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Abstract
Purpose—To determine the feasibility and potential efficacy of a self-management program that
combines cognitive-behavioral strategies with exercise for use by seniors with chronic back pain,
and to assess for possible race/ethnicity differences in program impact.

Design/Methods—Sixty-nine participants attending senior centers in New York City enrolled in
the 8-week group-based program, with approximately equal numbers of African Americans
(n=24), Hispanics (n=25), and non-Hispanic whites (n=20) enrolling. Participants provided
weekly input on their perceived understanding and usefulness of program components. Efficacy
outcomes included pain-related disability, as measured by the Roland Morris Disability
Questionnaire (RMDQ), pain intensity, pain self-efficacy, depressive symptom score, social
activity, and functional status.

Results—Eighty percent of enrollees completed the program, and 84% of program participants
indicated they did the weekly practice/homework exercises. Program content was rated as
understandable and highly useful to participants. Significant decreases in RMDQ scores were
found for non-Hispanic white (adjusted change score −3.53), African American (−3.89), and
Hispanic (−8.45), participants. Significant improvements in all other efficacy outcomes (pain
intensity, social activity, activities of daily living, depressive symptoms) were observed, but only
for Hispanic participants.

Conclusions—These results confirm that implementation of the protocol in urban senior centers
is feasible, and the program shows potential efficacy in affecting pain-related disability among a
diverse population of older adults. The race/ethnicity differences observed in the current study
merit further investigation.

INTRODUCTION
Chronic back pain (CBP) is a common health problem among older persons1 that is often
associated with substantial disability and healthcare costs.2–5 Despite the prevalence of, and
disability associated with CBP in older populations, effective treatment strategies remain
inadequately defined. Analgesic medications are commonly used to treat CBP,6, 7 but this

Correspondence: Dr. Cary Reid, Division of Geriatrics and Gerontology, 525 E 68th Street, Box 39, Weill Cornell Medical College,
New York, NY 10065, U.S.A., Phone: 212-746-1378, Fax: 212-746-4888; mcr2004@med.cornell.edu.

NIH Public Access
Author Manuscript
J Aging Phys Act. Author manuscript; available in PMC 2012 October 23.

Published in final edited form as:
J Aging Phys Act. 2012 April ; 20(2): 246–265.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



approach has significant limitations among older individuals because of the high prevalence
of co-occurring comorbidities, as well as medication-related costs, side-effects, and
risks.8–10 Developing effective nonpharmacologic treatments could possibly provide
substantial benefit to many older persons with CBP.

A growing body of research11–15 has focused on the use of nonpharmacologic therapies for
the treatment of chronic pain disorders including13 psychological (e.g., cognitive-
behavioral) and physical therapy (e.g., exercise) interventions. Cognitive-behavioral therapy
(CBT) is an intervention that seeks to enhance affected individuals’ control over pain using
diverse psychological techniques.16 Standard CBT pain protocols teach individuals specific
cognitive and behavioral skills to manage pain better; inform individuals regarding the
effects that specific cognitions, emotions, and behaviors can have on pain; and emphasize
the primary role that individuals can play in controlling their own pain and their adaptations
to pain. Although CBT has proven efficacy for reducing pain and disability among persons
with diverse chronic pain disorders17, 18 few older adults use cognitive-behavioral
techniques for managing pain.6, 19, 20 Exercise therapy (ET) has the potential to reverse
muscle atrophy and improve spinal flexibility, improve aerobic fitness, and reduce pain
among older persons with CBP.21–23 One systematic review found strong evidence that ET
(versus usual care) is effective for reducing pain and improving physical function among
persons with CBP.21 Despite this evidence, relatively few older persons with CBP use
exercise as a means of managing pain.6, 20, 24

In response to the above findings, the investigators developed an intervention that includes
instruction in the use of both cognitive-behavioral (CB) and exercise techniques (ET) to
manage CBP. The combined CBET protocol includes a discrete number of techniques that
can be feasibly performed by most older, ambulatory adults (Table 1). As both protocol
components encourage use of similar behavioral and cognitive pain coping skills, including
behavioral activation, perceptions of self-efficacy, and personal mastery with regard to the
management of pain, instructing individuals in the simultaneous use of CB and ET
techniques should be mutually reinforcing.

