14.49% (n=30] of the physiotherapists had adegquate pain knowledge and appropriate attitudes
(RPEAC score of = 75%, Methodology Section 3.2.6 (W) ‘Adeguate Pain Knowledge' p.32), while
¥5.51% {n=177) of the physiotherapists had inadequate pain knowledge and attitudes (RPKAQ score
of < 75%) (Figure 3 3},

Fusthermaore, in the various sub-sections of the RPKAQ, 57% of physioctherapists had adeqguate
knowledge and attitudes about the physiclogy of pain; 42.03% of physiotherapists had adequate
kmowledge amd attitudes about the psychological aspects of pain; 24.15% of physiotherapists had
adequate dewvelopmental pain knowledge and atlitudes, and 3.86% of physiotherapists had
adeguate knewledge and attitudes about the assessment and measurement of pain: and 26.57% of
physiotherapists had adequate knowledge and attitudes about the cognitive/ behavioural aspects of
pain [Figure 3-3).

; ]
90 .....
80
: 70 ;
; e : WU S S—
50 . T —— TR F—
40 :
: 30
| 20
10 -

Percentape %

B Adeguate Pain Enowledge &
Attiturdes [=75%)

Inedequate Main Xnowledgn
& Attitudeos {<75%)

Figure 3-3: Comparison of SPG/OMPTG Physiotherapists in South Africa with Adequate &
Inadequate Pain Knowledge and Attitudes Based on RPKAQ Scores
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(iv)  Factors Contributing to Pain Knowledge and Attitudes
a) Gender
Overall Pain Knowledge and Attitudes Scores

There was no significant difference between males and females with regard to pain knowledge and
attitudes in this study (Average male score 63.28% +10.51% vs. average female score 65.82% =+
8.37%).

RPKAQ Sub-Section Scores

No significant differences were found in any of the sub-sections with regard to gender.
b) Home Language

Overall Pain Knowledge and Attitudes Scores

There were no significant differences in pain knowledge and attitude scores when analysed by home
language. In addition there was no difference in pain knowledge and attitude scores in those who
completed their undergraduate degree in their home language compared with those who completed

their undergraduate degree in a second language.
RPKAQ Sub-Section Scores

Those who studied in their first or home language scored significantly higher (76.94% £ 14.42%) in
the ‘Physiology’ section of the RPKAQ than those who studied in their second language (67.27% +
14.89%) (U=677.00; p=0.04) (Figure 3-4). No other significant differences were noted.
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W Physiology

100 e — e e = e AR A —

67.27

Score (%)

First Language Study Second Langllage Stidy

Language of Study

U=677.00;p =004

Figure 3-4: Physiclogy Pain Knowledge and Attitude Score Related to Language of Study

¢}  Academvic Training
Overall Pain Knowledge and Attitudes Scores

Chi-squared analysis revealed that overall pain knowledge and attitudes did not differ significantly
between physiotherapists from various undergraduate universities. Nao significant differences were
found between pain knowledge and attitude scores and the various postgraduate gualifications of
the physiotherapists in this study. Furthermere, no significant difference was found between those

who had postgraduate gualifications and those who did not.
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RFKAD Sub-Seclion Scares

Despite no significaet differences averall between the undergraduate univessities, the ‘Psychology’
section of the RPKAL showed a significant difference between knowledge and attitudes about the

mychological aspects af pain and undesgraduate university (°=15.57; p-0.049) (Figure 3-5). The top

H

thiee scoring Universities in the ‘Psychology” section were the Univessity of Cape Town [77.20%

1+

11.31%), Universily of Prelodga (74.758% + 2.96%) and University of the Witwatersrand [74.69%
10.67%).

Ma other significant differences were noted.

B Psycholopy
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Figure 3-5: Psychology Pain Knowledge and Attitudes Score Related to Undergraduate University

d} Clinical Fxperience
Overall Pain Enowledpge and Attitudes Scores

There were oo significant differences o averal! pain knowledge and attitude scores when analysed
by clinical experience (ie number of yoars since graduation, number of years ia clinical practice,

involverment in locturing, type of lectuning, and sports physiotherapy experience}.
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RPKAR) Sub-5Section Scarcs

Physiotherapists with more than 10 years of clinical experience had significantly higher
cognitive/behavioural pain knowledge and attitude scores (69.60% + 12.34%) than those with less
than 10 years of experience (65.98% + 12.54%) (U=4157.00; p=0.02} [Figure 3-6}).

There was a weak but significantly positive correlation between the number of vears since
graduation and the ‘Psychology’ section of the RPKAQ ({r=0.20; p<0.05) as well as the
‘Cognitive/Behavioural” section of the RPKAQ {r= 0.17; p<0.05). This correlation shows that increased
time since graduation corresponds with better knowledge and attitude scores for psychological and

cognitivefbehavioural aspects of pain.

100 S e U I e L T AR s - .
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U=4157.00; p = 0.02

Figure 3-6: Cognitive/ Behavioural Pain Knowledge and Attitudes Scare Related ta Graduation
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Similarly, there was a weak positive correlation between number of years in clinical practice and
pain knowledge and attitude scores in the psychological (r=0.19; p<0.05] and cognitive/behavioural

aspects of pain (r=0.17; p<0.05}).

Furthermore, physictherapists who were involved in lecturing scored significantly higher in the
Physiclogy” section than those who were not invalved in lecturing [83.85% £ 11.38% vs. 74.70% *
14.72% respectively (U=2093.50; p=0.0005]] (Figure 3-7). The type of lecturing {undergraduate,

postgraduate and/or courses), however, was not significant (x'=9.91; p=0.13).

100

83.85

7470 |
80 -

a0

50 -

Score (#)

a0 4 & Physiclogy

30

20

10

Involved in Lecty ring Mot Involved In Lecturing

Lecturing Experienpe
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Figure 3-7: Physiology Pain Knowledge and Attitucles Score Related to Lecturing Experience
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3.3.3. Summary of Results

In summary, the main findings of this study were that 85.51% (n=177) of the physiotherapists who
responded had inadequate pain knowledge and attitudes (RPKAQ score of < 75%); thus suggesting a
poor level of pain knowledge and attitudes amongst sports physiotherapists in South Africa. The
mean score for the RPKAQ was 65.53% * 8.64%. The lowest scores were obtained for the
‘Assessment and Measurement’ (47.73%) and ‘Developmental’ (58.84%) sections of the RPKAQ. The
highest scores were obtained for the ‘Physiology’ (76.43%) and ‘Psychology’ (73.04%) sections of the
RPKAQ.

Gender, ethnicity, academic training and clinical experience did not significantly contribute to overall

pain knowledge and attitudes.

The ‘Psychology’ and ‘Cognitive/Behavioural’ sub-sections of the RPKAQ were responsible for most
of the significant differences. It was found that those who studied in their first language scored
significantly higher (76.94% + 14.42%) in the ‘Physiology’ section of the RPKAQ than those who
studied in their second language (67.27% * 14.89%; U=677.00, p=0.04). There was a significant
difference in knowledge and attitudes about psychological aspects of pain among undergraduate

universities (x’=15.57; p=0.049).

Correlation analyses showed weak but positive relationships between the number of years since
graduation and the ‘Psychology’ and ‘Cognitive/Behavioural’ sections of the RPKAQ (r= 0.20, p<0.05
and r= 0.17, p<0.05 respectively); identifying that increased time since graduation corresponded
with better knowledge and attitude scores for psychological and cognitive/behavioural aspects of
pain. Similarly, increased number of years in clinical practice was positively associated with better
pain knowledge and attitude scores with regard to psychological and cognitive/behavioural aspects
of pain (r=0.19, p <0.05 and r=0.17, p <0.05 respectively). Furthermore, physiotherapists who
- graduated more than 10 years ago scored significantly higher (69.60% + 12.34%) in the
‘Cognitive/Behavioural’ section than those who graduated within the last 10 years (65.98% +
12.94%; U=4157.00; p=0.02). Finally, physiotherapists who were involved in lecturing scored
significantly higher in the ‘Physiology’ section than those who were not involved in lecturing [83.85%
+11.38% vs. 74.70% + 14.72% respectively (U=2093.50; p=0.0005)]; the type of lecturing, however,
was not significant (x’=9.91; p=0.13).
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3.4. DISCUSSION

Although it is recognised that physiotherapists have a central role in all aspects of pain assessment
and subsequent management, there is a paucity of evidence regarding the pain knowledge and
attitudes status of physiotherapists in South Africa. The participants in the present study were all
physiotherapists who have a special interest in sports and/or orthopaedic physiotherapy, many of
whom were actively involved in treating athletes and/or working with a sports team. This is one of
many areas of practice in physiotherapy; other areas of practice include neurology,
cardiopulmonary, paediatrics and public health. Thus it is important to note that pain knowledge
may differ in other areas of physiotherapy practice and results may not be generalised to the whole

physiotherapy population.

