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ABSTRACT 
Leaming Needs and Perœived Self-Efficacy 

of Patients with Chronic L m  Back Pain 

The purpose uf this study waç to assess the leaming needs and self- 

efficacy of 41 patients with &mÎc low back pain (ClBP), in an outpatient pain 

treatrnent dinic in St. John's, Newfoundland, and to examne relationships 

b e W  perceiveci leaming ne&, pain-related self-efficacy, demographic and 

injury-related factors. Kmwles' (1980) adult leaming thegr and Bandura's 

(1977) self-efficacy theory guided this study. Leaming needs were assessed 

using the patient leaming needs scale (PLNS) and self-efficacy was rneasured 

using the self-efficacy scale, deveioped by Lorig et al. (1 989a). 

Patients in this study repoited having many leaming needs in order to 

manage their care at home. Of most inportance to these subjects was 

information about treatments and ampiicaüons, medications and enhanc'ng 

quality of life. Learning needs w e  associateci with education level, pain 

experienced "m>st of the time" and distress experienced "most of the time". As 

a group, subjeds reported Iw self-eff~cacy for al1 three seifefficacy subscales- 

pain, function and other symptm. The laciulest scores w e  reporteci for pain 

self-efficacy. Self-efficacy was associated with education level and distress 



experienced by the patient at the tirne of intdew. A statistically significant 

inverse relationship was found be- leaming ne& and sdf-efficacy. This 

relationship was particularly evident bebeen leaming needs and fundion self- 

efficacy with a cwelatim of -0.70. ihese findngs have implications for nursing 

pradiœ and Mure research. 
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lntrodudion 

Self-care by petsons with chronic amditions has always been a 

component of heaith are. In ment years -ver, with the advancement in 

techndogy and the shift in health care from the institution into the m n i t y ,  

seif-care has gained emphasis in M t h  care delivery (Davis, Busch, Lowe, 

Taniguchi, & Djkowick, 1994; Lorig, 1993; Redman, 1993; Skelton, Murphy, 

Murphy, & Dowd, 1995). As a result of this increased ernphasis on selfare, 

patients with c=fironic health problm are required to assume a significant rde 

in the management of k i r  O\MI care. To cany out this rde adequately, patients 

require an understanding of their chronic condition and a belief in their own 

ability to fulfil this task (Lorig, 1992). 

Many persons with chronic health problems experienœ pain. Bonica 

(1990) contends that, "Pain is the most muent cause of suffering and disability 

that seriously impairs the quality of life for millions of people throughout the 

Md" (p. 20). In industnatized countries, fifty percent of people with painful 

conditions have d e  pain and thirty percent sufFer with chronic pain; one half 

to two thirds are parüaliy or totally disabled for days, mxiths, and even years 

(Bonica, 1990). Chrwic law back pain (CLBP), in particular, has been identified 

as an important foais for research because of the high prevalence in the 
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general population, the negative inpad that effeds of pain and disability has on 

the individual and hidher fanilys quality of Ife, and the high c d  to society of 

the long t m  physical and psyd.iosoCtal impairment that &en accompanies this 

condition (Anderson, Pope, & Frymoyer, 1984; Bonica, 1990; LeFort, 1989; 

Pope, 1991 ). 

Traditionally, health education has played a major mie in the 

management of chronic low back pain. It may not be enough, hawver, for 

people to be taught a variety of cognitive methods or behavioral strategies to 

contrd their pain. Selfefficacy-perceiving d f  as having the ability to 

successkilly perform the specific tasks required in order to manage hislher awn 

are-may also be an importait fadm in pain management. This study focuses 

on identifying the perceived leaming needs of patients with chronic low back 

pain (CLBP) and assessing their seifefficacy in relation to tkse leaming ne&. 

Healai educafjon program shauld provide patients Mai the neœsary 

information to hdp thern assume mxe responsibility for their OWI are. 

Researdi studies whid-i explore what content should be induded in these 

education program often reveal a discrepancy between Mat the professimals 
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and patients beiieve is most important (Dildo, Faherly, & Manteuffel, 1993; 

L a w ,  Murphy, & Patwrs, 1982; Waters, 1987). Tead-iinpleaming theory 

mandates that the leamet's needs and prioities be the foundation of any 

program estaMished (Redmn, 1993). Specifically, a knowledge of the 

information needs perœived by patients ~ 4 t h  CLBP as inportant, wwld help 

provide a basis for health &cation programs direded towardç meeting these 

ne&. 

There is an increasing emphasis in patient education programs on 

patient self-management, -ally arnong patients Mh  dirmic conditions 

(Lorig, 1992). There is some evidence that seîf-efficacy is important in self-care 

management. Plxxmling to Bandura (197) and Lorig, Chastain, Ung, Shoor, 

and Howman, (1989a), patients viA-io have enhanced self-efficacy in relation to 

their condition, believe that they have the knowledge and skills necessary for 

their O\MI health care management. It rmy be hypothesiied, then, that level of 

selfefficacy m l d  make a d ' i  in the patient's perceived need for 

information regarding hiçlher are. In order to design or revise patient 

education program vuhich will be effective in light of the added responsibilities 

being given to patients for their CMKI care, it is imprtant to better understand 

the rdationçhip betwen leaming needs and seif-efficacy, as welt as the factors 

Mich influence either perception. 
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Several fadm have been researched in relation to perœived leaming 

needs and self-efiicacy of patients. lhese fadors are of two types: (a) personal 

factors, induding age, e d w o n  and gender (Bostrom, Crawford-Swent, Lam, 

& Helmer, 1994; Casey, OConnell, & Prim, 1984; Mge,  1969; Fmyth, 

Delaney, & Gresham, 19û4; Pellino, & ûbefst, 1992; Richardson, 1990) and (b) 

illness-related factm, induding duration of illness, pain and distress ( m n ,  

1991; Bubela, Galloway, McCay, M~Kibbon, Nagle, Ringle, Ross, & Shamian, 

1990b; Galloway, Bubela, McKibh, Wyka, & Saxe-Braithwaite, 1995; 

Headley, 1990). Findings in these studies were inmistent and no studies 

wre  fwnd Mich examined the reiationship bet\iifeen leaming needs and self- 

efficacy arnong patients Ath chronic low back pain or any other patient 

population. 

nœ of the Wdy 

There are several reasons ~41y the learning ne& and self-efficacy of 

people ~4th CLBP shoufd be studied. First of all, back injuries have been 

ident i i  by researdiers as the leading cause of disability and absenteeism in 

the wwking population (Bonica, 1990; Strang, 1992). Up to 80% of the general 

population will be affecteci by badc pain at some time in their lives (Bonica, 

1990; Strang, l992), In Canada, l3I17ïZ people are reporteci as having back 
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Wiegman, 1993). noviding M e d g e  alone may not be the best approach in 

patient education programs (Moore, 1990; Speiman, 1984). Patient education 

researdi has demxistrated that people not only need knowledge about their 

condition but a bdief in their o \ ~ i  ability to perfom the health behaviours 

required to e n h m  their daily living. The most sucoessful educational 

programs (i.e., those affeding health status and behaviour) erphasize the 

developsnent of a daily routine of self-management activities and pay attention 

to physical exercise, eoping, self-efficacy and problemsdving (Lorig, 1992). 

The purposes of this study were threefdd: (a) to describe the leaming 

needs of patients with chronic I w  back pain; (b) to desctibe pain-related seif- 

efficacy in patients with chmnic low back pain; and, (c) to examine refatimships 

behwn perceived learning needs, pain-reiated seif-efficacy, demographic and 

injury-related factors. 

The research questions m. 

1. VMiat are the leaming needs of patients Ath chronic law back pain? 

2. M a t  is the level of pain-related seif-efficacy of patients with chronic low 
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back pain? 

M a t  is the rdationship be- pain-related selfefficacy and leaming 

need s? 

M a t  is the relationship ktween selecteâ background variables (gender, 

duration of illness, age, education level, number of injuries, pain and 

distress) and leaming ne&? 

VMiat is the relationship betveen selected background variables (gender, 

duration of illness, age, education level, number of injuries, pain and 

distress) and painreiated self-efficacy? 

. . 
nitron of T m  

ic low b x k j u i ~  (CLBP) is persistent or recurring non-malignant 

pain in the l m  lumbar region of longer than six (6) m t h s  duration (Aronoff, 

1992; Internatiorial Association for the Study of Pain, 1994). 

r m v 4  is "one's beiief that one can perfm a specific 

behaviour or task in the future, It refers to personal judgement of performance 

capabilities in a given &main of adivity" (Bandum, 1977, p. 192). The spectfic 

domain being exmineci in this study \nms paikrdated selfefficacy which was 

aperationally definecl as the sam on the Peroe'ied Self-effîcacy Smle, 

âevelaped initially for patients with arthritis (Lorig et al., 198%). 
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n a  is defined as loxwuledge or skill identified by 

patients with chronic Iav back pain as necessary in order to manage their 

associated health problern and maximize their ability to cany out their activities 

of daily living. In this study, leaming need was operaüonally defined as the 

score on the Patient Leaming Needs Seale (PLNS)(Bubela, Galloway, McCay, 

McKibbon, Nagle, Pringk, b, & Shaman, 1990a). 

is a planned leaming experienœ using a combination 

of methods such as teaching, cuuriselling, and behaviour modification 

techniques which influence patients' knowledge and health behaviour (Bartlett, 

1985). 

Althaigh this sîudy did mt aim to test a specific theoretical framewwk, 

KnoviAes' Rieory d Adult Leaming and Bandura's Salf4cacy Theoiy were 

used as guides in çeleding the m u r e s  of self-efficacy and leaming needs, 

and for interpretation of findings. 

Health PrafeSSjOnals can strengthen their understanding and become 

more effective in providing patient education by b e d n g  more famliar with the 

ways adults leam and the effective methods of adult teaching. Adult leaming 

theory emphasizes the irrpûtanee of identrfying the leamer's perception of 
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hislher leaming needs (KnoMcles, 19û6; Kno\Ertes, 1980). Knowles provides a 

conceptual framewwk which can hdp guide heaith professionals in their 

approadï to patient education. Heaith educatm are encwraged to assist and 

facilitate rather than try to assume the professional responsibility ffor presenting 

important health infomration to the patient, Pdults are v i 4  as independent 

leamers who should take an active mie in deciding what \MI1 be leamed. 