In prior studies19, 25 we have demonstrated that older adults are very willing to engage in
self-management programs for chronic pain that include both cognitive and exercise
components. In the current study, we sought to establish the feasibility and potential efficacy
of the CBET protocol among community-dwelling older adults with CBP. Because prior
research has demonstrated race/ethnicity differences in types of self-care strategies used to
manage pain,25–31 as well as varying levels of exposure to self-management programs for
pain,25 we sought to determine whether treatment outcomes would vary as a function of
participants’ race/ethnicity status.

METHODS
Study Setting

We partnered with six senior centers in New York City to assemble a race/ethnicity-
stratified sample of older adults with CBP. All six centers were multi-purpose elder services
agencies that provide members daily lunches and offer a wide range of services, including
health promotion and disease prevention seminars, exercise classes, and social services. Two
centers provided services to predominantly African American seniors; two served mainly
older Hispanics; and the remaining two provided services to largely older non-Hispanic
whites.

Beissner et al. Page 2

J Aging Phys Act. Author manuscript; available in PMC 2012 October 23.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Sample Assembly
Because the protocol was developed for use as a group-based intervention, our target was to
enroll approximately 12 participants from each center. This class size was selected because
of concern that any larger number would compromise the instructor’s ability to address
individual participants’ issues and concerns. Recruitment method varied by site. At all sites,
senior center staff members posted flyers and made announcements about the program
during regularly scheduled lunches. Investigators provided formal presentations to senior
center clientele at 2 of the centers (at the recommendation of center directors). Seniors who
responded to these recruitment methods were screened by research staff for eligibility status.
Individuals were eligible to participate if they: 1) were 60 years of age or older; 2) spoke
English or Spanish; 3) experienced chronic, non-cancer-related back pain, defined as
providing an affirmative answer to the question “During the past three months, have you
been bothered by pain/discomfort in your back on most days of every month”; 4) were
cognitively intact, defined as a score of 5 or greater on a six-item cognitive screen;32 ; and 5)
were approved for participation in the program by their primary physician. Individuals who
answered ‘yes’ to item 3 were asked whether their pain was due to cancer. Individuals were
not asked about the specific etiology or location of their CBP, so the sample consisted of
individuals with CBP in various locations of the spine and of undetermined etiology.

Seventy-six participants expressed interest in the study and were screened for eligibility; 2
did not have CBP and were excluded. Of the 74 eligible individuals, 69 (90%) provided
written consent and enrolled in the study. Of these, 10 (4 non-Hispanic white, 5 Hispanic,
and 1 African American) did not attend any classes (2 expected payment, 2 were ill, 1 was
too busy, and 5 did not attend for other reasons), leaving 59 participants (18 non-Hispanic
whites, 20 Hispanics, and 20 African Americans) who attended one or more of the classes.

Data Collection
Participants completed a face-to-face interview with trained research assistants to collect
baseline data one week prior to the start of the program. A research assistant fluent in
Spanish conducted interviews with Spanish-speaking participants using a professionally
translated version of the instrument that was piloted for comprehension with Spanish
speaking older adults and elder service providers (and forward-and-back translated prior to
use). Face-to-face interviews were also conducted at week 9 (one week after the final class).
Brief telephone interviews occurred weekly during the 8-week program and 3 months after
the last class, as described below. The Weill Cornell Medical College Institutional Review
Board approved the study.

Information on participants’ demographic status was obtained during the initial interview.
We assessed for 17 self-reported physician-diagnosed chronic conditions. Participants were
asked to estimate the number of years (or months) of CBP, number of days of restricted
activity due to back pain in the past 30 days,29 and describe all pharmacologic and
nonpharmacologic strategies they currently employed for pain-reduction purposes.