Despite the low response rate (13.25%), this study had a relatively large sample size (n=207)
compared to previous health care professional survey studies by Ali and Thomson, 2009, (n=188);
Brown, 2003, (n=84); Chuk, 2002, (n=198); Enskar et al., 2007, (n=106); Parker et al., 2009, (n=114);
Scudds et al., 2001, (n=107); Strong et al., 1999, (n=35); and Wilson, 2007, (n=86). Although this
sample size was smaller than the objective of 272 required for 95% confidence levels, a sample of

207 gives a 90% confidence level which is regarded as acceptable in surveys of this type .

The present study included physiotherapists in South Africa who are involved in a sports
physiotherapy environment, whereas previous pain knowledge and attitudes studies focused on

health care professionals from a variety of disciplines. The health care professionals surveyed in

48, 87 21, 32, 82, 97

, physiotherapists ,
1, 72-

previous studies included nurses ** % %, occupational therapists

physicians 3, as well as final year physiotherapy, occupational therapy and medical students
Furthermore, the majority of previous pain knowledge studies were conducted in countries outside
of South Africa 1% 14 25 48,79, 87,96, 97 |imiting comparison regarding pain knowledge and attitudes of

sports-involved physiotherapists in South Africa.
3.4.1. Descriptive characteristics of the sample
@ Demographics

The average age of physiotherapists in the present study was 37 + 9.78 (23-68) years, representing
an older population of physiotherapists. This age group differs significantly from previous studies

representing younger final year students 7.
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The majority of participants were female physiotherapists from Gauteng and the Western Cape. The
prevalent home languages of physiotherapists who responded were English and Afrikaans, while

African and European cultures were in the minority. Many studies have identified that gender > 2> %

11,23, 36,8, play a role in an individual’s perception of pain, influencing attitudes and

% and ethnicity
beliefs of the pain experience; however no studies emphasise the influence of health care
professionals’ gender or culture on pain knowledge, attitudes and beliefs. Due to the predominance
of female physiotherapists from the Gauteng and Western Cape provinces with English or Afrikaans
as their home language, the results of the survey should not be extrapolated to apply to all

physiotherapists involved in sport in South Africa.
(ii) Academic Training and Clinical Experience

All universities which train physiotherapists in South Africa were represented in the present study,
with the greatest number of physiotherapists having completed their undergraduate physiotherapy
qualification at the University of Cape Town (UCT). Perhaps this reflects an alumnus loyalty, with

UCT physiotherapists being more inclined to respond to a study by a fellow UCT student.

Sixty percent of physiotherapists in the present study graduated over 10 years ago, with an average
of 15 + 9.73 (1-44) years in clinical practice, representing a more experienced physiotherapy
population compared to the students and newly graduated health care professionals identified in
other studies » > ¥, Ali and Thomson (2009) and Parker et al (2009) assessed pain knowledge in
undergraduate final year health science students, while Strong et al (1999) assessed pain knowledge
in newly graduated occupational therapists. The design of the present study was aimed at assessing
pain knowledge in qualified physiotherapists treating athletes. It was notable that the majority of

respondents in the present study were more experienced.

Perhaps the demographic profile of the SPG and OMPTG special interest groups of the SASP targeted
consisted of an older physiotherapy population. Alternatively, this finding may be due to a selection
bias, as experienced physiotherapists may feel more confident in their knowledge and therefore

more likely to respond.

49



Sports Physiotherapists’ Knowledge, Attitudes and Beliefs of Pain: a Cross-Sectional Correlational Study

(iii) Sports Physiotherapy Experience

Ninety three percent of physiotherapists in the present study have had experience treating athletes.
Of the sample, 57.87% work in a sports physiotherapy practice setting, while 25.53% were also
involved with a sports team. Previous studies have included orthopaedic physiotherapists ¥, general
physiotherapists 2 and physiotherapy students * 2. It appears that the present study is the first to

explore pain knowledge in sports physiotherapists in particular.

3.4.2. Pain Knowledge and Attitudes

The mean score for the RPKAQ was 65.56% (Section 3.3.2, p. 40). These results are concurrent with a
previous South African study by Parker et al (2009) which also identified poor pain knowledge and
attitude scores. Scores for each section were varied. The lowest scores were obtained for the
‘Assessment and Measurement’ (47.73%) and ‘Developmental’ (58.84%) sections of the RPKAQ. The
highest scores were obtained for the ‘Physiology’ (76.43%) and ‘Psychology’ (73.04%) sections of the
RPKAQ. The average score for the ‘Cognitive/Behavioural’ section of the RPKAQ was 68.16%. This
spread of scores across the different knowledge areas reiterates the scores reported by both Parker
et al (2009) and Strong et al (1999) who identified areas of most knowledge to be in the
physiological aspects of pain, while assessment and measurement knowledge was found to be least

understood.

7% 87 ysing the

As mentioned above, comparison of the present study with two previous studies
RPKAQ indicates that these results are largely in concordance. The ‘Physiological Basis of Pain’ was
found to be the area of most knowledge and most appropriate attitudes in all three studies. The
scores for ‘Psychological Factors of Pain Perception’ and ‘Cognitive/Behavioural Methods of Pain
Relief’ were higher in the more recent studies (Parker et al, 2009 and the present study), suggesting

an improvement in the biopsychosocial aspect of pain education over the past decade.

The score for the ‘Developmental Changes in Pain Perception’ in the present study was 59%. This
result may be a reflection of the fact that the majority of physiotherapists in the sample were
involved in treating athletes over the age of 12 years, indicating limited experience with pain in
children. This result is in contrast to that reported in final year health science students who showed
adequate developmental pain knowledge and attitudes ’>. This may be due to the fact that
‘Paediatrics’ is included in the undergraduate curriculum or that the population in the study by
Parker et al (2009) included a range of health care professionals including occupational therapists,

speech therapists and audiologists who may have greater knowledge in developmental aspects.
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Despite improvements in the pain education curricula over the years, the scores for ‘Assessment and
Measurement of Pain’ represented the lowest results among all three studies comparatively,
indicating a gap in education about pain assessment. Poor knowledge is recognised to lead to poor
assessment ability and subsequent poor pain management ¥. The notably poor results for the
section on assessment and measurement of pain leads us to question the accuracy with which sports

physiotherapists in South Africa are assessing pain and subsequently managing pain.

The ‘Pharmacological Management of Pain’ section was excluded from the RPKAQ for the present
study. Although pharmacology is presently a part of the curriculum for BSc (Physiotherapy) in South
African universities, the content of the courses is variable. In addition, the pharmacology course is a
recent addition to the physiotherapy curriculum in South Africa and physiotherapists who graduated
more than 10 years ago may have had limited pharmacological training. It is interesting to note that
Strong et al (1999) and Parker et al (2009) identified poor knowledge about the pharmacological

management of pain, with significantly low scores of 24% and 47% in the respective studies.

Interestingly, the final year health science students sampled in the study by Parker et al (2009) had
the highest RPKAQ scores. The second highest scores were found in the present study, while the
lowest scores were yielded by the newly graduated occupational therapists assessed by Strong et al
(1999). This pattern may be due to recent improvements in pain education as defined by the IASP **,
Concurrently, the majority of physiotherapists in the present study graduated more than 10 years
ago, accounting for the lower RPKAQ scores. In addition, the study by Parker et al (2009) included
other medical disciplines (medicine, occupational therapy, physiotherapy, dietetics and

communication sciences/audiology) which may have influenced the overall outcome.

The results of the present study are difficult to interpret comparatively due to the lack of literature
on South African physiotherapists. There is however a fair amount of* supportive literature
identifying a lack of pain knowledge among health care professionals all over the world. Ali and
Thomson (2009) found that final year physiotherapy and medical students had a lack of
understanding of central sensitisation with regards to chronic pain; Parker et al (2009) found a
deficit in pain knowledge among final year health science students; Lebovits et al (1997) found
significant knowledge deficienciesgregarding currently accepted principles of pain management~ -
Wolff et al (1991) identified inadequate knowledge related to entry-level pain education in

orthopaedic physiotherapists.
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The results of the present study concur with the above findings indicating the need for improved
education in pain with particular focus on the ‘Assessment and Measurement’ and ‘Developmental’
aspects of pain. It is still unclear whether the deficit in pain education lies at an undergraduate or

postgraduate level.
@) Adequate and Inadequate Pain Knowledge and Attitudes

This is one of few studies that have attempted to quantify adequate pain knowledge and attitudes.
Once again, there is a paucity of literature regarding the minimum scores for an appropriate level of
pain knowledge among health care professionals. In the present study, adequate pain knowledge
and attitudes was classified as a minimum RPKAQ score of 75% as this is a first class pass at the
University of Cape Town. The 75% score was used in a previous study by Parker et al (2009);
furthermore, the Resuscitation Council (UK) uses 75% as a standard pass mark for examination in the
Advanced Life Support (ALS) Course ’®. Therefore 75% is regarded as a necessary score of adequate

knowledge if pain is to be respected as the fifth vital sign.

