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Nonorganic pain drawings

are associated

with low psychological scores
on the preoperative SF-36 questionnaire
in patients with chronic low back pain

Abstract The Short Form 36 ques-
tionnaire (SF-36) measures genera
health and well-being. Within the
last 5 years it has been used increas-
ingly to characterise patients in the
medical literature. Relatively few
studies have used the SF-36 on pa-
tients with chronic low back pain un-
dergoing preoperative evaluation, but
results suggest that it may be predic-
tive of surgical outcome. Pain draw-
ings are aroutine part of evaluation
prior to spinal surgery in several cen-
tres, since their classification of or-
ganic or nonorganic has been shown
in some studies to correlate well with
psychological characteristics predict-
ing poor outcome. The purpose of
the present study was to assess possi-
ble correlations between nonorganic
pain drawings and the psychological
scales in the SF-36. We included 128
patients in the study, al of them re-
ferred from other hospitals. Previous
spinal surgery had been undergone
by 25%, and 59% required daily
medication because of low back
pain. All patients completed pain
drawings using predefined symbols
These pain drawings were scored di-
chotomously as organic or nonor-
ganic based on a brief description of
atypical nonorganic characteristics.

Introduction

There are several indications that abnormal pain behaviour
leads to discouraging outcome after spina surgery. There-

Patients also completed the Danish
version of the SF-36 questionnaire.
Statistical analysis was performed
using logistic regression analysis.
The pain drawing classification was
used as the dependent variable and
scores on the eight scales of the SF-
36 as independent variables. P val-
ues of <0.05 were considered signifi-
cant. The mean scores of the patient
population on al eight scales were
significantly lower than Danish
norms. The only scales that corre-
lated with the presence of nonor-
ganic pain drawings were emotional
role (RE) and mental health (MH),
both measuring psychological health.
The odds ratio (OR) of receiving a
nonorganic pain drawing was 22
(95% confidence interval, or ClI,
7-65) if the scores on RE and MH
were more than 2 standard deviations
(SD) below the Danish norm. Thisis
the first study providing evidence
that pain drawing ratings are influ-
enced by the psychological scales of
the SF-36. The clinical relevance of
this observation regarding prediction
of outcome after spinal surgery
should be assessed in future studies.
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fore, tools for such assessment are greatly needed. The

Short Form 36 questionnaire (SF-36) is a self-administered
instrument for measuring general health and well-being. It

has gained popularity during the last 5 years in epidemio-
logical, medical, and surgical contexts [13, 14,19].
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The SF-36 consists of eight scales, four each measur-
ing physical heath and psychological hedth [27]: physi-
cal function (PF), physical role (PR), bodily pain (BP),
and general health (GH) and vitality (VT), social function
(SF), emotional role (RE), and mental health (MH). Most
people over 16 can complete the questionnaire in 5 to 10
min. The result is presented as a profile of the eight scales
with scores from 0 to 100, with a higher score represent-
ing better health. Some advantages of this instrument are
its extensive validation and the existence of age-matched
normative data from large populations. Comparative data
for various specific diseases are also underway. Further-
more, the International Quality of Life Assessment
(IQOLA) Project [1] ensures that translations of the ques-
tionnaire are performed according to standardised princi-
ples, making international comparisons possible.

Within the last few years, an increasing number of
studies in orthopaedic surgery have used SF-36 for out-
come measurement [3, 4, 12, 17,23], often in combination
with disease-specific questionnaires. Grevitt et al. [11] in-
troduced the SF-36 in spinal surgery in 1997. Since then a
limited number of studies have used it in outcome studies
after spinal surgical procedures. Albert et al. [2] demon-
strated improvements on four of the eight scales after fu-
sion for scoliosis, and Glassman et al. [8] reported that re-
sults from the preoperative SF-36 can predict the risk of
reoperation after lumbar spine fusion.

One factor that may carry predictive value of success
after spinal surgery is the preoperative psychological
characteristics of the patient. Wiltse et a. [28] demon-
strated that high scores measuring “hypochondriasis’ and
“hysteria” of the Minnesota Multiphasic Persona Inven-
tory (MMPI), among severa indicators, were predictive
of poor outcome after chemonucleolysis. Ransford et al.
[22] demonstrated that for patients with low back pain, an
abnormal way of depicting their symptoms on a silhouette
of the human body is associated with elevated scores on
the same two scales of the MMPI. Based on a detailed
scoring system assigning penalty points for features such
as markings outside the silhouette and the use of arrows,
the pain drawings were classified as organic and nonor-
ganic. This scoring system is, however, time consuming,
and therefore Mann et a. [16] suggested a system based
on short verbal description of a typical nonorganic pain
drawing, resulting in a simple dichotomous classification
of the pain drawing based on initial impressions. How-
ever, results in the literature are still conflicting as to
whether pain drawings reflect psychological distress to
the same extent as classical psychological instruments.