Primary Outcomes
The following measures were administered at the baseline assessment and again at week 9.
Pain-related disability was assessed using the 24-item Roland-Morris Disability
Questionnaire.33 Average pain intensity was ascertained using a 0 to 10 point numeric rating
scale. Participants’ level of pain-self efficacy was assessed using the Pain Self-Efficacy
Questionnaire (PSEQ), which asks participants to rate confidence in their ability to perform
10 activities (e.g., household chores, social activities) despite pain.34 Level of social activity
during the previous month was ascertained using a previously validated protocol.35 The
frequency with which participants engaged in 9 social activities (e.g., visiting friends,
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attending religious services) was determined, and a total social activity score (0–27) was
calculated. Depressive symptomatology was measured using the 9-item Patient Health
Questionnaire.36 Functional status was assessed by inquiring about participants’ self-
reported ability to perform 4 basic (bathing, dressing, grooming, and walking) and four
instrumental (getting to places out of walking distance, shopping, preparing meals, and
housework) activities of daily living (ADL).25 A summary ADL score (0–16) was calculated
for each participant.

Weekly phone calls
Research assistants contacted participants weekly by telephone (3–6 days after each session)
to assess their perceived usefulness of each class using a 0 to 10 scale (0 = not useful at all
and 10 = most useful.) Participants were also asked to report whether they 1) understood the
materials presented during the class (yes/no), 2) had practiced the CB and ET techniques
learned in each class (yes/no), and 3) experienced any problems practicing them (yes/no).

Three month follow-up assessments
Research assistants contacted participants by telephone and asked individuals whether they
were 1) walking more than before they enrolled in the program (yes/no), 2) doing other
physical exercises besides walking (yes/no), and 3) practicing the cognitive strategies (yes/
no) and/or breathing exercises (yes/no) presented in the program.

Intervention
The protocol, entitled Moving Past the Pain (MPP), consists of 8 weekly sessions lasting
approximately 90 minutes each, and was developed by an interdisciplinary team consisting
of a physician with expertise in geriatric medicine, an exercise expert with masters-level
training in exercise physiology and substantial prior experience working with group-based
programs for older adults, and a physical therapist with expertise in geriatrics and
instructional design.

The cognitive-behavioral component of the program was based upon the therapist manual
from a previous CBT study.17 Since the program was designed to be delivered by an
exercise expert rather than a psychologist and in a group setting rather than in one-to-one
sessions, adaptation of the content was required. One topic, anger management, was
excluded and the remaining eight content areas (e.g., goal setting, relaxation, activity
pacing) were developed for presentation using lay language in a group setting. The
instructor’s manual and participant handouts for the cognitive-behavioral content of the new
program were reviewed by a psychologist with expertise in CBT. The psychologist reviewed
the materials for accuracy and comprehensiveness. Based upon suggestions made by this
reviewer, adjustments were made to the language and sequencing of content. The
instructor’s manual and participant handouts were translated into Spanish by a professional
translator. Program content for each session is shown in Table 1. The program’s exercise
component was designed to promote overall fitness, while considering the limitations and
precautions associated with CBP. The program included a brief warm up, stretching major
muscle groups, mild resistance exercises, walking, and a brief cool down. The program was
developed so that in early sessions the exercises were introduced gradually, with an
emphasis on correct form. After an initial set of exercises was selected by the research team,
a draft outline of the eight sessions was developed. Two physical therapists with expertise in
geriatric physical therapy reviewed the exercise portion of the program and provided
comments about its comprehensiveness, shared concerns and suggestions about the exercises
selected, and made recommendations given the constraints of the program (e.g., limited
access to equipment). Based upon this feedback, the program was modified to drop some
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exercises and provide options for others (e.g., a seated version of the program was
developed).