It is a concern that 85.51% (n=177) of the physiotherapists had inadequate pain knowledge and
attitudes (Section 3.3.2, p. 41); thus indicating a poor level of pain knowledge and attitudes amongst
sports and orthopaedic physiotherapists in South Africa. This is supported by Parker et al (2009),
identifying inadequate pain knowledge and attitudes at an undergraduate level. One needs to
question whether this deficit lies in the physiotherapy curriculum, or rather due to complacency of
qualified physiotherapists. Despite IASP guidelines aiming to improve and standardise pain
education, there is a paucity of research on the pain curriculum content in health care courses in a
South African context. This is important as there are eight academic institutions which offer

Physiotherapy, each with slightly differing curricula.

In addition, these curricula are guided by the HPCSA minimum standards guidelines which in their

present form do not specify pain education or training in any form.

This document is presently under review and pain has been included in the proposed new guidelines
(Parker, personal communication). Alternatively, there may be a sufficient knowledge base but this
may not be directly associated with appropriate attitudes or effective use of the knowledge 2. It
could be argued that beliefs and attitudes about pain override knowledge. To gain further insight
into these elements, factors that contribute to pain knowledge, attitudes and beliefs will now be

discussed further.
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3.4.3. Factors that Contribute to Pain Knowledge, Attitudes and Beliefs

i) Gender

Previous studies have identified differences in pain perception between men and women,
identifying that women exhibit a lower pain threshold and tolerance than men 3* * |n addition
studies have recognised the role of socio-cultural upbringing on gender differences in pain
perception with healthcare professionals associating pain experienced by women with emotional
and psychosocial factors . However, these studies have focused on biases toward patient gender.
No studies were identified which explore the contribution of the healthcare professionals’ gender as

a factor which may influence their own knowledge, attitudes and beliefs about pain.

In the present study, gender did not appear to contribute to pain knowledge and attitudes (Section
3.3.2, p. 42). This may simply be a reflection of the uneven sample distribution, as male
physiotherapists represented a smaller sample (n=11) compared to female physiotherapists (n=209).
In addition, given the small sample size, the results may not be a true representation of the whole

sports physiotherapy population.

However, perhaps the differences are negligible in a South African context. Gender is closely related
to cultural beliefs %, and it is difficult to make comparisons with previous studies which investigate
gender and cultural differences in western populations. Furthermore, perhaps formal academic
training has the effect of eliminating socio-cultural influences *. The contribution of ethnicity and

culture to pain knowledge, attitudes and beliefs will now be discussed.
(i) Ethnicity/Culture

Ethnic differences in pain beliefs, pain prevalence and pain coping strategies have been reported in

11 Similar results have been

experimentally induced pain and in both acute and chronic pain
reported in people living with HIV/AIDS (PLWHA) ** 3 ®_ Furthermore, Hastie et al (2005) suggest
that ethnic differences in behaviour responses to pain are present before the development of a
clinical pain condition and may reflect behaviour patterns acquired early in life based on cultural or

environmental influences.

Despite the trends in literature, the present study did not identify any significant differences in pain
knowledge and attitudes related to home language (Section 3.3.2, p. 42). It should be noted that the
sample was unevenly distributed among home languages, with an under-representation of African

cultures (n=5), thereby possibly introducing a potential for bias.
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Although not statistically significant, those respondents of African culture scored lowest overall, as
well as in four of the five sub-sections. It cannot be said whether this is due to cultural beliefs or
rather due to a ‘second language phenomenon’. This relates to language anxiety, which is defined as
the feeling of apprehension specifically associated with second language contexts *®. Research has
shown language anxiety to be associated with reduced performance, difficulty demonstrating
knowledge and poor global assessments of proficiency, such as course grades *. Those who studied
in their second language (induding Afrikaans, European and African respondents) also had lower
pain scores overall, but this was not statistically significant. Furthermore, the present study
identified that those who studied in their first language scored significantly higher in the ‘Physiology’
section than those who studied in their second language. This may be due to the specificity of

physiology terminology compared to other aspects of pain which may be described more liberally.

As identified earlier, education may play a role in changing attitudes and beliefs about pain. The role

of academic training on pain knowledge, attitudes and beliefs will now be discussed.
(iii) Academic Training

The literature highlights the importance of pain education for accurate pain assessment and
management; as well as the correlation between pain education and improved knowledge, attitudes

and beliefs 4% %,

Jones et al (2000) found an improvement in pain knowledge scores after an education intervention,
including a positive change in attitudes and beliefs. Similarly, an integrated pain course developed

according to the IASP pain curriculum guidelines resulted in increased knowledge about pain .

It should however be noted that knowledge was tested immediately before and after the pain
course, which may have affected the results favourably due to the short time frame in which
knowledge was assessed. Since the majority of physiotherapists in the present study graduated over
10 years ago, the contribution of academic training to pain knowledge and attitudes may be minimal

with attitudes and beliefs about pain possibly overriding pain knowledge.
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It should also be noted that, despite having adequate pain knowledge, attitudes and beliefs may
change over time and may influence treatment decisions. Attitudes and beliefs may be influenced by

25

context, learning environment, responsibilities and working conditions >, and often do not

% 97 several authors have identified that experienced and

correspond with knowledge
inexperienced clinicians hold attitudes and beliefs about pain that are inconsistent with evidence **
3L 51 Eurther, beliefs influence the clinicians’ frame of reference and thus affect assessment and

treatment of any painful condition ™.

Differences in pain knowledge scores between nurses in different countries have also been
documented by Enskar et al (2007), indicating that pain knowledge may differ depending on
academic institution. In the present study, academic training (defined by undergraduate university
and postgraduate qualifications) had no significant contribution to overall pain knowledge and

attitudes (Section 3.3.2. p. 43).

From an undergraduate training perspective, it could be assumed that the South African universities
represented in the present study have similar pain education curricula; thereby yielding similar pain
knowledge and attitude scores overall. Furthermore, there were no significant differences in pain
knowledge and attitude scores amongst participants from any one South African university and

participants who studied abroad.

Interestingly, the ‘Psychology’ section of the RPKAQ showed a significant difference between pain
knowledge and undergraduate university (Section 3.3.2, p.44); this may suggest that the degree of
psychological aspects of pain education included in the physiotherapy curricula among South Africa

universities may vary.

In addition, there was no difference in pain knowledge and attitudes between those
physiotherapists who had completed postgraduate qualifications and those who had not. Only
15.13% of physiotherapists with postgraduate qualifications had adequate pain knowledge and
attitudes. It should be noted that postgraduate courses may not have included pain education. This
result is similar to that reported by Wolff et al (1991), identifying no correlation between test scores,
entry-level pain education and pain knowledge satisfaction. Perhaps adequate education may not be
directly associated with appropriate attitudes or effective use of the knowledge; which leads one to
question the influence of health care professionals’ attitudes and beliefs in their pain management

strategies.
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Although no statistical significance was found in the present study between those who had
completed postgraduate courses, it is worth mentioning that the physiotherapists who had
completed the ‘Principles of Pain’ postgraduate course obtained higher pain knowledge and attitude
scores overall, as well as in each sub-section, than any other physiotherapist. However, it should also
be acknowledged that the average age of the physiotherapists who had completed the “Principles of
Pain” postgraduate course (and scored higher) was 48 (27-68) years old; thus corresponding with an
older group of physiotherapists. Therefore, the higher pain knowledge and attitude scores may be
due to the clinical experience of the older physiotherapists (who also scored higher, discussed below

on page 57) rather than the postgraduate qualification.

The topic of pain has become more salient over the past decade, with the introduction of the |IASP
pain curriculum guidelines %. It may be suggested that although undergraduate curricula and
postgraduate qualifications aim to improve knowledge in various areas of physiotherapy, there may
be a deficit in pain education, thereby failing to fulfil the necessary requirements to ensure South
Africa physiotherapists have adequate pain knowledge. Perhaps the content of pain education
curricula as well as type of education interventions should be further assessed to identify gaps in the
system. It should also be noted that, despite the implementation of ‘Continued Professional
Development’ (CPD) by the HPCSA, there are potential challenges to education in the South African

context, such as language, cost and accessibility.