Patients, therefore, should be partners in health education rather than passive 

recipients of health information from professbnals who assume the "authority" 

rde. People are motivated to leam virhen the leaming is relevant to th& own 

needs and goab. W e s  (19%) viewed teaching as a response to the 

leamet's perceived needs, and only thmgh a learning needs assesçment can 

professimals better understand and structure health education to respond to 

mat the patient views as the p r o M m  or tasks helshe must undertake. 

Self-efftcacy theory focuses on an individual's perceived skills and 

abitities to act effedively and competently in a given dornain. In tum, these 

beliefs infîuence adions and coping behaviours, the situations and 

envimments that individuais chose to access, and th& persistence in 

performing the tasks required of Uiem (Bandura, 1977). Bandura indicated that 

self-efficacy theory is based on the principle that cognitive pmesses can 

mediate behaviour, but fowsing only on cognitive process does not provide for 
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successful behavioral change. Cognitiveiy-based interventionç can provide 

individuals with aie M e d g e  and a w i  of the skills and abilities 

underiying the exeaition of the behaviour. thever, if individuals do not 

believe that they can actually execute the behaviwr eff'ively, the behaviour 

will not occur (Bandura, 19ïï). 

On the basis of these hm theofies, identiing perceived leaming needs 

and seif-efficacy are essential steps in the ducation prooess if education is to 

be patient-focused, patient driven, and not only influence an individual's 

knowledge, but hidher health behaviours as Ml. The conceptual frarnewwk 

(see Figure 1) indicates seîected background vanables which may affect the 

leaming needs andur self-efficacy of individuals. 



Figure 1: Conceptual Framew#k 

1st or reairrent injury Educatlon 

LEARNING NEEDS 

I - Age 

SELF-EFFICACY 

Ouration of l lntu  - 
8 



litetature Review 

The review of the literature is divided into twP sections: first, a review of 

research studies which have addressed perceived leaming needs of patients, 

and second, a discussion of literature addressing the rde of self-efficacy in 

health behaviours and its possible relatiùnship to leaming ne&. A brief 

sumnary of the literature is then presented. 

Perceived barnina Needs 

Patient education has expanded beyond the professional Yelling" the 

patient virtiat to do. Today, the necessity to move toward more patient-oriented 

teactiing is rexrded in the literature as a rneans to strengthen the effectiveness 

of patient education (Jenny, 1990; Padberg, & Padberg, 1 9W; Richardson, 

1990). One of the first steps tcmrd this mandate is to assess Mat leaming 

needs patients have (Royd, 1992; Johnson, & Jackson, 1989; Sullivan, 1993; 

Vdker, 1991). This assessrnent phase, the initial step of the teadiing-learning 

proces, is considered to be the most important one because a l  other phases 

develop from it (Bille, 1981; Boyd, 1992; Redrnan, 1993). The leaming needs 

assessment identifies wtiat the individual perceives to be important to know and 

therefore, wtiat content should be addressed as part of the focus for health 
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teaching (Boyd, 1992; Law, Murphy, & Powerç, 1982; Vdker, 1991). In 

addition to the patient's identifieci learning needs, the health professional must 

also be perceptive to leaming needs not initially recognized by the patient. 

These too must be midered when developing health education program 

(Johnson, & Jackson, 1989). 

In the pst, health care professionals alone often decided what patients 

needed to know. Huwver, studies Mich have compareci the perception of 

pmfessionals with that of patients have d m t r a t e d  that these perceptions are 

d e n  incongruent (Dilorio, Faherty, & Manteufel, 1993; Konkd et al., 1989; 

Lauer et al., 1982). Merences in perceptions b e W n  patients and 

pmfessmals about \nhiat is important to leam has been fwnd in patients with 

epilepsy (Dilorio et al,, 1993), patients with cancer (Law et al., 1982) and 

patients with spinal cord injuries (Waters, 1987). 

To date, there is little substantiated knowledge about the leaming needs 

of patients with CLBP. ûnly one study was found that cornpareci perceptions of 

the leaming ne& of patients \Mth low back pain and the health professionals 

who assist in their care. Skeiton et al. (1995), camed out sd-structureci 

interviews with 52 patients and 10 general praditioners (GPs) to compare the 

perceptions of patients and GPs about the management of low back pain (LBP) 

as a basis for the future deveîopment of patient education for this condition. 
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Again, signiiicant dierences in perceptions of patients and professionals were 

noted. For the GP, patient edudion meant offering adviœ to patients about 

how to prevent iBP from recumng in the Mure. Prevention was thought to 

coqxise three separate but intenelateci issues: knovirledge, skills, a d  

attitudes GPs regardeci patient education as the rnost inportant aspect of LBP 

management, yet it was failing to have a great impact on patients. The two 

reasons GPs gave fot patients not fdlowing prevention advice w e :  (a) 

patients do not retain the infomiation that is given to them and, (b) paüents lack 

the motivation required to cany out prevention-related skillslbehaviours and are 

not prepared to take respmibility for their LBP. 

The patient's perspective, on the other hand, mas very different. mer 

half (56%) of the patients repûted having a disciplined approach to prevention 

but many thought that it was not prevention knowledge they required, but 

advice about how to apply this knuwiedge. Patients felt that the information 

given to thern vms theoretical and did not transfer utdl to r d  life situations. 

The precise interplay b e h m  rest, exercise and recovery was rarely made 

explicit to them. 

The above studies reveal incongruenciruencies betwen the perceptions of 

professimals and patients and reinforce the ne& to asses the teaching 

content ciesireci by the patient. Close (1988) states: 'Yeadiing the patient 
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what he already ùnms is a waste of tirne and energy and teaching him 

idevant matter becon#s fnistrating and cwifusing" (p.206). 

The literature reuxâs that paüents' perceived leaming needs during 

hospitakation and af&er discharge hwne are s i~ l a r  acrm patient populations 

in areas related to M e d g e  of condion, treattments, medications, managing 

activities of daily living and interpersonal cornminication (Bubeia et al., 1990b; 

ûodge, 1969; Hentinen, 1986; Niddin, 1986). AJthough many research studies 

documented the learning needs of patients, these leaming needs were offen 

conceptualized d'ifferently in the varbus studies, niaking corrparisons of 

research findings diicult. In five the researchers-Bubela et al. 

(1990b), Bastm, Cra t \ r fWnt ,  Lazar, and Hdrner (1994), Galloway, 

Bubela, McKibbon, McCay, and Ross (lm), Galloway, Bubela, McKibbm, 

Rebeyka, and Saxe-Braithwaite (1995) and Galloway, and Graydon (lm), 
mceptualized leaming needs in the sam w y  and used the sam instrument, 

the Patient Learning Needs Scale. This is a 50-'1tern self-admnistered 

instniment where subjects rated each item, on a scale from O "does rot apply" 

to 5 "extremety inportant", accordhg to how important it is to knaw in order to 

manage their care at home. 

Bubeia et al. (1990b) camed out a study with 301 adult medical and 

surgical patients who w e  within 72 h r s  of discharge from hospital to 
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detemu'ne Mich person and illness-related fadm influenced patient's leaming 

needç at the tirne of discharge from hospital. Patients reporteci that information 

conceming treatrnents and corriplications, rnedicatim, quality of life issues and 

adivities of living w e  most implant. Bostrom et al. (1994) expanded on the 

wwk of Bubela et al. (1990b) and suwyed tw groups: 76 hospitalized and 89 

recently dischargeci patients with medical-surgical comlitions. Leaming ne& 

wre ranked simlariy in both studies Ath highest prion'ty king given to the 

same three subscales: enhancing quality of Me, medications and treatments 

and complications. 

A third study by Gallaway et al. (1993) identified the perceived learning 

needs of 40 patients fdlauiiing open thoramtory surgery for prirnary lung 

cancer and the effect of symptorrs on adivities after surgery. Subjects wre 

surveyed priw to discharge and again 8 to 65 days fdlawing discharge. The 

infomtion related to treatments and cûrglications and quality of life was 

considered most important by patients both priw to and fdlm'ng discharge. 

Galloway et al. (1995) identiied the perceived leaming ne& of 38 

patients after peripheral arterial bypass swgery. These leaming needs wre 

examned in relation to symptom distress, anxiety, and depression. Patients 

wre given a thirty-m'nute interview 48 hours or l e s  before hospital discharge 

and 32 subjects wtio agreed rn interviewxi again during their fdlwup 
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medical appointment. Before discharge, the areas of learning need identified as 

most important (in oroIer of ranking) m: treatment and complications, skin 

care and enhancing quality of life. After discharge, treatment and conplications 

remained the n u m r  one pfioritY; hmever, enhancing quality of life was 

ranked second and skin care postdischarge was ranked third. The lainier saxe 

given for learning needs in relation to skin care postdischar~e is consistent with 

the healing process Men incisimal care is no longer a priority for patients. 

A Wh study by Gallaway and Graydon (7996) was canied out to 

determine the relationships betveen uncertainty, sympttm distress and 

discharge information needs of individuals (n = 40) after a d o n  resection for 

cancer. Again, highest priority was given to learning needs in relation to 

treatments and complications and activities of living. Patients wha had their 

condition longer had an increased level of uncertainty (r = 0.37, p < 0.05) and 

m e  synptom distress (r = 0.48, p < 0.01). An imease in uncertainty was 

signifmntly associateci with an increase in learning ne& (r = 0.33, p c 0.05). 

A positive but nonsignificant association was reporteci between learning neeûs 

and symptom distress. 

Although the same leaming needs scale VAS used in each of these 

studies, the findings are difftcult to compare for various reasons. First, Bostrom 

et al. (1994) cdleded data within 2 weks fdlming discharge, Galloway and 
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Graydon (1996) coilected data 4 week postdischarge and Galluway et al. 

(1993) sumyed patients 8 to 65 days fdlovving discharge. Second, Bostrom et 

al. (1994) used a second study gmup for pst  d'barge data collection, Mile 

Galloway et al. (1993) interviewci the sarne subjects prior to and fdlowing 

discharge. Gallowy et ai. (1995) also intervieweci the same subjects prior to 

and fdlming discharge, however, the tirne span b e W n  the two interviews 

was unspecified. 

ûespite aie importance placed on assessing patient's perœived leaming 

needs for the development of education program, only one study addressed 

the perceived learning needs of patients with low back pain. Shotkin, M t  and 

Mon (1987) sweyed back injured patients in an acute care setting in order to 

identii their perceived leaming needs. This study focused on the acute phase 

of back injury dunrg Mich diagnostic tests, surgery, acute pain etc., w re  the 

main focus for patients. Cher a Bmonth pend, 170 questionnaires w e  

distributed in a United Staîes Mlitary hospital, with a response rate of 57%. 