The purpose of the present study was to investigate
possible correlations between patient drawings of nonor-
ganic pain after simple dichotomous assessment and the
psychological components of the SF-36 questionnaire in
cases of chronic low back pain referred for surgical eval-
uation.

Material and methods

A total of 128 patients were included in the study, 73 women and
55 men. Median age was 60 years (16-88), and the median pain
duration was 3 years (1-38). All patients were referred from other
hospitals, with none referred from general practitioners. Twenty-
five per cent had undergone previous spinal surgery, primarily for
disc herniation, and 59% required daily medication because of low
back pain.

All patients completed pain drawings on a silhouette of the hu-
man body with awritten instruction to depict their symptoms using
a set of predefined symbols. The pain drawings were classified as
organic or nonorganic according to the principle described by
Mann et al. [16]. A typical nonorganic pain drawing is charac-
terised by one or more of the following characteristics:

¢ An excessive number of pain markings

* A wide distribution of marks over many anatomic regions
¢ Marks outside the silhouette

¢ Disregard of instructions on what symbols to use

All patients were also asked to complete the Danish version of the
SF-36 questionnaire developed by Bjarner et a. [5].

Statistical methods

Statistical assessment was performed with forward stepwise logis-
tic regression analysis using version 6.1 statistical software (SPSS,
Holte, Denmark). Classification of the pain drawing was used as
the dependent variable (O=organic, 1=nonorganic). The indepen-
dent variables were defined as the scores on the eight scales of the
SF-36. P values of <0.05 were considered significant.

For overall evaluation of the SF-36 results, the mean scores for
al patients for each of the eight scales were used. According to
Cohen [7], a sample size of 128 enables detection of a difference
of at least 10 points between a group mean and a fixed norm, a
P value of 0.05, and a power of 80%. The Danish normative data
for individuals older than 16 were used [5].

The study was approved by the local ethics committee.

Results

Forty-five pain drawings were classified as nonorganic,
corresponding to an incidence of 35% among these pa-
tients. Figure 1 shows the overall results of the SF-36
compared with Danish norms. On al eight variables, pa-

Table1l Results of logistic regression analysis. OR odds ratio, Cl
confidence interval, RE emotional role, MH mental health

SF-36 Patientswith  OR of having P 95% ClI
variable scores>2 SD  anhonorganic

below Danish  pain drawing?

norm (%)
RE 34 6.9 0.0001 2.6-18.1
MH 43 4.8 0.0003 1.7-12.3
REand MH 26 220 <0.0000 7.5-65.0

aCompared to patients scoring within 2 SD of the Danish norm,
eg., an OR of 6.9, indicates that patients who score below 2 D
of the Danish norm on the RE scale have a 6.9-fold probability
of having a nonorganic pain drawing compared to patients within
2 SD of the norm
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tientsin the present series had scores more than 10 points
below the norm (P=0.05) [27].

The only scales of the SF-36 that correlated with the
presence of a nonorganic pain drawing were those of
emotional role (RE) (P=0.0001) and mental health (MH)
(P=0.0027). Both scales measured psychological health.
The results, expressed as odds ratios (OR), and corre-
sponding P values are shown in Table 1.

Discussion

To our knowledge, thisisthe first study to establish a posi-
tive correlation between nonorganic pain drawings and re-
duced scores on the psychological variables of the SF-36.

The number of nonorganic pain drawings in the present
study corresponds to an incidence of 35%. This is within
the range of other studies. Thereis, however, great variation
in the incidence of nonorganic pain drawings[6, 20, 22, 25,
26]. These differences are caused by several factorsinclud-
ing variations in patient population and educational back-
ground of the observers. Also, there are different methods
of interpreting the pain drawings. The method used in this
study is modified from that suggested by Udén et al. [25],
which includes four categories for evaluating pain draw-
ings. nonorganic, possibly nonorganic, possibly organic,
and organic, demonstrating a very low intraobserver varia-
tion. The modification into a dichotomous classification in
the present study was done for statistical reasons and be-
cause it is more applicable to a clinical setting.

A number of studies have disputed the value of pain
drawings for assessing psychological characteristics in
patients with chronic low back pain. Parker et a. [21]
evaluated three methods of scoring pain drawings, com-
paring their ability to predict psychological distress. The
authors conclude that none of them could identify dis-
tressed patients with an acceptable degree of sensitivity or
specificity. They do, however, report a relatively low
false positive rate of 6.5% (i.e. patients incorrectly classi-
fied as distressed on pain drawing). Von Bayer et al. [26]
also disputed pain drawings as a method of assessing psy-
chological involvement in low back pain, since more than
half of the patients meeting the MMPI criteriafor psycho-
logical distress were incorrectly identified as normal. In-
spection of the raw data reveals that the predictive value
of the pain drawing regarding normal MMPI scores was
80%. A similar result was obtained by Greenough and
Fraser [10], who assessed eight psychometric instruments
in 274 patients. Although pain drawings had a sensitivity
of only 42% in detecting patients with psychological dis-
turbances, the specificity was 91%. These studies indicate
that pain drawings alone are suitable for identifying pa-
tients without psychological distress, but that the draw-
ings should be combined with another instrument to de-
fine patients with psychological distress. The SF-36 could
prove to be such an instrument.