As mentioned previously, perhaps the introduction of pain in the new HPCSA minimum standards
document will bring about a change in pain education and lead to improvements in pain knowledge

and attitudes amongst health care professionals in South Africa.

Having considered the role of undergraduate training and education, the role of postgraduate

clinical experience on pain knowledge attitudes and beliefs will now be discussed further.
(iv)  Clinical Experience

Previous studies have found that clinical experience influences knowledge of pain 2* % %, however,
in the present study there was no significant relationship between overall pain knowledge and
clinical experience (Section 3.3.2, p.44). Clinical experience was defined as number of years since
graduation, number of years in clinical practice, involvement in lecturing and sports physiotherapy
experience. Studies by Lebovits et al (1997) and Wolff et al (1991) concurrently show no significant

correlation between postgraduate years of experience and pain knowledge.
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Interestingly, in the present study, there was a weak but significantly positive correlation between
the number of years since graduation and pain knowledge and attitudes related to psychological and
cognitive behavioural aspects of pain (Section 3.3.2, p.45). This correlation showed that increased

time since graduation was positively associated with better knowledge and attitude scores.

Considering that the pain education curriculum has become more salient in the past decade, one
may expect to find the opposite result i.e. for physiotherapists who trained more recently to have
higher scores; therefore, clinical experience has been associated with improved knowledge and
attitudes in the fields of psychology and cognitive/behavioural aspect of pain. This could be due to
increased exposure to the psychosocial elements involved in treating athletes and/or patients with
chronic pain. Furthermore, perhaps with maturity and clinical experience, physiotherapists
acknowledge the relevance of the psychosocial aspects of pain management; in addition, there may
be better multi-disciplinary interaction between older physiotherapists and psychologists. One could
argue that younger physiotherapists tend to stick to their beliefs, while older physiotherapists may

be more flexible in accepting a biopsychosocial framework.

Lastly, physiotherapists who were involved in lecturing scored significantly higher in the ‘Physiology’
section of the RPKAQ compared to those who were not involved in lecturing; the type of lecturing
(e.g. undergraduate, postgraduate and/or courses), however, was not significant (Section 3.3.2, p.
45), Physiology forms the foundation of our understanding of pain and is a vital element of pain
education. Moseley (2002) discovered that education about the neurophysiology of pain will result
in significant changes in pain beliefs and attitudes. However, only 20.51% of physiotherapists who
assist in lecturing at various levels had adequate pain knowledge; it may be suggested that a system
be implemented whereby physiotherapists become accredited to lecture in this field, including
having completed relevant postgraduate qualifications (i.e. SPT 1, OMT 1, Principles of Pain, Masters

or PhD) and having adequate clinical experience (i.e. specified number of years since graduation).

3.4.4. Limitations of the Study

It is recognised that the sample size was insufficient to ensure the 95% confidence levels targeted. A
larger sample size may have allowed for better representation of gender, ethnicity, academ_ic_

training and clinical experience characteristics of the South African physiotherapy population and
influenced resuits differently. In addition, uneven distribution of characteristics within the sample
may obscure outcomes. Thus, due to the limited representability of the sample, generalisability

cannot be inferred.
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Furthermore, the sample shouid be revised to reflect a true ‘Sports Physiotherapy’ population,
identifying physiotherapists in South Africa who are currently actively involved in treating athletes,
including physiotherapists from other special interest groups which may also be involved in the

treatment of the sporting population.

Further limitations of the present study are found by virtue of the study design, a self-administered
questionnaire. Self-administered questionnaires are common measurement tools used to assess
descriptive characteristics and obtain information from large populations *. However,

guestionnaires are also associated with low response rates °* 73,

A pilot study was conducted on the online demographic questionnaire and RPKAQ used in the
present study in order to assess the feasibility, accessibility, comprehension and ease of completion
of the questionnaire. However, the present study was unable to control for the disadvantages
associated with self-administered questionnaires, including accuracy of mailing lists; literacy and
language issues (such as dyslexia and translation); interpretation of the questions; and technical
problems (possible online faults or limited access to the internet). It is also not possible to control
the period of time taken to complete the questionnaire or whether respondents gain assistance by

8 Eighteen of the

referring to colleagues or literature when completing the questionnaire
respondents who gave informed consent did not answer any part of the demographic questionnaire
or RPKAQ; this leads to question the possibility of an online fault with the questionnaire, or perhaps
a disinterest after being able to access the questionnaire. The questionnaire being in English should
not have posed a problem as correspondence from the Health Professions Council of South Africa
and the South African Society of Physiotherapy to health care professionals is in English. However, as
mentioned earlier it may have negatively affected the scores of those responding in their second

language.

There may be sample bias in the results due to the differences in motivation between those
individuals who choose to respond and those who do not respond. Respondents may not be
motivated to give accurate answers, but rather to give answers that present themselves in a
favourable light; furthermore, it is identified that people who feel more confident in their knowledge
and/or attitudes are more likely to respond to gquestionnaires than those who feel they have
insufficient knowledge or poor attitudes ’2. If this is the case and physiotherapists with poor
knowledge and/or attitudes about pain were not motivated to respond, the resuits in the present

study are effectively inflated by a selection bias.
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Further, the internal consistency of the adapted version of the RPKAQ used in the present study
showed a Cronbach alpha value of 0.62, which indicates questionable reliability, rendering
interpretation difficult. Although this is not markedly lower than the alpha value of 0.65 obtained in
the original instrument, it raises concern about the data. In particular, it is important to note that the
internal consistency of the ‘Assessment and Measurement’ section of the RPKAQ was low, with a
Cronbach alpha of 0.24. This could pose bias with accuracy of the results. Despite this limitation, the

clinical significance of the poor ‘Assessment and Measurement’ result should not be disregarded.

In addition, the content validity of the original Pain Knowledge and Attitudes Questionnaire was
established by consultation with five internationally recognised experts in pain research %; and
although it was originally conducted over 10 years ago, the questions still hold true today. There is
however room for revision and improvement, aiming to develop a more recent and reliable outcome

measure for pain knowledge, attitudes and beliefs.
3.4.5. Clinical Implications

The findings of this study are very interesting and have some implications for clinical practice.

There is a paucity of research on the pain curriculum content in health care courses in a South
African context. This is important as there are eight academic institutions which offer Physiotherapy,
each with slightly differing curricula. Future research is suggested to assess the content of
Physiotherapy curricula in South Africa, with the overall outcome of improving and standardising

pain education.

A mark of 75% is considered to be adequate for pain knowledge and attitudes. Alignment of learning
activities and assessment is an important curricular consideration, and one needs to identify
whether the deficit lies in the physiotherapy curriculum. It is essential that pain education is taught

at a ‘75%’ level if physiotherapists’ are to obtain a 75% level of knowledge and attitudes.

Few physiotherapists with postgraduate qualifications had adequate pain knowledge and attitudes.
It should be noted that postgraduate courses may not have included pain education; therefore, a
pain education intervention should be applied to those postgraduate courses which are clinically

relevant.
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As mentioned previously, few physiotherapists who assist in lecturing at various levels had adequate
pain knowledge; it may be suggested that a system be implemented whereby physiotherapists
become accredited to lecture in this field, including having completed relevant postgraduate
qualifications (i.e. SPT 1, OMT 1, Principles of Pain, Masters or PhD) and having adequate clinical

experience (i.e. specified number of years since graduation).

Despite the implementation of ‘Continued Professional Development’ (CPD) by the HPCSA, there are
potential challenges to education in the South African context, such as language, cost and

accessibility.

Based on the language findings, the questionnaire should be available in other South African

academic languages for future use.

3.5. CONCLUSION

Despite its limitations, the present study demonstrated that sports physiotherapists in South Africa
have inadequate pain knowledge and attitudes; and based on a minimum score of 75% indicating
adequate knowledge to assess and treat a vital sign, insufficient knowledge to ensure optimal pain
assessment and management. There was a particular lack of knowledge and inappropriate attitudes
in the assessment and measurement of pain as well as the developmental aspects of pain. There was
no significant contribution of gender, ethnicity, academic training or clinical experience to overall
pain knowledge, attitudes and beliefs. Psychological and cognitive/ behavioural aspects of pain

knowledge showed significant differences with regard to academic training and clinical experience.