This questionnaire was divided into four parts: a) demographic data, b) patient 

perception of how irriportant e h  of a list of topics vas on a w n t  Likert 

d e ,  c) perceiveci laiowledge of each of the same topics on a Spoint Likert 

sale, d) any questions the patients m'ght have mceming the topics listed in 

the questionnaire. The areas iâentiied by the patients as important to know 
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induded: what to exped of your d o d o ~ ,  proper body mechanics, and follow- 

up medical care needed after discharge. Under areas of perceived knowiedge, 

patients reported no knwledge of. the huspital exerase program, home Gare 

needed after discharge, fdlwup medical cm needed after discharge, and 

sexual activity with lwback pain. These findings helped with the developrnent 

of teaching modules within that hospita1 for patients with low back pain as w11 

as the developrnent af standard nursing care pians. The questionnaire used in 

this study was not tested for reliabili and also rnany items caild not be 

generalized to other back-injured patients, as items were &en military related 

or hospital specific. Despite these lirnitatim, this study provides useful 

information for health professionals to consider when developing education 

programs for patients \Mth law back pain. 

Perceived leaming needs have been skidied in relation to several 

dermgraphic and injury-reiated variables. These variables indude gender, age, 

education, duration of condition, recurrence of injury, pain and distress. 

Researdi studies have cknmstrated inconsistent results in each category. 

Çe-. Mi le  çome studies found that mles did not dier significantly 

from females in their perceived leaming needs (Gaîloway, & Graydon, 1996; 
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Galloway et ai., 1993; L a w  et al., 1982), Bubela et al. (1 WOb) found that 

females had signifmntly higher leaming need scores than males. The 

subdes conœmed with information reiating to activities of living and quality of 

life issues, w r e  scored highest by females and contributed to the overall higher 

mean scures. Oodge (1969) also found that leaming needs wre associateci 

14th gender. Males and females e>qxessed equal desire to receive certain 

basic information about the nature and muse of their condition. Males, 

hmver, wre mare concerned with receiving information that w l d  help thern 

to make a realistic assesrnt of the extent to which their condition and need 

for heaith care w l d  affect their ability to work. Femles desired information 

abart chances of recurrence, meaning of their symptons and effects of 

medication. The time fram for this study rnust be considered in relation to 

these findings as gender des may have changeci since that tim. In a study 

by Gaîlcr~vay et al. (1995) the eight m n  reporteci more leaming needs than 

the thirty men in the study. The cornparison rnust be interpreted with caution 

hamer, given the small and unequal nurribers of subjects. 

m. ûoâge (1969) found that priority given to speufic leaming needs 

varieci dependhg on the subject's age. Older patients wre l e s  concemeci vin'th 

the total recovery time invdved with their condition and wre more interested in 

the details of th& care. Younger patients, h ~ v e r ,  wre concemeci with the 
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day to day progress they m making and MER eager to retum to their daily 

routine. This association bebmn age and learning needs was not found in 

0 t h  studies (Galloway, 1993; Galloumy et al., 1995; Lauer et al., 1982). 

m. Bubela et al. (199ûb) found that leaming ne& were 

a-ated with the patient's educational background. Higher levels of 

education wre  assodateci Mth 1- leaming need scores. On the other hand, 

Galloway and Graydon (1986) and Gallaway et al. (1993,1995) fwnd no 

differenœ in the overall rnean scores on the &asis of education. 
. . 

ion of cond~tiordillnesc W r r e n œ  af in jw Bubela et al. 

(1990b) fand a significant positive Corre(ation behnieen the n u m r  of days in 

hospital and the patient's total pedved learning needç score. Patients with 

longer hospital admissions report& a -ter leaming need for information in 

the following areas: medications, adMties of living, quaiity of life and 

m n i t y  and folluwup. In this study, medical patients required significantly 

more information than surgical patients. Medical patients w e  generally the 

patients with longer hospital admissions and were prescribed m e  medications 

as well. These findings may retlect the severity of the patient's condition rather 

than the aûual natwe of their illness, as there was no significant differenœ 

between the total leaming needs scores of patients with chronic disease and 

those of patients with acute illness. 
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in and m. Men examineci in relation to information ne&, pain 

was i den t i i  as one of the synptoms Mich rnost affected the subjeds' ability 

to ccmplete their usual adivities prior to and fdlowing discharge (Galloway et 

al., 1993). fain was positively oorrelated with total leaming ne& (r = 0.35, p 

= 0.03), particularly regarding such topics as med'ications, feelings relatecl to 

condition, treatrnents and amplications and quality of Ife. Galloway et al. 

(1995) examneci the distressing effeds of pain and other symptoms in relation 

to totai learning ne&. In this study, howver, no significant relationships were 

fwnd b e W n  these variables. Gallaway and Graydon (1996) also examineci 

leaming needs in relation to the symptom distress caused by pain. Athough 

there \nias a posiüve assoc~~ation, it was not statistically significant, perhaps due 

to the small sampie size (n = 40). 

In addition to idenwying the patient's perceiveci leaming needs and which 

fadors may afkt them, it is also irrportant to promde selfare amxig 

patients. This is especially true for patients with ctironic mditions, as they will 

be required to manage their crwn care on a daily basis. However, providing 

patients with M e d g e  aione may not be enough to achieve the goal of self- 

care management. Accordin9 to Merritt (1989), patients also require a belief in 
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their own ability to carry out the specific behaviours necessary for the selfare 

of their d i t i o n ;  this is called seifefficacy, Redman (1985) also agrees that 

self-efficacy is an irriportant cûnponent of the patient education process. 

PIxording b Redman, there are five essential steps for patient education to be 

1. The patient rnust believe the adion dll \Mxk. 
2. The patient must leam hanr to per fm the adion. 
3. The paüent mwt beiieve they are capable of performing the 

necessary activities (selfefficacy). 
4. The desireci outcomeç shwid be attributed to the patient's action. 
5. The patient mist value the outcornes sufficiently to maintain the 

behaviour (p. 425). 

Redman suggests that much patient education fails to be effective because it 

only addresses step hm, 

Selfetficacy, as describeci by Bandura (19TI), is one's belief that one 

can perform a slsecific behaviour or task in the Mure. It refers to personal 

it is related to other psyd-idogical concepts, sud-i as locus of axitrd, leamed 

helpleçsness and selfdeem, it is dirent in that selfdmcy is behaviour 

mfic. For example, a paüent diagnosed with diabetes rnay have high self- 

eftïcacy with regard to testing hisker own M a x i  sugar, but Men it cumes to 

self-adnlnistering insulin, helshe may feel incapable (low self-efficacy). 

Accwding to seif4cacy theory (Bandura, 1977) self-efficacy ifluences 
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an individual's dioices of adivities. If an individual judgeç hidherself as 

capable of perfomlhg an adivity helshe is mxe likely to undertake and per fm 

it. Pdivities that indMduals believe exceed their capabilities tend to be avoided. 

Therefore, it is mt supfising that studies which have examined self-efficacy and 

health behaviours have revealed positive relatiomhips (Gillis, 1993; Sretcher, 

DeVdlis, Wer, & Rosenstmk, 1986). Positive perfmnœ experiences 

enhanœ one's self-efficacy, Mich then has a positive effect on one's health 

(O'Lwry, 1985). For example, if individuals use relaxation therapy to help them 

lawer their bîooâ pressure and Mood pressure readings decrease, their self- 

effmcy related to this specifc behaviour is likely to incfease. As a result, there 

is a positive effed on the individual's weiall health. But is one's level of self- 

efficacy related in any way to the leaming needs identifieci by patients regarding 

their health? In other wwds, &es selfeffiicacy affect which leaming needs 

patients pursue further or does selfetficacy only impact on health behaviours or 

outcomes in the education procsss? Pccording to Merritt (1989), "self-efficacy 

influences both the initiation and persisteme of leaming activiües" (p. 69). 

ldentifying the patient's perceivecl leaming needs provides Vie teaching 

content for the development of education program. No studies wre fwnd 

hainiever which examineci the relationship between self-efficacy and leaming 

neeâs. As patient education foases on enhancing kncwîedge and health 
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behaviours, stuâies that l a h d  at seif-efficacy in relation to these hm topics 

were revievi&. 

There is s m  evidence that patient education affects both knowiedge 

and self-efficacy. Davis, Busch, L m ,  Taniguchi, and Djkowih (1994) 

evaluated the effeds of an educaüon program on the knovirledge and self- 

efficacy of 51 patients with rheurnatoid arthritis. Using a one-group repeated 

measures research design, they found that at the completion of the program, 

both knmîedge and seJf4cacy M e  significantly irnproved. These findings 

rn rnaintained at the three m t h  fdlmup assessrnent. There was no 

currelation behniieen kmwîedge and self-efficacy at baseline or fdlwup, 

suggesting that these variables impmed independently of each other. No 

0th studies were identifieci that examineci the relationship between knowledge 

and selfefficacy. 

Lorig and Hoiman (1989b), carrieci out a study to evaluate the Arthritis 

Self-Management Course. They found a veak assocl*atian betwen changes in 

behaviour and changes in health outcomes, b v e r ,  in a second study by 

Lm'g et al. (1 98%) that further examineci this self-management program, self- 

efficacy was founâ to be positively correlated with health outcornes. Salazar 

(1 991 ), supports these findings and suggests Ulat behavioral change is 

ultirnately the result of changes in one's beiiefs, and that people will perfm 
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theory that suggests that self-efficacy strongly influences these dioiœs and 

decisions, detemines the amount of effort made, and the persistence of the 

effort in performjng selfmanagernent activities (Bandura, 1 986). 

Gillis (1993) reviewd the research literature published between 1983 

and 1991 that focused on the determinants of health-prmting IrfestSes. 

Twnty-three studies w e  reviewd in total, 17 of Mich fowsed on the adult. 

Results fKnn these studies identifid self-f!nicacy as the strongest predictor of a 

health-promding lifestyie, fdlovüed by social support, perceiveci hefits, self- 

m p t ,  perceived barriers and health definition. Lorig, Konkd and Gonzalez 

(1987) reviewd 41 studies from the arthritis patient edumtion literature and 

found that the tmst successful education program, in t m  of hd th  status 

and Maviour, emphasized the development of a daily routine of self- 

management adivities and paid attention to physical exercise, coping, self- 

eficacy and probiemsdving. 