Additional content important for general back care (e.g., body mechanics) and exercise (e.g.,
hydration) was interspersed throughout the 8 sessions. Handout materials were developed to
highlight key take-home points and present homework exercises for the subsequent week.
Homework consisting of specific exercises and practice of the pain self-management
strategies was developed based upon content taught each week. To encourage homework
completion, log sheets were provided for participants to record days that the exercises and
self-management activities were completed.

The instructor, a bilingual exercise expert with experience working with older adults, was
trained by the researchers to administer the protocol, and met weekly with a program
developer (KB) to address concerns raised during sessions and to review content for
upcoming sessions. While the content for each week varied, the overall format was the
same. After the initial session, each session began with a return of the prior week’s
homework log sheets, collection of the current homework log sheets, a brief review of the
material covered in the prior week, and a discussion of the challenges and successes
experienced by participants doing the homework exercises. Next, an overview of new
content was provided, followed by a period of direct instruction on these topics. Instruction
was followed by practice and/or discussion of the new content, and guiding questions were
employed by the instructor to facilitate active participation in each session. After 20 to 30
minutes of direct instruction, the instructor led the group in exercises, correcting form and
providing feedback as appropriate. After the exercise cool-down, there was another period
of instruction with group participation, a review of homework for the following week, and
closing comments. All of the sessions took place in space provided by the centers, and the
instructor took attendance at each session.

Data Analysis
Descriptive statistics were calculated for each feasibility and efficacy outcome. Efficacy
outcomes were analyzed in a general linear mixed model that included fixed classification
factors for race/ethnicity (non-Hispanic white, Hispanic, African American), time (baseline
versus follow-up), the interaction of these factors, and individuals as levels of a random
classification factor. The model also included 5 additional variables specified a priori: age,
sex, education, co-morbidity score, and number of pain co-therapies employed at baseline.

In specifying the race/ethnicity factor, we had a choice of using individual ethnicity or that
of the center participants attended. Three participants whose ethnicity did not match the
predominant ethnicity of their center were enrolled (all attended a center that provides
services to mostly non-Hispanic whites). The analyses presented in this paper are based on
the individual criterion (i.e., by race/ethnicity status). We also carried out analyses based on
the center criterion; these did not differ substantively. Because race/ethnicity status and
center are almost completely confounded, a fixed factor for center could not be included in
addition to the race/ethnicity variable. (There were too few centers to include centers as
levels of a random factor.)

Two race/ethnicity contrasts (non-Hispanic white vs. African American and non-Hispanic
white vs. Hispanic) were specified a priori, given prior research showing substantial
disparities in pain management as a function of race/ethnicity status37–39 A third contrast
(Hispanic versus African American) is presented as additional information of potential
interest.
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RESULTS
Table 1 shows that Hispanic participants reported significantly fewer years of higher
education, as compared to African American (p=0.008) and non-Hispanic white (p<0.001)
participants. Although the non-Hispanic white (p=0.078) and African American (p=0.095)
groups reported substantially longer durations of back pain relative to the Hispanic group;
these differences approached, but did not achieve statistical significance. Although some
race/ethnicity differences were noted in the relative proportions of each group that reported
use of specific pain-reduction techniques (e.g., opioids), significant group differences were
only found for the use of prayer (non-Hispanic white vs. Hispanic, p=0.001, and Hispanic
vs. African American, p=0.001).

Of the 59 participants who attended at least one class, 4 (2 non-Hispanic white, 1 Hispanic,
and 1 African American) dropped out (Figure 1). Overall attendance, defined as the total
number of session attended by the 59 participants divided by the total number of possible
sessions (59 × 8 = 472), was 82%. Thirty seven percent attended all 8 sessions, 46%
attended 6 or 7 sessions, while the remaining 17% attended 5 or fewer sessions. Attendance
did not vary significantly by center or by race/ethnicity status. Participants who dropped out
(n=15) did not differ from program completers (n=54) with respect to baseline demographic,
pain-related characteristics, and baseline scores on the efficacy outcomes.