Further studies are indicated using 2 larger sample size for better representation of the
physiotherapy population. In addition, it is recommended that the content of pain education in
various undergraduate and postgraduate curricula be explored to identify the specific areas of pain
education that are lacking and maximise the efficacy of pain education to physiotherapists in South

Africa.
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CHAPTER FOUR

SUMMARY AND CONCLUSION

The incidence of pain as well as the importance of identifying pain in a clinical and/or sporting
environment has been well documented * 3> 57 82 7. 85 adequate knowledge about pain and pain
mechanisms is essential for effective assessment of pain and subsequently optimal pain
management "2, Previous studies have identified a lack of adequate knowledge amongst health care
professionals’ worldwide ** 7> 8. 97 fyrthermore, it has been found that education plays a role in

improving knowledge and attitudes about pain ** %,

There is, however, a paucity of literature on health care professionals’ knowledge, attitudes and
beliefs about pain, particularly in South Africa. Furthermore, no study has been conducted on sports

physiotherapists in South Africa.

The overall aim of the present study was to determine the pain knowledge, attitudes and beliefs of
South African physiotherapists, particularly those treating athletes; and to explore factors which may
contribute to knowledge, attitudes and beliefs. Based on the evidence provided in this thesis, the

study objectives, as described in Chapter 3.1.2, p. 26, may be answered as follows:
Objective 1:

To determine the pain knowledge and attitudes of South African physiotherapists treating

athletes as measured by the Revised Pain Knowledge and Attitudes Questionnaire .

In the present study, 85.51% of the physiotherapists had inadequaté pain knowledge and attitudes
{RPKAQ score <75%); thus suggesting a poor level of pain knowledge and attitudes amongst sports
physiotherapists in South Africa. The mean score for the RPKAQ was 65.53%. The lowest scores were
obtained for the ‘Assessment and Measurement’ (47.73%) and ‘Developmental’ (58.84%) sections of
the RPKAQ. The highest scores were obtained for the ‘Physiology’ (76.43%) and ‘Psychology’
(73.04%) sections of the RPKAQ.
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Objective 2:

To determine whether gender, ethnicity, academic training or clinical experience is associated

with pain knowledge and attitudes.

Gender, ethnicity, academic training and clinical experience did not significantly contribute to overall

pain knowledge and attitudes.

Interestingly, it was found that those who studied in their first language scored significantly higher
(76.94%) in the ‘Physiology’ section of the RPKAQ than those who studied in their second language
(67.27%).

With regard to academic training, there was a significant difference in knowledge and attitudes

about psychological aspects of pain between undergraduate universities.

From a clinical experience perspective, the results of the present study identified that increased time
since graduation corresponded with better knowledge and attitude scores for psychological and
cognitive/behavioural aspects of pain. Similarly, increased number of years in clinical practice was
positively associated with better pain knowledge and attitude scores with regard to psychological
and cognitive/behavioural aspects of pain. Furthermore, physiotherapists who graduated more than
10 years ago also scored significantly higher (69.60%) in the ‘Cognitive/Behavioural’ section than
those who graduated within the last 10 years (65.98%). In addition, physiotherapists who were
involved in lecturing scored significantly higher in the ‘Physiology’ section than those who are not

involved in lecturing (83.85% vs. 74.70%).

Based on the findings of the present study, implementation of an evidence-based intervention
strategy aimed at improving physiotherapists’ awareness, knowledge, attitudes and assessment of
pain is recommended. This strategy should include review of the undergraduate curriculum for pain
and postgraduate CPD activities with a pain focus. It is important to convey this information to the
relevant professional bodies e.g. HPCSA and higher education institutions to assist with future

curriculum development.
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Appendix II: Letter to Physiotherapists and Informed Consent

Dear Physiotherapist
Your assistance in this study will be much appreciated!

| am currently doing my postgraduate MPhIl (Sports Physiotherapy) at the University of Cape
Town. My research study will investigate sports physiotherapists’ pain knowledge, attitudes
and beliefs. .

You have been selected for this study as a participant who is a physiotherapist, identified by
membership of the Sports Physiotherapy Group and/ or the Orthopaedic Manipulative
Physiotherapy Group of the South African Soclety of Physiotherapy.

Participation in this study involves completing an online consent form and questionnaire
which will take no longer than 20 minutes.

There are no risks involved In participating in this study, and there are no negative
implications for your clinical practice or reputation. Answers to the questionnaire will be
supplied via e-mail after the data collection is complete to assist in increasing the overall
knowledge of pain amongst sports physiotherapists in South Africa. Your demographic
information and responses wlll remain anonymous and confidential.

Thank you for your time and assistance.

Please click on the following link to access the online consent form and questionnaire:

https://www.surveymonkey.com/s/6K3SW7WT

You may contact me or any of the listed supervisors if you have questions regarding this

study.
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Contact details:
Faculty of Health Sciences Human Research Ethics Committee - Tel 021 406 6492

Researcher:
Nadia Clenzos - nadiaclenzos@yahoo.com - Tel 072 351 0718

Supervisors:
Romy Parker - Romy.Parker@uct.ac.za - Tel 021 406 6431
Niri Naidoo - Niri.Naidoo@uct.ac.za - Tel 021 406 6431

Kind regards,

Nadia Clenzos
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pists' Knowledge, Attitudes and Beliefs of Pain
Informed Consent

Dear Physiotherzpist

I, Nadia Clenzos, am currently daing my postgraduate MPhil (Sports Physiotherapy] at the
University of Cape Town. My research study will investigate physiotherapists’ pain knowledge,
attitudes and beliefs.

Title: Sports Physiotherapists’ Knowledge, Attitudes and Beliefs of Pain: & Crass-Sectional
Correlationzl Study.

There is insufficient research regarding sperts physiotherapists’ pain knowledge. This raises the
question of whether or not there are implications regarding appropriate treatment of athletes.
This study 2ims to determine sports physiotherapists’ knowledge, attitudes and beliefs of painin
athletes, identifying areas of inadequacy, with the ultimate goal of optimising patient
managemant.

You have been selected for this study as a participant wheo is a physiotherapist, identified by
membership of the Sports Physiotherapy Group and/f or the Orthapsedic Manipulative
Physiotherapy Group of the S5outh African Socicty of Physiotherapy.

The information obtained in this study will remain confidential and anonymous and will be used
for the completion of 3 mini-dissertation as required for the partial fulfiiment of the MPhil ($ports
Physiothcrapy) at the University of Cape Town. This study has been granted ethical approval by
the University Of Cape Town Faculty Of Health Sciences Human Research Ethics Committee (HREC
Ref: 312/2011),

Participation in this study is woluntary and invalves completing this cansent form and filling out
the onlinc questionnaire which will take sppraximately 13 minutes. You may contact me or any of
the listed supervisars if yau have questians regarding this study. Therc are no risks involved in
participating in this study, and there are no negative implications for your clinical practice or
reputatian. Answers ta the questiannaire will be supplied via e-mail after the data collection is
camplete to assist in increasing the overall knowledge of pain amongst sparts physictherapists in
South Africa. Your demographic infermation and responses will remain anonymous as the consent
form does not include personal identification and your e-mail contact information is not linked to
the online questionnaire data collection, thereby ensuring confidentiality and anonymity.

Thank you far your time and assistance.

Kind regards,
MNadia Clenzos
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Contact details:
Faculty of Health Sciences Human Research Ethics Committee - Tel 021 406 65492

Resezrcher:
Madia Clenzos - nadiaclenzosi@yahoo.com - Tel 072 351 0718

Supervisors:
Ramy Parker - Romy.Parker@uct.ac.za - Te| 021 406 6431
Niri Naidea - Nirl.Naidoa®uct.ac.za - Tel 021 406 6431

pists' Knowledge, Attitudes and Beliefs of Pain
Informed Consent

Please complete the consent form below if you wish to participate in this study:

| hergby consent to take part in this study. | have read the infarmation provided and | understand
what is required of me. My participation is valuntary; | understand that my e-mail cantact,
demographic information and responses will remain confidential and anonymaous; | knew that |
can withdraw at any paint and that this will have no negative implications for my clinical practice
or reputation. All my questions have bean answerad by the researcher,

o Yes

Date:
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Appendix III: Questionnaire (Demographic & RPKAQ)

iotherapists' Knowledge, Attitudes and Beliefs of Pain
Demographic Questionnaire

Please complete the following demographic guestionnaire before procesding to the Pain
Knowledge and Attitudes Guestionnaire.

1. Age
2. Gender

£2
e

Pz [es

Female

3. Home language

Friglish
Afrikaans
Zulu
Xhosa
Mdebele
Sesothe

Setswana

H

SiSwati
Xitsonga

Tshivenda

7 S (g

Dtheciplease speeily) _

f

d. Are you currently doing community service?