Selfefficacy has been found to be negativeiy melated to reporteci pain. 

lndividuals with higher self-efficacy report less pain and better funcüoning as 

rneasured by minutes tderated in sitting and standing positions (Kores, Murphy, 

Rosenthal, Uias, & Nûtti, 1990). Kores et al., examned the reiationship of 

perceived pain-related self-efficacy to treatrnent o u t m  of individuals with 
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chrmic, intradable, mmalignant pain. Many of the subjects in this study 

suffered from chronic back pain. The study sample (n = 62) was divided into 

two equal groups for studies. Results of aie first study revealed that 

subjeds Ath a high level af seif-efficacy in relation to their pain wre able to sit 

for longer pends of time @ = 0.03). AiViough no4 statisticdly signifiant, 

subjects with high seifefficacy m l d  also tderate standing for longer pends of 

time by the end af the program than subjects with low selfefficacy. Subjeds 

with high selfefficacy in this stuûy also reported substantially, but not 

significantly, better scores for wallking distanœ, percent reduction of pain and 

reduced resting time required. The second study utilized the University of 

Alabama at Bimjngham (UAB) Pain Behaviwr Scale to rneasure treatment 

outcorne on al1 patients at fdlavwp. Those with high pain-related selfefficacy 

scores after treatment had Iaw scores on the pain behaviour scale, indicating 

m e  adequate fundioning. ïhe results of the latter study support the 

hypothesis that measurmnt 05 pain-related seifefficacy could be used to 

predid treatment outaxne in patients with dvonic pain. Furtheme, if 

individuals with higher levels of painïelated self-efficacy are fundioning better 

Vian those with l m  selfdcacy, their perceived need for infmtion to help 

them inprove their funcaoning at home may also be reduced. 

Three gmups of mearchers have exdned pain-Aated sdfefficacy in 
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relation to short terni conditianç. Klepae, M i n g ,  and Hauge (1982) foased 

on seifefficacy as one means to help patients during dental pracedures to 

lessen their readion to pain. Genest (1 981) examinecl self-efficacy and the 

ability to tderate pain during diildbirth. Hoîroyd, Pensien, and Hershey (1 984) 

analyzed self-efficacy in relation to tension headaches. Perceived self-efficacy 

to tderate pain was positively conelated with both pain threshdd and tderanœ 

in each of these studies. €ach of these three studies invdved short terni 

conditions which may not require the same coping ability as that required of 

individuals with CLBP. 

Selfefficacy doeç appear to be reiated to the use of coping strategies. 

Jensen, Turner, Romano, & ffiroly (1991) canied out a study of 118 patients 

with dironic pain. The majcnity (46%) of these subjeds suffered from chronic 

lm back pain (CLBP) and the remainder suffered f m  a variety of other 

chronic pain syndromes. Al subjeâs were interviewed by telephone, using 

questionnaires and rating scales to assess four content areas: pain severity, 

contrai appraisals (how the subject perceiveci their ability to contrd their pain), 

pain coping efforts, and adjustments. Findings indicated that contrd appraisals 

and the pradiœ of ignan'rtg pain, using coping self-statements, and imxeasing 

adivities w e  positivei y related to psychdogical fundoning . Control appraisals 

and the pradice uf diverhg attention, igming pain, and using coping self- 
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statements m also pitively related to adivity level, but only for patients 

reporting relatively low levels of pain severity. Although items used to m u r e  

control appraiçals in this study did not direcüy reflect the constnict of self- 

efficacy, these results are consistent with Bandura's mial leaming theory in 

that a strong belief in mtrd wer pain led subjeds in the Jensen et al. study to 

initiate and persist in the use of adaptive caping strategies. 

Buescher et al. (1 991) examned the effects of selfefficacy on the pain 

behaviairs exhibited by patients with rheurnatoid arthntis. Seventy-twP patients 

with arthritis m assessed using a standardized videotaping procedure for 

rating speaf~c pain behaviours such as lirnps, facial grimaces, and guarâed 

movernents. Patients also completed questionnaires measuring seifefficacy 

and depression. Higher self-efficacy was found to be related to feuw pain 

behaviours and bettw fundioning (r = -0.33, p = 0.04). 

ûoice, Cmker and Oaleys (1988) exam'ned exercise quotas, 

anticipatory concem and self-efficacy expeàations in patients with chranic pain 

and obsen/ed that both self-eff~cacy regarding ability to engage in exercise and 

actual exercise perfomiance increased over the course of treatrnent in a 

behavioral chronic pain treatrnent program A composite stuây looked at self- 

efficacy in relation to exerci'se, wk, and ability to fundion Mile remining 

dicat ion free. Seifefficacy was positiveiy associateci with post-treatrnent 
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wwk status and exercise levei, and negatively assoclateci with post-treatment 

medication use (Ddce et al., 1986). Finally, Council, Ahem, Fdlick, and Kline 

(1988) found that the ratings that patients with CLBP gave of their ability to 

per fm ten specific mvernents varied diredly with the obsenred performance 

of the movernents and inversely with pain behaviours observed during the 

mernents. 

hic and I V  

Resea- have aiso studied the association of self-efficacy with 

various demographic variables. These studies r e p t  that males and ferriales 

do not diier in their global selfefficacy rneasurmnts (Wuster, Wght, & 

Tomich, 1995). No studies wre identified that examineci self-efficacy in relation 

to age, hmver, in one study, mxe highly educated patients (n = 40) believed 

that they had more conçtmi over their pain (Pdlino, & Oberst, 1992). It was 

believed by the authors that higher educational achievement may indicate that 

the subjeds had better problem solving ability or a higher level of seifefficacy in 

dealing with their chmic pain. 

In relation to injurydateci variabies no researdi findings w e  identifieci 

that addressed associations betwen seif4cacy and duration of condition. 

Lazanrs and Fdiunan (1984) suggest hmmver, that through coping, one rnay 
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better deal with a stressor such as a chronic illness. In contrast, other authors 

believe bat the presence of chronic low bad< pain rnay cause individuals to feel 

out of contrd (BaiMnan, 1991 ). The recurrence d an injury may also have 

negative effeds on selfefficacy in relation to pain (O'Leary, 1985). Studies 

have reported that selfefficacy is negativdy related to reporteci pain. Higher 

self-efficacy is assodateci with loiiiier saxes for pain and increased functioning 

( K m  et al., 1990). Hawever, Lin and Ward (1996) found no condation 

b e W n  pain-related distress and self-effiicacy. 

and self-efficacy 

Studies which specificall y examineci the reiatimhip bet\i\iieen self-efficacy 

and perceiveci leaming needs wwe not fwnâ in the literatue search. Howver, 

selfetficacy has been linked with motivation (Buesdier et al., 1 991 ), healt h care 

behaviwrs (Buescher et al., 1991) and W e d g e  (Davis et al., 1994). Self- 

efficacy is also bdieved to inRuence the initiation and pemistenœ of leaming 

adivities (Memtt, 1 gag), and it is suggested that knowledge in conjundion with 

experiences that enhance selfefficacy may be the way to inprove one's health 

(CTLeary, 1985). Therefwe, understanding if a relaüonship exists b e W n  

perceived leaming needs and selfefficacy rnay assist with the development of 

future patient educaüon program. 
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In sumnary, authas believe that assessment of patient leaming needs is 

the first step in planning health education. There is a considerable body of 

evidenœ that suggesl a discrepancy Men exists betwen what health 

professimals and patients believe shauld be indudeci in patient eâucation 

program. Since patients respond more favourabiy to health education which 

focuses on infotmation that is relevant and useful to them, determining Mat 

leaming needs they perceive as most important is the first step in the 

development of educatian programs. 

Similar learning needs have been m d e d  in the literature for ail patients 

in areas related to kmvdedge of condition, treatrnents, meàications, managing 

activities of living and interpersonal cornnunication. The reiationship b e W n  

patient leaming ne& has been exploreci in relation to various personal and 

injury-related factors, havever, findings reportecl in the literature have been 

inconsident. 

The direct relationçhip betwm self-efficacy and learning ne& has not 

been examned. There is evidenœ to suppat a positive relationship b e W n  

pain tderance, adivity levei and perceived selfeffcacy. There is also çome 
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evidence that self-efficacy is positively related to health status and therefwe, 

better funcüoning. 



Methods 

This chapter contains a description of the methods used in this study, 

under the fdlowing headings: study design, study ample, setting, data 

colledion proœdures, ethicai mideratim, pilot study, research instruments, 

and data analysis. 

This study was a desaiptive correlational one that utilized quantitative 

m u r e s .  The descriptive portion of this stuây was designed to explore the 

perceived learning needs and perceived selfefficacy of patients suffering from 

chronic low back pain (CLBP). The reiationship between learning needs and 

self-effimcy vms examned as well as the relationship of these hm variables to 

a nu* of demcigraphic and injury-related variables, 

a J x k  
The study sanple misteci of 41 individuals who suffered with ClBP as 

a result of a wudqlaœ injury. The subjects wre patients v h  w e  admitted to 

an lnjured Workers' Rehabilitaüon Rogram in St. John's, Newfoundland over a 

three and a half m t h  tirne period, fiom Sept- to md-December, 1994. 
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The sanple induded both men and wamn and ail subjects were receiving 

Workerst Cornpsation benefits, as this progam is sponsored by the Workers' 

Conpensation Comriission of Newfoundlartd and Labrador. 

A mvenienœ sarnple of 41 patients was recniited into the study from 

the lnjured Wûkers' ReMlitaticn Rqmn. Ten patients w e  adrnitted to this 

program biwkly,  but not al1 of those admitteci had CLBP. Some patients 

presented to the dinic with other proMem such as neck, shoulder, or upper 

back pain. To be eligibie for indusion in this study, CLBP had to be the 

primary, but not the exdusive, reason for referral to the program. The critena 

for selection of the sample wre as foilows: 

1) Onented to person, place and time. 

2) Able to read, write and understand English. 

3) Enrded in the lnjwed Workersl Rehabil'htion Program. 

4) Pain in the lamr back for a minimm of 6 months. 

5) Oider than 18 years of age. 

Over the three and a half month t i m  period, 41 subjects wre  eligible for 

and vduntanly owiçented to participate in the study. None of the potential 

subjects refused to participate. The mly reason for exdusian of subjeds was 

the fourth criterion. One patient, who suffered frorn CLBP, was exduded 

because the pain w s  present for only four mwiths. Al other ineligible patients 

had dironic pain, but mt in the Iowr back 
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Settina 
Subjects completed the questionnaires given by the researdier in a 

pnvate office located within the lnjured W e r d  Program. The researcher was 

available \hile the subjects mpieted the questionnaires to a m r  any 

questions or to danfy questions about the research. 