Grevitt et d. [11] introduced the use of SF-36 in spinal
surgery. Comparing it with the Oswestry Disability Index,
they found a significant correlation between all SF-36
variables and scores of disease-specific questionnaires,
with the weakest correlation in mental health items. Tay-
lor et al. [24] aso included the Oswestry Disability Index
in their comparison with the SF-36 and concluded that the
individual scales of the SF-36 showed equal or greater
sengitivity to change in patients with low back pain and
sciatica after both conservative and surgical treatment.
Combined with our findings, this could indicate that the
SF-36 together with pain drawings is a powerful tool for
evaluating possible candidates for spinal surgery.

The SF-36 as a predictor of success after surgical treat-
ment in patients with chronic low back pain is relatively
new. Glassman et a. [8] showed that low preoperative
scores on the scales measuring socia function and pain
were predictive of reoperation in patients undergoing
lumbar spinal fusion. In a prospective study, the same
group assessed the SF-36 as a measurement of outcome
after lumbar fusion in patients with prior lumbar discec-
tomy [9]. One year postoperatively, there was statistically
significant improvement on the scales measuring physical
and socia function and bodily pain. The present study
was not designed to assess the combination of pain draw-
ings and SF-36 regarding prediction of surgical outcome,
but our results suggest that such a study is relevant.

The fact that norm data has been devel oped also makes
cross-sectional studies possible. Nork et al. [18] used the
SF-36 to assess outcome in a group of patients who had
undergone instrumented spinal fusion for degenerative
spondylolisthesis. Ninety-three per cent of the patients
were satisfied with outcome and, on seven of the eight
variables of the SF-36, there was no difference between
the study group and the general population. Thisindicates
that the SF-36 is sensitive enough to be used for outcome
measurement in spinal surgery. It is, however, suggested
that it be used in combination with disease-specific ques-
tionnaires.

1
%, || 0 Norm (n=4080)
W Patients (n=128)

c3B85883888

PF RP BP Gt VI SF RE MH

Fig.1 Overal result of the SF-36 questionnaire. The X axisillus-
trates the eight variables of the SF-36, and the Y axis indicates
mean score for each variable in the two populations. Vertical line
within each bar indicates 1 SD
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The overal results of the SF-36 in the present study
shows that the mean scores on all eight scales are lower
than Danish norm data by more than 10 points (Fig. 1),
which is significant at the 5% level. This corresponds to
previous data on a Danish population with chronic low
back pain [15].

Logistic regression analysis revealed that only two
variablesfit the logistic model, RE and MH, both measur-
ing psychological well-being. Table 1 presents the results
as odds ratios (OR) and illustrates that a score within 2
standard deviations (SD) of the Danish norm on one of
these variables greatly increases the probability of having
anonorganic pain drawing. Thisis even more pronounced
if both scores are less than 2 SD of the Danish norm, il-
lustrated by an OR of 22 for the combination of low RE

and MH and the probability of having a nonorganic pain
drawing. The relatively wide confidence interval (Cl) re-
flects the limited statistical power of small studies. This
could aso explain why only two of the four psychological
variables fit into the model.

We conclude that there is a correlation between low
scores on the psychological scales of the SF-36 and the
presentation of nonorganic pain drawings in patients with
chronic low back pain referred for surgical evaluation.
Prospective studies are necessary to demonstrate the pos-
sible predictive value of combining these two instruments
regarding success after spinal fusion.

Acknowledgements This study was supported by the E. Daniel-
sens Fond, the Jacob and Olga Madsens Fond, and Gigtforeningen.

References

1. Aaronson NK, Acquadro C, Alonso J,
Apolone G, Bucquet D, Bullinger M,
Bungay K, Fukuhara S, Gandek B,
Keller S (1992) International Quality
of Life Assessment (IQOLA) Project.
Qual Life Res 1:349-351

2. Albert TJ, Purtill J, Mesa J, Mclntosh
T, Balderston RA (1995) Health out-
come assessment before and after adult
deformity surgery. A prospective study.
Spine 20:2002—-2004

3. Atroshi |, Gummesson C, Johnsson R,
Sprinchorn A (1998) Symptoms, dis-
ability, and quality of lifein patients
with carpal tunnel syndrome. J Hand
Surg Am 24:398-404