» Yes
C i [a]
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5. Are you currently practicing as a physiotherapist in clinical practice?

e Yes
e No

6. At which University did you complete your undergraduate BSc Physiotherapy degree?

University of Cape Town
University of the Free State
University of KwaZulu Natal
University of Limpopo
University of Pretoria

University of Stellenbosch
University of the Western Cape
University of the Witwatersrand

Not in South Africa/ Other (please specify)

jonooonoononn

7. Year of graduation

—

8. Please indicate which postgraduate qualifications or courses you have completed:

OMT 1

SPT1

CPR

Principles of Pain
Women’s Health
Masters

PhD
Please specify Masters/ PhD qualification and/or any other qualifications not mentioned above.

T T T T T
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9. Please indicate which postgraduate qualifications or courses you are currently doing:

OMT 1

SPT1

CPR

Principles of Pain
Women's Health
Masters

PhD
Please specify Masters/ PhD qualification and/or any other qualifications not mentioned above.

T T T T T T

10. Are you involved in lecturing?

r
r

Yes

No

11. If you answered yes to question 10, please indicate:

r Undergraduate physiotherapy students

Postgraduate physiotherapy students

Courses

12. Are you a member of?

C Orthopaedic Manipulative Physiotherapy Group (OMPTG)
C Sports Physiotherapy Group (SPG)
e Both
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13. Which Province do you work in?

Eastern Cape
Free State
Gauteng
KwaZulu Natal
Limpopo
Mpumalanga
Northern Cape
North West

T T T T T

Western Cape

14. Number of years working as a physiotherapist:

—

15. Have you ever or do you currently treat athletes (sportsmen & sportswomen)?

e Yes
e No

Number of years: I

16. What is your experience with sports physiotherapy?

c Work in sports practice/ treatment of athletes
C

e

Team physiotherapist (Individual athletes or team sports)

Work in sports practice/ treatment of athletes AND a team physiotherapist
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17. Which sports are you involved in?

Athletics
Ballet/ Dancing
Cricket

Cycling

Golf
Gymnastics
Hockey
Mountain Biking
Netbali

Rowing

Rugby
Running
Soccer

Swimming

T TTTTT T O T T M

Water Polo

Other (please specify)

18. What age group of athletes do you work with?

r

<12 years
12-18 years
19-25 years

T 1

>25 years
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iotherapists' Knowledge, Attitudes and Beliefs of Pain
Pain Knowledge and Attitudes Questionnaire

Please read each of the following statements and select an appropriate answer based on whether

you agree or disagree with the statement or whether you are uncertain.
Please note: Questions left unanswered will be considered as 'Uncertain’.

There are five categories;

A. Physiological Basis of Pain

B. Psychological Factors of Pain Perception

C. Developmenial Changes in Pain Perception
[. Assessment and Measurement of Pain

E. Cognitivef Behavioural Methods of Pain Reliaf

1 Z 3 4 5 3] 7
Strongly | Moderalely Slightly Uncertain Slightly Muoderarely strongfy
disagree disagrec disagree ApTEE ayree AgreE

*Represents the preferred direction of the responses

Physiological Basis of Pain

1. Thereis a picl:ahie relationship between the extent of an injury 1" 2 2 456 7

2. Pain is a physiological sensation 19098 567

3. The sensation of pain varies from individual to individual 123456 7*

4. HNociception is experienced at the slte of tissue damage

12324567

5. The physiological basis of pain is well understood 1234567 _|

6. The intensity of pain is its most important quality 1*23 4567

! 7. Two people with EREIEU',I'EE_E‘-EII'TI_E physical condition or trauma will 1* 2 3 4 5 & 7 '
' have similar experiences of pain |

i 8. Painis a subjective experience 1232456 7

J 9, The duration of parnls similar for individuals with the same pain 1* 2 3 456 7 !
condition e I e |

[_ 10. Unrelieved pain contributes to the onset of chronic pain" 1234567 |

80



Sparts Physiotherapists” Knowladge, Attitudes and Beliefs of Paoin: o Cruss-Sectional Correlational Study

Psychological Factors of Pain Perception

1. Chrenic pain elways has an underlying psychological cause LG S L

2. A person’ s statement zbout paln should alwa\rs be accepted atface 1 234556 7*

3. [fthere is no organlc basis to the paln then the pain iz psvchnlnglcal 1* 2 2° 4 56 7

i
:
:
i
i

4. Psychologically caused pain can hurt as much as urgamcall',r caused 1 2 3 4 By

~ pain_ T ——
P! Apersun recewmg mmpensatmn 15Iess |IkE|'l|I' to recuverfrum pain 1* 2 3 4 5 6 ?

. Chrenic pa|1r1| If"requentlv leads to depreﬁlun 1 2345 E: 7*

. overthe pain e
B rm}:rmrmg an ||1d|mdual’s cnpmg E-kI"S Is mure Impurtant than 1 23 4 5 13 ?*
determining the extent to which there may be a psychological cause
~ of the pain
9. Pain due to a ph',rsmlnglcal cause and pam due to a ps',rchnlngmal 12345567
cause can ocour simultapeously

7. It is common for somecne with chronic pain to feel little coptral 1 2 3 4 55 7+

10. Penple with chronic pair can continue to live productive lives 1 2345467

R person ma',r have severe paln “hut appear calm and rational atthe 1 2 3 4 56 7*
same time

12. Learning to tolerate pain biilds character LeFERAL 6

13. -I;'I_é-l-lé;f-;af pain is often more imp::a-rt_n-nt' to the person thantreatment 1 7 24 5 6 7%
of the underlying congdition

14, Deliberate faking of pain is rare among people with paln 122456 7*
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Developmental Changes In Pain Perception

; 1. Achild, who is playing after SUrgery, may have pain i AR T i
. 2. Children experience less pain than adults 1* 234567 i
| 3. Due to the immaturity of the nervaus system, newborns have fHittle 1* 2 3 W R i

senmtmty to pain

‘4. Children have a higher toleranee for pam thanadults = 123456 7
B e e G e i i
! 5. children can have severe headaches ar migraines 2345867
6. If children are given medication for pain, they are more likely to 17 23 4 56 7 j
_______________ think that drugs will salve their prablems |ater in life .
7. A premature infant is able to feel pain 1234567 '
gy {Zhﬂdren ‘who have recurrent abdominal palnar_epr{:hal;l-,rsgeﬂr_ng 1° 234567
. Attention or trying to escape responsibilites ]
9. Elderiy people tolerate more pain : *234567
| 10. children remember pain 173458 7%
!

e T B e e e e e e T L S S ST D

Assessment and Measurement of Pain

1. It is impossible to measure pain in an individual who is unshleto 1* 2 3 4 5 6 7
communicate about pain

2. Behawnural measures of pain are rellable measures of shnrt sharp 1 2 3 4“.,;5-.5 ?’."

pain
3. Seif-report is the most meaningful measure of pain 1232456 7*
__4 A persun whu |5:3I|a_|e;:n|ng,.mEu.ur have 5|gnlflcant paln ___________ 1 2 3 45&?‘__

5. Blood pressure, h;ﬁ:aﬁurate respiration, and sweating are good 1* 2 3 456 7

. measures of postoperative pain

6. Increasing levels of endogenous opioids can help tu determlne if 123456 7
chronic pain is due to a cause [NB: endogencus opicids are

___produced by the body] o e :
7. Pain can be reliahly measured on a uarnet',r of numeric scales L e i

i ' Behaumural measures of pain are rellable indicators ufchrnmc paln CfmgeRy oog g

9. Asking the persen “how do you feel?” is usuaily the best wayto 1* 2 3 45 6 7
measure pain

10. Frequent measurement of acute pain may make the pain worse 1*234587

e e e e g e o e
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Cognitive/Behavioural Methods of Pain Relief

r'—-'

l:‘.l Cognitivef behavleural methods may have more impact on 1 2 3456 7*

_improve coping skills

improving coping than on reducing the intensity of pain

1. Being engaged in meaningful actlvity may reduce a person’s 1 2 1456 7*
R SRR N N S 5 A= T Sl ST~ e ]
' 2. Cognitive/ behavioural methnnds nf paln relief are more effectlve 1* 2 3 x‘l 5 B 7

~than pharmacelogical methods - -

3. Relaxation is an effective mﬂthudﬂfpaln relief for mild to moderate 1 2 3 4 56 7*
____levels of pain e
4. Reinforcement of coping with pain s an important treatment 1 2 3456 7% |
_mter'uentmn - e |