The Injured Workers' Rehabilitaüon Rogram msists of a multi- 

disciplinary team assessrnent fdlocved by implementation of any r m n d e d  

management plans or further investigations. The multidisciplinary team is 

made up of the medical director and other medical specialists, as MAI as 

physiotherapists, occupational therapiçts, a nurse, dietitian, recreation therapist, 

social M e r  and psychologist. At the request of staff from the lnjured 

Workersl Rehabilitation Program, a copy of the proposal for this study was 

given to a representative of the Wbrkers' Compensation Comnssion of 

NeMoundland and Labrador and a letter of permission was received fKmi this 

agency that allawed the stuày to proceed. (See Appendix A). 

The multidisciplinary team assessrnent takes approxirnately tw weeks, 

dunng which tirne individuais are seen by each merrber af the team and 

obsewed in their adivities of daily living on the nursing unit. Back care 

infmtion is provideci during these tw weks. Any phyçical or medical tests 

that are considered necessary are usually d e d  out during this two week 
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pMod. Fdlowing the two week period, there is a tearn meeting to discuss the 

results of the individual's evaluation. Reumm&tiom about further 

assessment, investigations and treatrnent are presented to the individual during 

the meeting and opportunity for discussion and questions is available at that 

tirne. 

lection 

A member of the nursing supewisory stafF of the lnjured Workers' 

Rehabilitation Program identified the potential participants who met the eiigibility 

criteria. The initial contact and brief explanation of the purpose of the study 

was carneci out by this same individual. Al potential subjects wt~o agreed were 

then approached by the researcher and a full vertsal explanation of the study 

was given. If subjeds understood and agreed to participate in this study, they 

m e  given a Wntten explanation and a consent form was signed (Appendix B). 

Al subjeds w e  offered a copy of the consent f m  and one copy was kept for 

the researcher's reoords. Questionnaires w e  admnistered to the subjects by 

the researchw on the first day of the lnjured Workers' Rehabilitation Program, in 

order to measure leaming needs before they received the education component 

of the program 



Although this study was midered to be of low physical and 

psydidogical risk to study participants, the rights of the subjects were protected 

in several ways. The proposal for the stuûy waç reviewd by the Human 

investigations Comrr'ttee of Memorial University of Newfoundland and was 

approved (Appendix C). Subjed parüupation in the study was vduntary and a 

witten consent was then obtained (See Appenûix 6). In order to maintain 

confidentiality, the questionnaires wre codeci by nurnber. Al data obtained 

during this study w r e  stored in a lded cabinet to Mich only the researcher 

had access. 

J?k!m& 

A pilot study was carried out with the first 5 subjects admitted to the 

study to assess face validity of the research instruments and to ensure that any 

problems could be addresseci before amnencing the full data cdlediun phase. 

As no major probiems w e  identified at that time, the data frorn these five 

subjects w re  induded in the study. The visual analogue sale did require 

explanation by the researcher havever, and this was done for al1 subjects. 
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The questionnaire used in this study had four conponents. The general 

information section, deveîoped by the reseawr, was administered to the 

subjects initially, folloilved by the Pain Questionnaire, the Patient Leaming 

Needs Scale (hbela, G a i l w y ,  McCay, McKibbon, Nagle, Ringle, Ross, & 

Shamian, 1990), and finally, the Perceived Seif-Efficacy Scale (Lorig, Chastain, 

Ung, Shoor, & H m n ,  1989). On average, the subjeds required 30 m'nutes 

to ccmplete the total questionnaire. 

_Generalirrfomiation. This cumponent wnsisted of fourteen (14) 

questions which wiere described in the literature as irriiportant and relevant for 

patients urith chronic low badc pain or patients with back injuries in general 

(Pppendix D). Soci-ic data sudi as levei of education, enployment 

status, type of occupation, and injury-reiated data, such as medical history of 

the back problem and information regarding the back pain, wre colledeci in 

this 

in m. The Pain Questionnaire used in mis study 

rneasured pain intensity and pain-related distress ( W i x  E). The 

irrportance of measuring these hiuo componentç of the pain experienœ is 

reported in the literature ( A M ,  Gray-Donald, Sewitch, Johnstm, Edgar, & 

Jeans, 1992). Abbott et al. found that pain intensity is not the only determinant 
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of fundional irnpainnent. The levd of pain-related distress a patient 

e-enced was aiso significantiy correlateci to fundional ability. lherefore, 

when relating pain to the patient's qua& of life, distress level shaild also be 

midered. The pain questionnaire is a short six-item questionnaire. Ail items 

used a 100 mn visual analog sde  (VAS). For item 2 and 3 (pain ~ > w  and 

pain most of the tirne), "No Pain" is used as the left andior and 'W Pain 

Imaginable" as the rigM a&. Fw item 5 and 6 (distress now and distress 

rnost of the time), the andKx vKxds are simlar, W "No Distress" for the left 

anchor and 'W üisûess Imaginable" as the right anchor. Subjectç were 

asked to mark an X on the point on the line that best descnbed hcw mch pain 

they have expdenced and how rmd-i distress this pain has caused. 

The VAS has been used in the p s t  to masure subjective feelings, 

perceptions, sensations and synptm (Cline, Hemian, Shaw, & Morton, 1992; 

Polit, & Hungler, 1993). AVAS is a unidimional masure that represents a 

continuum of pain intensity. It has becorne a m l y  used instrument 

because it is dinicaily feasible, sinple for the subjed to understand and it is 

considered to be a valid method for measuring subjective feelings (Cline et al., 

1992; GR, 1989; Yaingbiut, & Casper, 1993). The VAS has been reporteci to 

have good reliability with repeated use by the same individuals (Cline et al., 

1992; Pdit, & Hungîer, 1993; YoungMut, & Casper, 1993), with validity having 
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been assurned (McGuire, 1984). A niter is used to measure the distance 

betwen the left anchor and where the X is placed on the I O O m  line. The 

measurement obtained is the subjed's score. 

tient î&mina Needç M. Perceiveci leaming neeâs of the subjects 

with CLBP wre assessed using the Patient Learning Neeâs Scale (PLNS), 

develcpsd by 8ubeia et al. (199ûa). (See Appndix F). This scale (RNS) was 

deveîoped and used in studies with general medicalisurgical patients (Bubela et 

al, 1990b; Galloway, Bubeia, MciGbbon, McCay, & Ross, 1993). The PLNS is a 

5û-item seif-adnlnistered scale designed to m u r e  patients' perceptions of 

information wtiich they think they need to know for management of health care 

at home (Bubela et al., 1990a). The sale doeç not measure the a m n t  of 

information that the subjects have been given, but rather how important they 

think the information is in order to manage their care at home. There are two 

different versions of the scale: one fa use in hospita1 and the other for use at 

home. The home versim of the scale was used in this study because the 

lnjured Workers' Rehabilitaüon Rogram focuses on the outpatient population. 

The PLNS was the most appropriate instrument found in the literature to 

rneasure the pat~ent's leaming needs and therefore, written pemYssion was 

obtained to use this instrument fbr this current study (Appendix G). Scon'ng for 

the PLNS is done on a 6point Likert sale. The swle rangeâ frorn 1, "of 
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niniml inportance" to 5, "exhmeiy important". Subjects could also select a 

rating of O for "does not appiy. 

The PLNS is made up of s e m  subscales hich are as follows: 

medications, activities of living, oomnunity and fdlwup, feelings related to 

condition, treatment and complications, enhancing quality of life and skin care. 

Mer completion of the RNS, an open ended question invited subjects to 

identify any additional learning needs b y  perceiveci as important, but that wre  

not induded on the learning needs d e .  

The PLNS has content and face validii based on findings in the 

literature, patient interviews and personal d in id experienœs of five nurse 

dinicians and dinical nurse specialists (Bubeia et al., 1990a). Beginning 

constnict validity was found when fador analysis demonstrated the presence of 

seven factors or subscales. Intemal consistency reliability for the SIlitem scale 

was assesseci using Csonbach's alpha and waç 0.95. This result was based on 

the responses of 301 adults bpitalized WI a medical or surgical illneçç who 

were approaching hospita1 discharge (Bubela et al., 1990a). Reliability analysis 

was completed for the present s tdy  and fesulted in an alpha coefficient of 0.94 

for the total d e ,  Alpha coefficients for the subscales wre: Medicatim, 

0.92; Feelings Wated to Condition, 0.76; Enhanang Quality of Me, 0.85; 

Comnunity and Fdlwp,  0.77; Treatments and Complications, 0.68; Skin 
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Care, 0.69; M~vities of Living, 0.n. Subjects were encwraged to score each 

item on the scale. 

Self-efncacv. In this study, seif-eff~cacy waô msured by a =le 

originally developed for arthritis patients (Lorig et ai., 1989a). The scale 

consists of 20 items. These items make up three different subscales: the 5. 

item pain self-efficacy subscale (PSE); the Siitem function selfefficacy subscale 

(FSE); and the &item other symptoms self-efficacy subscale (OSE). 

Each question in the scale is f o i l ad  by a 10-point numerical graphic 

rating scale for d n g  purposes (Agpendix H). Each subscale is scoreci 

separately, by taking the mean of the subscale items. If onefwrth or l es  of 

the data are missing, the score is a mean of the completed data. If more than 

one-fwrth of the data are missing, no saxe is mlculated. 

Under the FSE subscale, four item of the nine were not applicable to 

the back injured population; therefore, this section vms modifieci Ath pemiisçion 

and items were replaœd with four that wxe more appropriate to the patient 

with law back pain. The four item d t t e d  frorn the original FSE subscale 

invdved activities of buttoni~unbuttwiing, cutting up meat, tuming on an 

outdoor fauœt and putting on a l qdeeve  shirt. These items wre  replaced 

with others (items 6, 7, 8, & 9) Mich invdved activities of bending, lifting and 

sitting for a period of one hour (See Appendix H). These changes wre 



discusseâ v&h and approveâ by the instniment's author (Personal 

Cornnunication, K. Long, November 29, 1993). Since no other scales 

specifically deaiing with the back injured population and selfefficacy wre  

available, pemission to use this instrument, as mxlified, waû obtained 

(Appendix 1). The instrument was ampleteci by eadi subject in the presence of 

the researcher, fdlowing the guidelines outlined by Long et al., (1989~1). 