Overall mean perceived usefulness scores (generated by averaging scores from all of the
weekly phone calls) ranged from 8.1 (range, 6.8–9.4) for the non-Hispanic white to 8.9 (8.0–
9.8) for the African American to 9.0 (8.3–9.8) for the Hispanic group. Ninety seven percent
reported that they understood the materials presented at each class, and 84% reported doing
the weekly practice and homework exercises. Few problems were reported practicing the
exercise and cognitive techniques at home, with only 9% indicating any difficulty over the
8-week program.

Table 3 shows that all three groups experienced significant reductions in pain-related
disability. Average pain scores decreased for non-Hispanic white (p=0.065) and Hispanic
(p<0.001) participants, while significant improvements were also found in the areas of pain
self-efficacy (p<0.001), social activities (p=0.041), functional status (p=0.002), and
depressive symptomatology (p=0.004) for Hispanic participants.

When comparing outcomes across the 3 race/ethnicity groups, the results show that Hispanic
participants evidenced significantly greater reductions in pain-related disability relative to
both non-Hispanic white (p=0.004) and African American (p=0.004) participants.
Reductions in pain intensity were also more pronounced among Hispanics versus non-
Hispanic whites (p=0.051) and African Americans (p=0.001). Race/ethnicity effects were
observed for pain self-efficacy, with Hispanic participants experiencing greater
improvement relative to the other two groups (p’s=0.037 and 0.001, respectively). Finally,
significant race/ethnicity differences were also found for depressive symptomatology
(Hispanic vs. African American, p=0.001) and ADL function (Hispanic vs. African
American, p=0.046), with Hispanic participants manifesting greater improvements in both
outcomes.

Finally, no interactions (e.g., race/ethnicity and years of pain) were significant at the 0.05
level and the total number of classes attended was not associated with treatment outcomes
(most likely due to the fact that the vast majority of subjects participated in 6 or more
classes). Of the 52 participants interviewed at week 9, 45 (87%) were successfully contacted
by phone 3 months later. Rates of follow-up did not vary significantly as a function of race/
ethnicity status. Participants reported sustained practice of physical activities including
walking more (endorsed by 66%) than they did before participating in the program and
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doing some type of exercise other than walking (80%). Approximately one in three (35%)
reported continued use of the cognitive techniques, and 66% stated that they were
continuing to do the breathing exercises learned in the class. The 3-month follow-up results
did vary by race/ethnicity status: All of the Hispanic participants reported walking more, as
compared to 58% of non-Hispanic white and 47% of the African American participants.

DISCUSSION
The results of this pilot study confirm the feasibility of implementing a combined cognitive-
behavioral plus exercise therapy program for use by seniors with CBP attending urban
senior centers. Eighty percent of enrollees completed the program, a completion rate
comparable to that reported in other health-related programs offered at senior centers.40–42

Telephone survey data indicate that participants felt they understood and perceived the
components of the program to be useful, and three month follow-up data show sustained
utilization of several programmatic components. The most commonly sustained components
were physical strategies (exercises and breathing), with lower utilization of the cognitive
strategies (e.g., activity pacing, imagery, attention to thoughts and emotions). Physical
exercises (stretching, strengthening, endurance) in the MPP program were introduced
gradually, and reviewed in each subsequent session, with the instructor providing feedback
on correct form. This consistent repetition may explain the high level of post-program
adherence to the physical exercise component of self management. The cognitive strategies
were each introduced once and reinforced only in the next session. Perhaps greater
attentiveness to practicing/reinforcing each of the cognitive strategies would enhance
adherence to those aspects of the program.

This study also provides preliminary data on the program’s effectiveness. Reductions in
pain-related disability, as measured by the Roland Morris Disability Questionnaire
(RMDQ), ranged from 3.53 to 8.45 points. Prior research indicates that RMDQ change
scores of 2.5 or greater constitute clinically meaningful reductions in pain-related
disability.43 Participants in all three race/ethnicity groups achieved outcomes well above this
threshold level, indicating that the program may confer substantial benefits with respect to
this outcome.