5. Ammmmmwﬂrfnmhmﬂmmmrﬁn&nm 1234567

__coping behaviours IS NS P
' B6. Cognitive/ behavioural methods have more effect on reﬂul:ing mild 1 234567*
®_ pain than pain which is moderate or severe — S v _I
| F i memwe retaxation [tensian with relaualim‘_l may cause more 1 23456 7°
| pRllTe v e e R

2. It s preferable to use cugmtwef behavioural methods rather than 1* 2 3 456 7 |

_pharmacological treatments for pain relief _ Do

9. "Changlng a person’'s patterns of thought regarding pain may 1 23456 7 1
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Appendix IV: Pain Information Document

Department of Health and Rehabilitation Sciences Faculty of
Health Sciences

Drivisions of Communications Sciences and Disorders, Nursing and
Milwifery, Oceupations] Therapy, Physiotherapy

k435 et FAeir Buitding, frocte schuur Hospital,
OMserrvatory TU25

Tel: 124 [0 27 406 6400 Fax: (24 [00) 27 406 5323

Internet: OHwww it ac.2a

Sports Physiotherapists’ Knowledge, Attitudes and Beliefs of Pain:

A Cross-sectional Correlational Study

Dear Physiotherapist

Thank you for your participation in my MPhil Sports Physiotherapy study to investigate South African
sparts physiotherapists’ knowiedge, attitudes and keliefs of pain. | sincerely appreciate the time and

effort it took for you to complete the questionnaire,

Pain is recognised as the most common complaint for which individuzls seek the help of 3 manual
therapist (Main and Watson, 1999), however, the most commonly cited reasons for mismanagement
of pain are health care practitioner's negative attitudes and lack of knowledge about pain {Scudds,
Scugds and Simmonds, 2001). The Pain Society identifies physiotherapists as accepted and involved
memkbers of the pain management team (Brown, 2003), who are involved in identifying the possible
causes of pain. Therefore, it is important that physiotherapists have a pood understanding of pain

and pain mechanisms.

The infarmation gained from this study helped to establish the current levels of pain knowledge
among sparts and orthopaedic manipulative physiotherapists in South Africa. This study will serve as
platform from which we may begin to address any gaps in physiotherapists’ current knowledge of
pain. The appropriate and effective management of pain, through education, may become a key

factor for progress in this field.



Sports Physiotherapists’ Knowledge, Attitudes and Beliefs of Pain: a Cross-Sectional Correlational Study

Thank you once again for your contribution to this research project, as well as your contribution to

the growing body of sports research.

Please find attached a pain information document as well as the answers to the Revised Pain

Knowledge and Attitudes Questionnaire (Unruh, 1996).

Please do not hesitate to contact me should you have any further questions about the study. All

enquiries will remain confidential.

Kind regards,

Nadia Clenzos

BSc Physiotherapy (Wits)

Currently registered for MPhil Sports Physiotherapy (UCT)

Tel: 0723510718
E-mail: nadiaclenzos@yahoo.com
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Physiological Basis of Pain

«. The |ASP defines pain as “an unpleasant zenscry and emotional experience associated with

actugl or potential tissue damage, or described in terms of such damage... pain is always

subjective”.

w Painis gn individual and subjective phenomenaon. Pain responses vary amongst gender and

cullure: individual diflerences in pain responses have been identified, possibly related to

genetics, lemperarment.

4+ The type of pain is its most impartant quality,

l. Mociceplion is a physielogical sensation which invelves the neural process of encoding

nexiows stirmuli; nociception is neither sufficient ner neceszary for pain.

4 Mociceplors are high-threshald sensory receptors of the peripheral somato-sensary nervous

syslem that are capahble of conduecting and encoding noxicus stimueli,

= MNociception is the most cammon, but not the anly, precursor of pain. Newrons in tissye

respond {o various stimuli, if the stimeli are sufficient te cause actual or potential tissue

damage. Activation of these nociceptors sends an alarm to signal te the spinal cord and

brain. The message is processed throughout the central nervous system, and Lhe brain gives

an appropriate output [this output may include the FNS/SMS, motor systern, endocrine

syslem, immune system and/for pain production system].

. Pain occurs when sensary infermalion 15 processed by Lhe central nervous system. This

invalyves complex memory, reasoning and emolional processes. Therefore, nociceplion s

merely sensory excilation; pain is the subjective perception of that sensation.
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& Tissue damage initiates the release of local mediators such as bradykinin, substance P,
prostaglandins and potassium. These mediators heighten nociception and facilitate the
communication of painful sensations to the spinal cord and brain. Tissue injury also leads to
histamine and serotonin release, which results in increased pain sensitivity in the areas
surrounding the site of initial injury.

% The inflammatory soup directly activates alarm bells and this increased sensitivity is
designed to protect the injured tissue.

% Sensitisation (peripheral/ central) is the increased responsiveness of nociceptive neurons to
their normal input, and/or recruitment of a response to normally sub-threshold inputs.

s Pain is usually considered as a warning signal of actual or perceived tissue damage,
nevertheless pain can occur in the absence of tissue damage.

¥ Pain is often experience d at the site of tissue damage but pain may radiate beyond this site
and cause sensitisation to noxious stimuli beyond this site. The extent of the tissue damage
Is frequently not a reliable indicator of the severity of the pain that will be experienced.

“ Patients who have similar underlying tissue damage may report very different pains.

s Acute pain has an inherent biological function; a warning of actual or potential physiological
harm. Acute pain usually stops before healing is completed, a process that may take a few
days or a few weeks.

% Chronic pain ~ changes in the central nervous system due to injury may prolong and
maintain pain long after the expected period of healing. The IASP considers chronic pain as a
persistent pain that is not amenable, as a rule, to treatments based upon specific remedies,
or to the routine methods of pain control such as non-narcotic analgesics.

«» Loeser and Melzack (1999) concluded that it is not the duration of pain that distinguishes
acute from chronic pain, but more importantly, the inability of the body to restore its
physiological functions to normal homeostatic levels.

% Melzack and Wall (1988) suggested that, in certain circumstances, areas of the brain that are
essential for pain experience and response may be engaged on other matters and become
inaccessible to receiving painful input, even if the person is aware of the injury. E.g. in times
of great crisis or when one is engaged in meaningful occupation. -

% The social, cultural and physical context in which pain occurs is also an important influence
on pain sensation and on behaviour In response to pain.

% Unrelieved pain has a number of undesirable physical and psychological consequences and
may contribute to the onset of chronic pain.
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Developmental Changes in Pain Perception

Even premature and newborn babies feel pain; noxious stimuli have been shown to produce
a cortical pain response in premature babies.

Sensory nerve fibres involved in nociception are present during the prenatal period. Large
diameter A fibres of the pain network develop first, followed by development of the C fibres;
the descending mechanisms that modulate pain are the last element to appear.

Pain pathways, although immature, are present at birth and pain impulses are able to travel
to and from the pain centres in the brain. Complete myelination is not necessary for pain to
be felt; painful stimuli are transmitted by both myelinated and unmyelinated fibres.
Incomplete myelination implies only a slower conduction speed in the nerves, which is offset
by the shorter distances the impulse has to travel.

Immature synapses within the spinal cord may cause activation of nerve impulses below the
normal threshold increasing the pain response. Immature gating mechanisms in the neonate
result in an inability to distinguish between some types of stimuli, which may result in an
exaggerated pain response.

Neonates exhibit behavioural, physiological and hormonal responses to pain.

Newborns are capable of emotional processing of pain and other experiences but emotions
are relatively undifferentiated early in life and appear in the form of negative and positive
states.

Emotional processing and cognitive abilities develop over time, which may influence pain
coping mechanisms. Infants and young children have not yet developed these coping
strategies and therefore may express pain differently.

Growing up with recurrent or chronic pain appears to sensitize children to subsequent pain
experiences; lower pain thresholds are observed in children who have had exposure to
painful experiences.

Untreated pain suffered early in life can have profound and long-lasting effects on social and
physical development, and can cause permanent changes in the nervous system that will

affect future pain experience and development.

Children remember pain, and may avoid future medical care because of painful experiences
in a hospital or clinic.

Increased activity is often a sign of pain. Children are particularly gifted in the use of
distraction and use play as a diversion and as a coping mechanism.
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Assessment and Measurement of Pain

% The patient’s history is the most important initial source of information and self-reporting of

pain remains the most reliable indication of pain.

# Because pain is primarily a subjective experience, self-report is recommended as the primary
source for pain measures whenever possible. These include numerical scales, visual

analogue scales and faces scales).

% When self-report measures are considered to be unreliable, then observational measures

can be used (facial expression, physical movement, social responsiveness).