Crwibach's alpha was also used to estimate the intemal reiiability of the 

self-efficacy scale because of the alteration in item under the FSE subscale 

and the use of this instrument with a different population. Alpha estimates of 

internal reliability w e  carrieci out for each subscale Men the instrument was 

developed with arthritis patients and wre as fdlows: 0.90 for FSE, 0.87 for 

OSE, and 0.75 for B E  (Lorig et al., 1989a). In this stuày, the dpha estirnates 

of internal reliability for each subscale m: 0.87 for FSE, 0.80 for OSE, and 

0.75 for PSE. 

ûata analyses were conducteci using SPSS 6.1 for Windcws (SPSS, 

1995). Desaîptive statistics used to describe sarriple characteristics 

according to the demographic data cdleded. lhe RNS was designeci to 

&in an indiual item score, wtiich was considered to be ordinal, but when 



46 

sumned as a total score could be treated as intewal data (Bubela et al., 

1990a). kcoding to Munro and Page (1 993), ordinal rneasurements may be 

treated as interval, hatever, the researcher must be aware that the intewals 

possiMy are nd equal. Simlatiy, the selfefficacy scale obtained scores Wich 

w e  considerd intwal data. 

To examine the relationships among variables assumed to be nomlly 

distributeci, parametric tests wre  used in the data analysis. The Pearson 

Proâuct Moment Correlation Coefficient was used to test relatimhips between 

patient leaming needs, selfeff~cacy, age, educatim, duration of injury, pain and 

distress. This is the mist rn methc i  by Mich the relatimhip beheen 

hivo variables is quantiied and it allowç one ta &te mthemtically the 

relaüonçhip that exists between two variables (Mnro, & Page, 1993). To 

ampare leaming needs and selfefficacy of subjeds baseci on the nurrber of 

injuries they had previousiy experienced, the non-pararnetric Mann-Mitney U 

test was used. This test is used to compare two groups, h v e r ,  no 

assumpttîon about the distribution of the variables in the population is required 

(Munro, & Page, 1993). Because of the very srriaIl numbers of subjects M o  

repûted having greater than two injuries (n = 4), these subjects wre  exduded 

fKmi the analysis. To test the dierems in leaming ne& and self-efficacy 

based an genàer, the independent Student t-test was used. Statistical 
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signifieance was set at the levei of 0.05 for al1 tests useci in this study. The 

respanses to the operrended question were grouped and analpd based on 

the topic of leaming need identiied. 



Results 

The findings of this study are presented in four sections. First, the 

charaderistics of the sample are presented. The second section contains a 

description of the leaming needs of subjeds and indudes the findings frorn the 

open ended question on that instrument. The relationship be-n the patients' 

leaming needs and their dem~~raphic and injurydated variables is also 

reporteci. The third section indudes a deçeription of the subjects' perceiveci 

pain intensity and their levei of pain-reiated distress. n ie  fourth section 

indudes a desaiption of the subjects' perceivecl çelf-efficacy. The relationship 

b e W n  self-efficacy and the demographic and injuyrelated variables is also 

presented and finally, the reîatimhip b e W n  pemived selfefficacy and 

patient teaming needs is reported. 

the Sam 

-. A total of 41 subjects vduntarily consent& to participate 

in the study, 24 of whom \i\~ere male (59%) and 17 of whom vwe femle (41 %). 

Other demographic characteristics of the study sanple are presented in Table 

1. Ages of the study subjects ranged fram 21 to 58 years with the man age 



Table 1 

th !N 41) - - 

Male 
Female 

Marital Status 

Nwnber of People in Hwsehdd 

Live alone 
LNe with spouse/partner 
Live hiul spousdparbier 
& diildren 
Live with spouse/partnef 
& children & elderiy rdaüve 
OUier 
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king 40.1 yeam (SD = 9.24). Subjedç in this study had an average of 10.5 

years ofçchoding (Sû = 3.05). Most of the subjects wre marrieci with 

children. 

Occupations of the subjeds are repûted in Figure 2. These were coded 

by the tesearcher using the Statistics Canada Standard Occupational 

Classification as a guide (Statistics Canada, 1991). Al occupationai 

dassifications wre represented. The largest n u m r  of individuals (n = 16) 

wrked in the cmstnidicm and trades category, most of these as painters and 

plasterers. Nwses and dher health care &ers (n = 9) represented the 

s m d  highest nu- of subjeds, 

-rek&d. Mwe than haif of the subjeds (61%) in this study reported 

lifting as the cause of their injury (see Table 2). Four subjects (9.7%), 

categorized the cause of their injury as "othef'. In al1 fout cases, twisting was 

identified as the speuf~c cause. 

lhe length of time since injury ranged frwn 6 manths to 19 years. The 

majonty of subjects had experienced low back pain from 6 to 12 mQnfh. 

Slightly les! than half (44%) had suffered a rwxirrent injury. The high 

recurence rate in thii sîwly is consistent vith findings in the literature. Only a 

small nu* of subjeds reported having previous back surgery (12.2%). The 



Figure 2: Occupationai Classification of Study Subjects (Ml) 

Othr (waltresshr(endw) Clerlcril and mMed 
5% 

Con 



ted . . 

Cause of injuy 
Lifüng 
Fall 
Stnick 
ûther (Wsted) 

First or reairrent injuy 
ûne injuty 
T w  injuries 
Three injuries 
> than three injuries 

Tirne sinœ injury 
6 -  9mxiths 
10 - 13 nwiths 
14 - 17 mxiais 
18-21 months 
22-25months 

> 25 mihs 

Previws surgery 
Yes 
No 

Regular medication uçe fur LBP 
Yes 
No 

Other health proMems 
None 28 68.3 
CardioMsailar 4 9.8 
Dmtdogical 3 7.3 
hhisailoskeletal 2 4.9 
Storriach ulcers 2 4.9 
Allergies 1 2.4 
Vit. B defiaency 1 2.4 
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rnajarity of subjects (75.6%), w e  taking medication to help minimize their pain 

and most subjeâs (n = 28) did not have other health problems (Venning, 1988; 

An-, Pope, & Fmyer ,  1984). 

in and Pain-related Distreçs 

Forty of the 41 subjects reported that they wre experiencing pain at the 

tirne of the interview. ûf this group, 83 percent (n = 34) were also experiencing 

pain-relatai distress. 60th intensity of pain and pain-related distress wre 

measured using a l O O m  visual analogue scale. Mean saxes for pain and 

painreiated distress are reporteci in Table 3. Patients vith CLBP reported 

sirrilar pain scores as patients in a study by Galloway et al. (1993) who were 

rmming from surgery for lung cancer (X = 58.1, SD = 35). In the study by 

Galloway et al. (1995), havever, patients vuho wsre post-operative following 

peripheral arterial bypass reporteci l a i~~er  scores for pain (X = 44.6, SD = 28.5). 

Patients suffering frorn arthritis also reported moderate levels of pain Men a 

similar 1CLpoint pan measurernent scale was used (fi = 5.0, SD = 2.4), (Lorig, & 

Hoiman, 1989). 



Pain a1 this present tim 

Pain mistdttietirne 

Painrelated distress at present time 

Painreiated distress moçt of the tirne 

The rnean total Patient Learning Needs Scale (PLNS) m e  was 181.8 

(SD = 37.8) f m  a m'rnurn possiMe score of 250 (see TaMe 4). This score 

was higher than that of patients with rnedicai-surgical conditions (Bubela et al., 

199ûb) wtsere the predischarge mean was 157 (SD = 50.1). Patients with lung 

cancer had similar PLNS scores before hospital discharge (2 = 179.2, SD = 

50.1); however, once home these sarne subjects had a mean sc~re of 164.3 

(Si3 = 52.7) on the m m t y  version of the PîNS (Galloway et al., 1993). 

Patients vuho had peripheral arterial bypass surgery also reporteci lower 

information needs both @or to and after discharge from hospital (2 = 156.2, SD 
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= 41.4 and ic = 154.1, SD = 48.2 respediveiy) than patients with CLBP 

(GaHoway et ai., 1995). 

To determine the relative importance of content areas to subjects, the 

mean score of ead'i subscale was calculated by dividing the raw subsmle score 

by the n u m r  of item in the subscale, as subscales have wiequal nunhrs of 

questions. 

The mean subscale score for treatments and complications, medications 

and enhanang quality of life M e  simlar and subjects reporteci these three 

content areas as the ones d most importance to them to leam in order to 

manage their care at hem (see Table 4). The treatment and complications 

subscale induded items dealing Mh  preventing and asseçsing for the 

seriwsness of a complication, purpose of treatments and possible side effects 

that may ocair. The subscale, medicatians, induded information regarding 

possibie side effeds of medicatiors, how each medication worked, Mitiat to do if 

a readion to a medication ocairred and u\kien to stop taking medication. The 

subscale for enhancing quality of life induded information about pain 

management, stress management, other synptm commxrly associated with 

their injury, and the effeci of the injury on their lives at present and in the future. 

A second set of three subscales-adivities of living, feelings relateci to 

condition and m n i t y  and f d l w u p w e  ranked next in impartance and 



Table 4 

Categwy (nunba d item) 

H m  Mean SD Hghest Mean 
paisible 

SP 
saxe W b l e  smre 

Saxe saxe 

Tdd learning needs (50) 

Treatment & amplicaüans (9) 

Meacatim (7) 

M r i g  qudity of life (8) 

AdRiities d IM~Q (9) 

Feeîings rela2ed to condition (5) 

Comnnity and fdlowup (7) 

skin Gare (5) 

NIA 

5 4.17 1-08 

5 4.17 1.47 

5 4.16 0.99 

5 3.78 1.16 

5 3.32 1.64 

5 3.18 1.71 

5 1.95 1.91 
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wwe rated sinilady by subjects (see Table 4). The activities of living subçcde 

addressed leaming needs related to physical adivity, rest, battel dinination 

and nutrition. The feelings rdated to condition subscale induded psycho60cial 

aspects of coping with illness. The subscale for comnunity and fdlaw-up 

content addressed the need for infomiation regarding transportation to 

appointments, home are and invdvement in various com~unity grwps. 

Finally, the skin care subscale, Mich indudes items relating to 

information abwt caring for an incision, bathing, and preventing the skin tom 

getting sore or r d ,  was ranked loweçt of the seven subscales (see Table 4). 

Not surprisingty, the infmtion represented by this subscale was not perceived 

as an important leaming need by subjects. 

The ten items on the PLNS with the highest man saxes are reported in 

Table 5. Information about the inpad of injury on Mure life, mnaging pain, 

exmbseladivity levei and managing potential corrplications was very inportant 

to subjeds in this study. The infmtion perceived as rnost inportant by 

patients with CLBP was "how this illness will affect my Mure." This item was 

ranked as the number one item in relation to the total leaming needs scale (2 = 

4.98, SD = 0.20). 