The most striking finding from our study is the difference in program outcomes as a function
of participants’ race/ethnicity status. While all subgroups showed improvement in pain-
related disability scores, Hispanic participants achieved the greatest program benefit, with
significant improvements noted across all 6 efficacy outcomes. Because of the community-
based nature of the program there are a myriad of factors that could have influenced
program outcomes. Key factors are briefly discussed below.

Program Variables
The MPP program was intentionally delivered at senior centers with relatively homogenous
clientele to assess for potential race/ethnicity differences in program uptake and impact. To
control for program variability, the same instructor taught the course at all six locations.
Aside from delivery in Spanish for the Hispanic sample, and the selection of music
requested by participants (and employed during the exercise portions of the class), the
program’s structure and content were the same across all six sites. However, the senior
centers in which these programs were implemented varied in terms of the space and time
available for the program, and the types of other health promotion programs offered. It is
possible that these organizational factors could have impacted program outcomes, but were
not measured in the current study.
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Participant Factors
Physical Status—All participants had the same general diagnosis (chronic back pain) and
we gathered information on number of comorbid conditions. However, we did not account
for differences in physical abilities (strength, flexibility, endurance) that may have
influenced an individual’s ability to participate in and benefit from a program like MPP.

Cultural Issues—A growing body of literature addresses the racial and ethnic differences
in the reporting and impact of pain.37, 44–47 There is wide acceptance that cultural issues
impact both the expression and impact of pain,48–51 but we could find no published research
on the differential impact of a pain self-management program based upon racial/ethnic
groups. Of particular interest in the present study is the high program impact on Hispanic
participants. Traditional Hispanic values (e.g., simpatia, familism, allocentrism) may impact
individual receptivity to health behavior changes required by self-management programs,
affect interactions with program providers, and may contribute to resiliency in the face of
health challenges.48 However, the extent to which these and other traditional values
influenced participants’ health behaviors and health promotion outcomes is not clear.
Hispanic participants were predominantly from the Dominican Republic and Puerto Rico,
but we did not distinguish among the various Hispanic ethnicities. Due to wide diversity in
the strength of traditional values and the degree of acculturation,48 future research focusing
on an examination of intra-cultural differences and their impact on health outcomes is
warranted.

Preferred Coping Strategies—Pre-program coping strategies may also have had an
impact on program outcomes. Consistent with prior research, we found racial/ethnic
differences in the coping strategies used.26–28, 46, 52, 53 Most notably, Hispanic participants
were much more likely to report the use of prayer as a means of coping with pain relative to
non-Hispanic white and African American participants. While prayer/hoping is perceived to
be a helpful coping strategy,28, 52 other research has shown its use to be associated with
higher levels of disability.53 In prior research conducted at the same senior centers, we
found that Hispanics and African Americans had lower prior exposure to pain self-
management programs than non-Hispanic whites.25 It is conceivable that Hispanic
participants learned more new coping strategies than non-Hispanic whites, or that these
strategies were more consistent with their preferences and lifestyle than participants in other
the racial/ethnic groups.

Psychological Attributes—Persistent pain is associated with heightened psychological
distress and depression,54–60 and psychological factors are associated with negative
treatment outcomes.61, 62 Our sample had relatively low levels of depressive symptoms, but
we saw a worsening of depressive symptomology in African American participants, despite
improvement in level of pain-related disability. This finding is troubling, particularly
because it is in conflict with findings for the other 2 groups. Mean scores for Hispanic and
non-Hispanic whites were lower at follow-up, with Hispanic subjects showing a significant
decrease in depressive symptoms.

Socioeconomic Status (SES)—Lower socioeconomic status is associated with
diminished health status,63–65 and has been found to partially explain racial/ethnic
differences in pain severity.45, 46 We included only educational level as a measure of SES,
and found differences in level of education amongst the 3 racial/ethnic groups. Hispanics
had lower educational levels than the other groups, yet achieved the highest level of benefit
from the program. Designed as a no-cost program accessible through senior centers (rather
than medical settings) with educational handouts written at the 4th grade reading level, the
program was designed to minimize barriers to participation associated with lower SES.
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However, the impact of SES on chronic pain self-management programming warrants
further study.