# Regularly measuring pain improves pain management. Routinely recording pain scores as

"The Fifth Vital Sign” has been advocate by the American Pain Society.

s All that can be determined about the intensity of a person’s pain is based on what the
patient verbally or nonverbally communicates about their subjective experience. Intensity of
pain is the most salient dimension of pain. However, pain is a complex, multi-dimensional,
subjective experience. The report of pain is related to numerous variables, such as cultural
background, past experience, the meaning of the situation, personality, attention, arousal
level, emotions, and reinforcement contingencies. Pain intensity alone is inadequate to

assess pain conditions.

sk It is important to distinguish between nociception, pain, suffering, and pain behaviour.

# Physiological changes in heart rate and respiratory rate are not well correlated with painful

events and may occur in response to many other states such as exertion or fever.

s Sleep may be the result of exhaustion because of persistent pain.
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Psychological Factors Associated with Pain Perception and
Cognitive/Behavioural Methods of Pain Relief

Thoughts and beliefs are nerve impulses too; thought processes are powerful enough to
maintain a pain state.

Multidisciplinary treatments for chronic pain are superior to no treatment, waiting list, as
well as single-discipline treatments such as medical treatment or physiotherapy.

Cognitive- behavioural therapy (CBT) techniques are effective in terms of a reduction of the
pain experience, an improvement in the ability to cope with pain, a reduction of pain
behaviour, and an increase in functionality; most effects can be maintained over time.

The hallmark of the cognitive-behavioural model of pain is the notion that pain is a complex
experience that is not only influenced by its underlying pathophysiology, but also by an
individual’s cognitions, affect and behaviour.

CBT for pain management has 3 basic components:

. The first is a treatment rationale that helps patients understand that cognitions and
behaviour can affect the pain experience and emphasises the role that patients can
play in controlling their own pain.

o The second component of CBT is coping skills training. Progressive relaxation and cue-
controlled brief relaxation exercises are used to decrease muscle tension, reduce
emotional distress, and divert attention away from pain. Activity pacing and pleasant
activity scheduling are used to help patients increase the level and range of their
activities. Training in distraction techniques such as pleasant imagery, counting
methods, and use of a focal point helps patients learn to divert attention away from
severe pain episodes. Cognitive restructuring is used to help patients identify and
challenge overly negative pain-related thoughts and to replace these thoughts with
more adaptive, coping thoughts.

. The third component of CBT involves the application and maintenance of learned
coping skills. During this phase of treatment patients are encouraged to apply their
coping skills to a progressively wider range of daily situations. Patients are taught
problem solving methods that enable them to analyse and develop plans for dealing
with pain flares and other challenging situations. Self-monitoring and behavioural
contracting methods are also used to prompt and reinforce frequent coping skills.
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PAIN KNOWLEDGE, ATTITUDES AND BELIEFS

REVISED PAIN KNOWLEDGE AND ATTITUDES QUESTIONNAIRE {Unruh, 1996)

Physiological Basis of Pain

Thirer inonprediclable delalionship botween e exiont of an injury and the  Disagree

VRGOS perceping ol pan ol |
; 2. Puinis a physiological scnssion Dizagree !
3 The sensation of pain varies from individual to individual ~~ Agree |
4. Mociception is experienl':_é-c_i"é_t the site of tissue damage Agree
!5, The physiological basis of pain is well understaod Disagree
f . !
g &, Theirlensily of pain is ils most imporland qualily Dizagras !
i 7. Two people with exactlyr_?ﬁé ‘same physical condidon or trauma:vﬂauemsagru,e___
4 similar gxperiences of pain SE R e e ;

8. Painis a subjective experience Aogroe ;

’ 9. The duration of pain is similar for individuals wilh the same paln condiion~~ Disagree
!

10. Unrelieved pain contribites to Lhe onset of chronic pain Agree i
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Psychalogical Factors of Pain Perception

1. Chronic ain always has an underlying gsychological cause Disagres
P2 A person's statemerﬁ_aﬁaﬁfaeﬁﬁ shuuldalwavsheaccepi_ed al face value Ag?e‘é'
3. Ifthere is no organic basig o [he pam then the pam is psychmﬂgfﬁ_z_li - Disagres '
[ 4 Psychologically caused pain can hurt as much as crganically caused pain Agree: |
{
i 5. A person receiving cumpensaﬂr:un is less likely to recover from pain Disagres f
i
| &. Chronic pain frequently leads to depression Agres :
7. ltis common for someocne with chronic pam o feel littie control over the pam i AgreF-
8. Improving an individual's coping skills is more important than determining the  Agree |
[ extentto which there may be a psychological cause of the pain
9. Pain due to a physmlcgscal cause and pain due to a psychological cause can Agree
l_ __ngour simultaneously ot ol B2 e S e e =i T e ATETRTR g
10. People with chronic pain can conlinue (o liva productwe lives Agree
_ 11 A persan may have severe ﬂpﬁélﬁ‘ hut appear “calm and rational at the same Agree
] time
5 12. LF-arnmg to tolerate pam ‘builds character Disagree
i = 13F¢ehefofpam iz often more important to the person than lreatment of the Eﬁ?‘ee ---------- i
{ __ underlying condition S
14. Deliberate faking of pam is rare among people with pain Agree
i FEE AR T f i PO il e e T R P P D e PSR I EE e R L ST W e S A, POt S X

Developmental Changes in Pain Perception

| 1. Achild, who is playing after urger}f. may have pain ' Agree :
|'2 ‘Children exgerience less pain than adults .  Disagree ?
} 3 Dueto the immaturity of the nervous systern newbarns have [ille SE{IE‘;IUVIi‘y’ o DISEQFEF
pain - ey
! 4. Children have a h|ghs.r tolerance fur pam than adults Cizagree
T T DO D I T P e e LI LR Lt
5 8. Children can have severe headaches or migraines Disagree
6. If children are given medication for pain, the'_-,r are more likely 1o o think that D:sagree I
~ drugs will solve their protilems |ster ipife ... !
7. Apremature infant is able to feel pain Adres |
ises e IR P R S e e A e el
i 8. Children. who have recurrent abdominal pain, are pmbably seekmg attention D|sagree i
L or trying to escape responsibiibes !

' 9. Elderly people tolerate more pain~— Disagree

l_ ,,,,,,,,, S R T e e R e R e T R
i 10. Children remember pain Agree

[T .
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Assessment and Measurament of Pain

It is impossible to measure pain in an individual who is unable o communicate Dizagree

el BRI o W . o i e S e
?. Behavioural measures of pain are reliabls ireasures at sherl sharg pain Agrae ,

|
3. Self-report is the most meaningful measure ofpain B U= :
4. A person, who is sleeping, may have significant pain ~ Agree |

! 5. Blood pre&-s;ure heart rate, resptratlt:n and RWEHIIFIQ are guﬂd measures of Oisagree
| josloperalive pain =_1

G, Inereasing kvels of er‘dogenoua opioids can help to delermine if chranic pain Blizagres ;
s due ks 3 canse (NB: endogenous opionds are produced by the bodyy -
: 7. Pain can ba raliahly measured on a vanety of numeric scates Agres
8. Behavioural measures of pain are reliable indicalors of chronic pam il Digagres -

| 5. Asking the person "how do you feel?” is usually the best way to measure pain | Disagree

%L A, Frequsanl rmoasurement of acute pairt may make the pain worse Disanree

Cognitive/Behavioural Methads of Pain Rellef

: 1. Being engaged in meaningfut activity ma}r reduce a person s perception of
| _....pan - L
g Coqnstwea’behauoural “methods of pain relief are more effective than Disagres

Agree

e Relﬂmllmn is an t‘fft‘lf"ll".l'e method of pam refief for mild to moderate levels of Aagree
pain
4. Reinfarcement of coping with pain is an |mpmhnl ireatment intervention Agres

"5, A spouse, parenls, or other family members ma],r exacerbate nﬁn—ropmc; Agres

e (PSRRENE o e e (I RIS S R IS =il

6. Ccrgnﬂweft:ehnvmural methods have mare ciiect on reducing mild pain than  Agres o
g paain which is I‘Tlﬂdl’:irﬂh'-" ur GeEvers o e R — o ) !
""" 7. Progressive relaxation {tenmon wilh relamlmnj ma}r CRAUSE Mare paEin Agres

B It s pneonaile loo usce  cogmitivedbehaviodral  methods  rather  ihan Dizagree
_prarmacoiogical treatments for pain relief I
8. Changing g persun's patterns of thought regardlng paln ma'_-,r |mpm~.re coping  Agree
skills
10, CUQ!‘IItI‘Jﬁ'-'bﬁ'hE'u'IGUIal “methods m'a'_-,r have more imgact on wnprﬂwm; coping  Agree
_than on reducing the intensity of pain

_l._

,____
|