Tabie 5 

on the P a t i e n t s  Needsle 

To manage care at home H g M  
I need to knw PossiWe Mean SD 

Saxe 

Haw this injuty will affect 
my Mure. 

Haw to manage my @n. 

V\rhat the possiMe side effeds 
of my treatment are. 

HeMl this injuty will affect 
my life. 

mt physical exerdse I 
should be getting. 

VMiat physical adivities I 
cannot do such as lifting. 

VMiat to do if I have a 
readion to a medication. 

VMiat oomplications dght 
oaxir from my injury. 

Haw to p r m t  a cmpiication 
frm ooaimng. 

M a t  the purposes af my 
treatments are. 
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to m-. In addition to the item listed on 

the PLNS, subjects were asked if t h  m any dher learning needs they 

thought w l d  be useful to knaw in orâer to rrianage their back pain. Thirteen 

subjeds (31.7%) reportecl having additional leaming needs. T m  subjedç listed 

more than one additional learning need. Althwgh 5 of these 13 subjects also 

reporteci having other wrrent health problem, al1 additional leaming needs 

identifted w e  reiateâ exdusMy to b i r  CLBP. The PLNS indu& items on 

pain management but vduntary responses from patients identifieci pain 

management as an additional learning need as al. The leaming needs 

identifieci by subjeds mast Men, focuseci on "hmv to fix my badC (n = 3) or 

'Mat to do to make the pain go away (n = 5). The rernaining leaming needs 

identmed focused on back injury prevention techniques (n =5) a health 

conditions Mich subjeds stated resulted fnmi their chronic pain (n = 2), ie., 

depression and chronic fatigue. 

nci Needs and 

Vanables 

Table 6 presents the strength of the reiationships be-n total leaming 

needs and each of the dernographie and injury-rdated variables. This is 

expmsed by the Pearson nPdud Moment Coefficient. Statistically significant 
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srnall to moderate positive relatimhips wre found be-n pain intensity and 

pain-related distress "rnost of the tim" and the totd PWS score. A statistically 

significant inverse relationship \riras found be- ducation and leaming 

needs. There w e  no significant relationships found b e W n  the variables of 

pain intensity and pai~elated distress at the time of inteMew or the time since 

the patient's injury and the leaming needs scores. No statistically significant 

relationship was found be-n the total PLNS saxe and age. 

Using the Mann-Whitney U test, no staüstically significant relationships 

were fouid b e W  the FINS score and the number of injuries subjects had 

previously e x p i e n d  (z = -0.17, p = 0.86). Mean total PLNS scores of males 

and f edes  wwe compared using an independent Student t-test and scores 

wre not significantly different (t = 0.64, p = 0.53). 

Of the three subscales, subjects reporteci the lawest scores for the pain 

self-efficacy subscale (see TaMe 7). Items in this subscale addressed 

subjects' certainty of their ability to per fm various adMties related to 

rnanaging their pain. The "other syrrptoms" selfefficacy subscale mean score 

was higher than the mean score for pain selfeffcacy. The questions in this 

sedion asked subjeds how certain they were that they m l d  regulate their 



Table 7 

ved Seif- Su- IN - - 4.t) 

Variaûie 
(10 - 100) 

Fundion Self-Efficaey (FSE) 

OUier S ~ t o m s  Self-mcacy (OSE) 

Pain Self-Efficacy (PÇE) 

activity to controi Mgue and manage the frustrations and feelings associated 

with their pain. Finally, the self-efficacy fundion subscale had the highest mean 

score of the three subscales. I tem in this section asked subjeds about 

speafic functions eg., walking a certain distance in a specific tirne or lifting a 

given arnount of weight. Desprte the changes rriade to items in the FSE 

subscale, al1 three subscale rneans (PSE, OSE, & FSE) m ranked in the 

sarne order as reporteci by Lorig, M a z m  and Mman (1993) with PSE 

receiving the luwest rnean score and FSE receMng the highest mean saxe of 

the three subscales. VMien conpared to patients Ath arthritis (Ldg et al., 

1989), the mean seif4cacy scores of this sanple were low in relation to their 

pain (PSE), fundion (FSE), and 0 t h  related symptoms (OSE) (See Table 7). 
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Lorig et al. (1993), reporteci baseline scores for this s d e  in beir study with 

patients suffering from arthntis as: PSE = 52.04 (SD = 21 A ) ,  OSE = 55.62 

(SD = 21.64), and FSE = 73.27 (SD = 20.22). Buescher et al. (1991) used this 

scale with patients suffering from arthritis as wll, and reporteci the follawing 

baseline sco~es: PSE = 51.2, OSE = 59.3 and FSE = 54.5. Al three studies 

reported lo\nrest scores for the PSE subôcale. 

The relationships be- self-efficacy and several background variables 

wre  examined using Pearson Proâud Moment Coefficient. Statistically 

significant positive relationships were found betwen education and the FSE 

subscale (r = 0.48, p = 0.00), and education and the OSE subscale (r = 0.35, p 

= 0.03). A significant negative relaüonship was found between pain-reiated 

distress at the tirne of intdew and the PSE subscale (r = 4.42, p = 0.01). 

There were no significant relationships found b e W n  the background variables 

of age, duration of injury, pain at the time of the inteMw, pain or pain-rdated 

distress most of the tirne and the self-efficacy subscales (see Table 8). 

The selfeftïcacy subscales-pain, fundion and other symptoms wre  

examined in relation to the niirrber of injuries subjeds had previousiy 

expenenœd. Using the non-pararnetric Mann-Whitney U test, no significant 
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relationships vwe found for either of the three seif-efficacy subscales ( p = 

0.81, z = -0.24; p = 0.35, z = -0.94; p = 0.43, z = -0.78, respeûiveiy). king 

independent Student t-tests, a significant dierence was faind bebeen male 

and female scores on the PSE subscale (t = -2.40, p = 0.02). Females 

reporteci higher leveis of seîf-efficacy for the PSE than males. No 

Table 8 

Variable Pain Fundon Other 
Sdfefficacy Self-efficacy Self-efficacy 

Age -.13 -.12 -22 

Educatim .15 .48" .W 

Time Since Injury -.O1 -.ll .O7 

Pain at Intnview .O5 -.19 -.O2 

Pain Most of the Time -.O6 -.18 .O5 

Distress at lntewiew - .4T -22 -.O6 

Distress Most of the T m  -.21 -29 .O3 
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statistically signifÏcant differences were found betwen male and female 

scores for the FSE or OSE subscales (t = -1.06, p = 0.30 and t = -1.43, p = 

0.16, respective1 y), 

Rdationship of Perceived L m  Nee& and Self-effimcy 

Using Pearson Produd Moment Coefficient, rmderate significant inverse 

relationships w e  h n d  between the subjects' PSE and OSE subscale scores 

and their perceived leaming needs score (r = 4.40, p = 0.01 and r = 4.49, p = 

0.00 respedively). This assocl'ation was particulariy evident b e W n  leaming 

ne& and the FSE subscale score \hhiere a strong significant inverse 

reiationship was fwnd (r = 4.70, p = 0.00 ). Low sdfefficacy was associ'ated 

with high leaming needs. 



Discussion 

This chapter contains a discussion of the results in relation to previais 

reseanrh findings. The information that patients \r\rith chronic low back pain 

(CtSP) perceive as necessary to assist them in caring for themselves in the 

home environment is described. The patient's level of perceiveci pain-related 

self-efficacy is compareci to other patient groups. The reiationship b e W n  self- 

efficacy and perceived leaming needs is also discussed. Leaming needs and 

seif4kacy may be inftuenced by a n u m  of fadors and these are describecl 

further in this section. 

In comparison to a number of studies of othef gmps, patients with 

U5P had somevikiat higher total PLNS scores. Although it is dicult to assess 

how meaningful mese dierences are, it does suggest that patients with CLBP 

have greater learning ne& in order to manage thir care at home. Previous 

studies documented that patients with cancer (Galloway et al., 1993) had more 

learning needs overall than patients with benign medicallsurgical conditions 

(Bostnxn et ai., 1994; Bubela et al., 1990b; Gallaway et al., 1995). Patient 

leaming need scores in this study w e  even higher than th- report& in 



previous studies. 

A nu& of factors help explain this apparent greater need for 

infmtion. First, the continual presence of low back pain rnay result in 

patients seeking informafion to help them develap their own strategies for 

coping with their unrelieved chronic pain (Donnelly, 1993). Second, deçpite 

their persistenœ and great desire to ditain ways to help alleviate their pain, 

effective treatment is lirnited (Borenstein, & Wiesel, 1989). M e n  patients 

cannot find useM ways to manage their pain, they rnust continue in their search 

for information about treatrnents Mich may be more effective (Hilbert, 1984). 

Third, the impact of CLBP is far reachirig. Patients rnay experience physical 

disability but even if abte to fundion in spite of their pain, psyhiogical stress is 

comnonly associated with aiis condition (ùavis, 1992; Jones, 1993; Pellino, & 

Oberst, 1992). Social relationships as weH, rnay be negatkîy afïected by the 

constant strain of dvonic pain. Patients thereffore may spend time tryhg to find 

wayç to manage their pain, improve their ability to function physically and 

relieve some of the stressors that &en accompany a dironic condition (Davis, 

1992; Pellino, & ûberst, 1992). F~r th ,  as part of their quest to find answers, 

patients with CLBP are alço seeking a medical diagnosis to heip them derive 

maning for their pain. This diagmis helps patients legitirrize the presence of 

their pain and rnay relieve sorne of the mistrations they &en expience as a 
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result of this pain (ûavis, 1992; Hilbert, 1984). hst, uncertainty reiated to the 

unpredictabie nature of illness-related events is a c o m m  component of the 

chmic pain experience as \Nell (Hilbert, 1984; Jones, 1993; Mishel, 1988). 

Uncertainty &en leads to feelings of distress and anxiety, which are two other 

psychdogical proeses c m l y  associateci with chronic pain and ClBP 

(Jones, 1993; Rose, Slade, Reilly, & Dervey, 1995). 

Because UBP is so cumplex and affects many areas of the patient's 

life, it is not surprising that subjeds w l d  report high PLNS scores. Wth the 

exception of low scores reportecl for skin care, al1 categories of leaming needs 

wre given moderate to high scores by subjeds in this study. 