As a pilot study, this work has several limitations. First, the lack of a control group limits
our ability to firmly attribute the observed changes to the intervention. The small sample
size limits our ability to assess for potentially important interactions that may help to
interpret our results. In addition, our sample is comprised of older adults with CBP who
were interested in the self-management program. This implies a level of motivation that may
not be generalized to the larger population of community-dwelling older adults with CBP.
We used broad categories of race/ethnicity that did not allow us to distinguish potential
intra-group differences. Another important consideration when examining these results is the
potential for measurement error. While we used standardized outcome measures, which
were translated by a professional translator, there is potential for cross-cultural and intra-
cultural differences in the interpretation of terms, which may have influenced study
outcomes.66 Finally, while we gained input on post-program utilization of pain management
strategies, we did not attempt to ascertain its long-term impact on pain, pain-related
disability, and mood scores, as well as its effects on social and ADL functioning.

In conclusion, this study establishes the feasibility of implementing a pain self-management
program for older adults with CBP in urban senior centers. Our data suggest that the MPP
program may be particularly effective in reducing pain-related disability and warrants
further study. Further research is also needed to investigate potential racial/ethnic difference
with respect to program impact.
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Figure 1.
Study Sample Assembly and Follow-Up Data
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Table 1

Cognitive-behavioral & exercise techniques presented at each class.

Session Cognitive-behavioral content Exercise/other content

1 Pain theories; Introduction to goal setting Importance of exercise overview; Learn warm-up stretches

2 Goal setting – making specific plans to achieve goals
Relaxation – Diaphragmatic breathing

Practice stretch exercises; Learn new set of stretches

3 Recognizing automatic thoughts and emotions Review importance of body posture, Learn walking exercises,
Learn technique(s) to monitor exercise intensity

4 Evaluating automatic thoughts; Use of positive thoughts;
Visual imagery

Review body mechanics, Review and practice above exercises,
introduce strength/balance exercises

5 Pleasant activity scheduling Practice exercises listed above

6 Time-based pacing, Progressive muscle relaxation Learn about importance of adequate hydration, Practice exercises
listed above

7 Sleep hygiene Practice exercises listed above

8 Overall review; Present strategies for program maintenance Relapse prevention, Managing future pain flares, Practice exercises
listed above
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Table 2

Characteristics of Study Sample.

Non- Hispanic White
(n=24)

Hispanic
(n= 25)

African American
(n=20)

All
participants (n=69)

Demographics

  Mean (sad) age in years 77.68 (7.89) 73.64 (8.23) 75.67 (7.33) 75.57 (7.92)

  % Female 77% 88% 76% 81%

  % > 12 yrs education 68% 12% 48% 41%

Medical

  Mean (sd) comorbidity score (0–17) 3.09 (1.66) 3.40 (1.50) 3.71 (1.31) 3.40 (1.50)

Days of restricted activity due to back pain in past 30 days

  % ≤ 7 days 95% 84% 92% 88%

  % ≥ 8 days 5% 16% 8% 12%

  Mean (sd) yrs of back pain 15.66 (17.40) 8.56 (7.62) 15.29 (14.30) 12.90 (13.64)

Pain therapies employed

  % Using heat 47% 39% 72% 53%

  % Using an NSAID 47% 59% 44% 50%

  % Using acetaminophen 53% 53% 44% 50%

  % Using prayer 10% 56% 11% 25%

  % Using exercise 32% 11% 23% 24%

  % Using an opioid 18% 6% 17% 13%

  Mean (sd) number of pain therapies 3.45 (1.99) 2.76 (2.58) 3.19 (1.40) 3.12 (2.08)

*
Column entries for quantitative variables are means along with (standard deviations); for dichotomous variables column entries are proportions.

†
NSAID = Nonsteroidal anti-inflammatory drug.
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