4.Benroth R, Gawande S (1998) Patient-
reported health status in total joint re-
placement. J Arthroplasty 14:576-580

5.Bjerner JB et al (1997) Dansk manual
til SF-36. Et spargeskema om helbreds-
status, edn 1. Laggemiddel Industri
Foreningen

6.Chan CW, Goldman S, lIstrup DM,
Kunselman AR, O’ Neill Pl (1993) The
pain drawing and Waddell’ s nonor-
ganic physical signsin chronic low-
back pain. Spine 18:1717-1722

7.Cohen J (1988) Statistical power for
the behavioral sciences. Erlbaum,
Hillsdale, USA

8.Glassman SD, Dimar JR, Johnson JR,
Minkow R (1998) Preoperative SF-36
responses as a predictor of reoperation
following lumbar fusion. Orthopedics
21:1201-1203

9.Glassman SD, Minkow RE, Dimar JR,
Puno RM, Rague GH, Johnson JR
(1998) Effect of prior lumbar discec-
tomy on outcome of lumbar fusion:

a prospective analysis using the SF-36
measure. J Spinal Disord 11:383-388

10. Greenough CG, Fraser RD (1991)
Comparison of eight psychometric in-
struments in unselected patients with
back pain. Spine 16:1068-1074

11. Grevitt M, Khazim R, Webb J, Mul-
holland R, Shepperd J (1997) The short
form-36 health survey questionnaire in
spine surgery. J Bone Joint Surg Br 79:
48-52

12.Hopman WM, Mantle M, Towheed
TE, MacKenzie TA (1998) Determi-
nants of health-related quality of life
following elective total hip replace-
ment. Am JMed Qual 14:110-116

13.Horchner R, Tuinebreijer W (1998)
Improvement of physical functioning
of morbidly obese patients who have
undergone a Lap-Band operation: one-
year study. Obes Surg 9:399-402

14. Jacoby A, Baker GA, Steen N, Buck D
(1998) The SF-36 as a health status
measure for epilepsy: a psychometric
assessment. Qual Life Res 8:351-364

15.Kjoller M, Rasmussen NK, Keiding
LM (1998) Self-reported health and
morbidity among adult Danes 1987—
1994. Ugeskr Laeger 161:2948-2954

16.Mann NH, Brown MD, Hertz DB,
Enger I, Tompkins J (1993) Initial-im-
pression diagnosis using low-back pain
patient pain drawings. Spine 18:41-53

17.March LM, Cross MJ, Lapsley H,
Brnabic AJ, Tribe KL, Bachmeier CJ,
Courtenay BG, Brooks PM (1998) Out-
comes after hip or knee replacement
surgery for osteoarthritis. A prospec-
tive cohort study comparing patients’
quality of life before and after surgery
with age-related population norms.
Arthritis Cost and Outcome Project
Group. Med J Aust 171:235-238

18.Nork SE, Hu SS, Workman KL, Glazer
PA, Bradford DS (1998) Patient out-
comes after decompression and instru-
mented posterior spinal fusion for de-
generative spondylolisthesis. Spine 24:
561-569

19. Nortvedt MW, Riise T, Myhr KM, Ny-
land HI (1998) Quality of life in multi-
ple sclerosis: measuring the disease ef-
fects more broadly. Neurology 53:
1098-1103

20.Ohnmeiss DD, Vanharanta H, Guyer
RD (1995) The association between
pain drawings and computed tomogra-
phy/discographic pain responses. Spine
20:729-733

21.Parker H, Wood PLR, Main CJ (1995)
The use of the pain drawing as a
screening measure to predict psycho-
logical distressin chronic low back
pain. Spine 20:236-243

22.Ransford AO, Cairns D, Mooney V
(1976) The pain drawing as an aid to
the psychosocial evaluation of patients
with low back pain. Spine 1:127-134

23.Shields RK, Enloe LJ, Leo KC (1998)
Health related quality of life in patients
with total hip or knee replacement.
Arch Phys Med Rehabil 80:572-579

24.Taylor SJ, Taylor AE, Foy MA, Fogg
AJ (1998) Responsiveness of common
outcome measures for patients with
low back pain. Spine 24:1805-1812

25.Udén A, Astrom M, Bergenudd H
(1988) Pain drawings in chronic back
pain. Spine 13:389-392

26.Von Baeyer CL, Bergstrom KJ, Brod-
win MG, Brodwin SK (1983) Invalid
use of pain drawings in psychological
screening of back pain patients. Pain
16:103-107

27.Ware JE Jr (1993) SF-36 Health Sur-
vey. Manual and interpretation guide,
2nd edn. The Hedlth Institute, New
England Medical Center

28.Wiltse LL, Rocchio PD (1975) Preop-
erative psychological tests as predic-
tors of success of chemonucleolysisin
the treatment of the low-back syn-
drome. J Bone Joint Surg Am 57:478—
483