The ten most irnpwtant learning needs identifiecl were mes rdated to the 

impad of the injury on the subjects' present lives and Mure, pain management, 

rnedications, treatments and the amplications which may occur. lhese 

priorities are consistent with previous findings in studies of medical-surgical 

patients (Bubela et ai., 1990b; Bostrorn et al., 1994; Galluway et al., 1995) and 

in a study of long temi surgical patients with cancer (Gallmy et al., 1993). 

Cdlectively, these findings refîed the need for ~~nprehensive information about 

treatments and complications by al1 patients. 

The mean raw score for the medication subscale in this study was higher 

than the mean saxes listed by Bubela et al. (199ûb), Galloway et al. (1993), 
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and Bostm et al. (1994). The high scores in this study wre not unexpected 

as the majority of subjeds (75.6%) m e  taking medications to help m'nimize 

their pain. Bubela et al. faind that the greater the nurnber of medications 

prescribed for patients, the higher their reporteci need for infomiation about the 

medication regime. This finding was also noted in studies of patients with 

asthma (Ri&ardçun, 1 WO), and epilepçy (DiIorio, Faheriy, & Manteuffel, 1993). 

Of note, was the finding that Men asked about additional learning 

n&, some subjects reiterated the need for information regarding pain 

management. Aithough items were induded on the PLNS relating to this topic, 

eight subjeds item'zed this again. This my suggest just how inportannt specîic 

information on pain rrianagemnt is to su- with CLBP or that more or 

different infomwtion is needed beyond that already provided. 

AJthwgh subjeds in this study vwe not asked Mich specific type of 

medication they wre using for pain management, this may be useful 

information to m i d e r  in relation to patient learning needs. A variety of 

medications are prescribed for CLBP whii indude; narcdic mrbinations, 

tricydic antidepressants Fm), anticonvukant agents, nonstemidal anti- 

inflanmatory drugs (WDG) and misde relaxants (Aronoff, 1992). Depending 

on the speerfic medication regime being used for pain rmnagement, the 

patient's ability to amprdmd infomiation at any one time may be afïected 



lndividuals in this study wre amcmed with how this injury w l d  affect 

their quality of life. Since treatment for CLBP does not usually translate into a 

cure (Borenstein, & \Mesel, 1989; Cbnnelly, 1993), the continual presence of 

pain w l d  have a great impad on the patient's life now and in aie Mure. 

Information reiating to pain management, stress management and longtemi 

effeds of injury wre of great importarice to subjects. Patients wifh cancer also 

identified these areas as inportant leaming needs (Gallaway et al., 'î993). Both 

graups of patients may expect long t m  changes in their lives in relation to 

their injuryAlInes. ûn the other hand, short term medicallsurgical patients may 

expect minimal long t m  changes in their lives due to their surgery and 

treatment regime and therefore have fewer leaming needs in relation to quality 

of life issues (Bostrom et al., 1994; Bubeia et al., 1 %Ob). 

The subjeds had moderate saxes in three subscaies: adivities of living, 

comnunity and fdlwup and fdinqs related to condition. Again, al1 three 

subscales were ranked higher by subjects with CLBP than by patients with 

rnedicallsurgical conditions (Bostrom et al., 1994; Bubela et al., 1990b) and by 

patients recovering from open thoracotmy as a result of lung m m r  (Gailoway 

et al., 1993). These higher reporteci smes may be the result of the mny 

problems associated with CLBP, such as distress, anxiety and fedings of 
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uncertainty, with Mich patients with chronic pain d e n  have to stniggle (Davis, 

1992; Hilbert, 19&1; Jones, 1993; Rose et. al., 1995). 

Enhancing physical adivity is inportant for patients with CLBP (Flor, 

Fydrich, & Turk, 1992; Frost, & Kiaber-Mett, 1995). The subjects in Ulis study 

wwe limited in their leveîs of adivity as well as in the specrfic aâivities in Mich 

they wre able to engage. Patients with CLBP usually require long term fdlow- 

up care (Davis, 1992; Pellino, & Oberst, 1992), and this may explain their 

imeased desire for information about this topic compareci to s m  of the short 

term surgical patients in the other studies of patient learning needs. Similarly, 

the Iuw mean scores in relation to the subscale "feelings reiated to condition" 

found in the other studies, might be explained by the differences in patient 

populations. Patients with chmic pain would likeiy be more cûicerned with 

knawing ways to handle stress and better understand the feelings they 

experience in relation to their condition, than patients recovering frwn short tem 

surgical procedures. 

The subscale m œ m d  with skin care was ranked lacnrest of the seven 

subscales, In conprison, this information was of grectter imporiannce for the 

surgical patients in other studies (Bostrom et al., 1994; W a  et al., 1990b; 

Galloway et al., 1993; Gal lwy et al., 1995). This area ws not seen as a 

leaming need for rnany subjects in this stuây and therefore was given a score 



of O. However, as only 5 (12.2%) af the subjeds had previous surgeiy related 

to their back injury, and therefore a healed incision vikiich no longer requires 

specific skin care, the lover sccxes were antiapated. 

mina Needs and Relationship-ted Vanables 

Pain intensity and pain-relatai distress that subjects with CLBP 

experienœ rnost of the time rn pitiveiy associateci with their perceiveci 

need for information, howwer no was found b e W n  leaming 

needs and the pain and pain-related distress that subjeds wre experiencing at 

the time of the interview. This finding suggsk that pain and distress "most of 

the tirne" are better predictors of learning needs than pain and distress 

experienced at any one parücuiar tim, No significant relationships were 

reported by Gallaway et al. (1995) for patients following peripheral bypass 

surgery, between their levd of pain cr distress from other symptm and their 

perœived leaming needs m e .  Hamm, Galloway et al. did not look for a 

relationship b e h w  pain experienced "most of the tirnen and pen=eived 

learning needs. 

Patients with CLBP ofteri undergo nwnerous tests and treatment regimes 

with very few definitive results (Davis, 1992; Hitbert, 1984). VMien treatment 

regimes seern inadequate to aileviate their pain, patients may feei that the 
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information they have tieen given to heip them manage their pain is also not 

adequate. Therefore a mtinued search for anmers may be indicated by the 

high leaming needs scores reported by the subjects in this study. 

In a recentiy puMished artide, Gallaway and Graydon (1996), 

docurnented relationships between uncertainty, symptom âiçtress and 

information needs uf inâividuds after a d o n  resection for cancer. lhey fwnd 

that there was a positive but nonsignificant association behrveen information 

needs, as measured by the RNS, and total symptom (pain, fatigue, loss of 

appeüte, diamhea) distress scores. They also fwnd that as subjects perceivecl 

m e  uncertainty, they reportecl greater infmt ion ne&. Hilbert (1984) and 

Rose et al. (1995) have identifieci uncertainty as part of the chronic pain 

experienœ. Therefwe, it may be that this uncertainty cmponent, althwgh not 

measured in this stuây, may help explain the high scores reporteci on the PLNS 

by subjeds. 

Those patients with higher leveis of education had fewer perceivecl 

leaming needs. Patients with higher leveis of education m'gM feel more 

Comfortable seeking out information on their own and questioning heaith 

professionals to a greater extent than individuals with less educatim. Araother 

possibility may be that patients with m e  education may be able to intqret the 

infmtion given to them mxe easily than individuals wiîh less education. 
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This finding is consistent with the findings of Bubela et al. (1990b) and M g e  

(1969) who also fauid that hiher education levei was associateci with a lower 

levd of reported infimation needs for adult patients with medical-surgical 

conditions. In mtrast, Gallaway et al. (1993) and Galloway et al. (1995) fwnd 

no significant relationship be- level of education and the patient's need for 

information. In each af the four studies a range of education leveîs sim'lar to 

the present study were represented. 

Although it may seem likely that patients who are experi'encing a back 

injury for the first tirne m l d  neeâ more infomiatian than patients who have 

experienced injuries previously, there was no evidenœ of sudi a differenœ. 

The srnall sampie size is one possibie reason for this finding. It may be that 

leaming needs rnay be affecteci by recurrent injuries but this could only be 

exam'ned in a longitudinal stuây. Given the high recurrence rate for CLBP, this 

type of infomiation wMild be useful to know in order to rneet the kaming needs 

of this group of patients. 

The infomiation needs of patients vhth CLBP vere not sigMficantly 

dierent based on the subJect's age or gender. Similar findings wre noted by 

Bubeia et al., (1990b), Gallaway et al., (1 993) and Galloway et al., (1 995). 
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Self-efficacv 
Patients with CLBP reported having law self-efficacy in relation to pain, 

fundion and other symptoms in compatiscm to previous studies which used 

sirrWlar measurement scales for patients with arthritis (Buescher et al., 1991 ; 

ion'g et al., 1993). ilifferences in the type, pattern and level of pain between 

the two conditions may acoount for the mted diierences (Buescher et al., 1991; 

Lorig et ai., 1993). 

The paiMelated distress that subjeds with CîBP experienced at the 

time of the inteMew was negatively assocl'ated with their level of PSE . This 

relationship is consistent with the view that "patients with chronic pain lose a 

sense of efficacy over seeningly trivial activities because of the overwhelmng 

sem of hopelessnea and the expedation of pain" (Headley, 1990, p. 48). 

BaiMnan (1994) also mtended that the presenœ of chronic pain &en leaves 

patients feeling out of contrcl and mates within them feelings of despair. The 

significant relationship noted betwen pain-related distress and the PSE score 

helps to reinforce the inpatance of measuring pain intensity as MI as pain- 

reMed distress (Abbott et al., 1992). 

Patients reporteci higher levels of pain at the tirne of the interview than 
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the pain they experienced rnost of the time. W v e r ,  the score for "pain- 

reiated distress at the time of the inteni& was Imm than "pain-related 

distress rmst of the time". The patients in this study, although experiencing 

m pain Men intervjewed, m y  have perceiveci the injured Workers' 

Rehabilitation Program as one step towarâs leaming how to mtroi their pain. 

This perception may help explain why paiMelated distress levels w e  relatively 

lm at the time af the interview. 

Lin and Ward (1996) fwnd that the patient's pain self-efiicacy was 

negatively correlateci Ath pain intwity and pain interference with daily life. 

Howver, no correlation was fwnd betwen pain self-efficacy in relation to 

distress. Other studies have documenteci this negative correlation b e W n  self- 

efficacy and pain as Wl (Buescher et al., 1991: Cwncil et al., 1988; Jensen et 

al., 1991 ; Kores et al., 1990; Ldg et al., 1993: Lorig et al., 1 Wb). However, 

pain intensity was not significantly related to any of the selfefficacy SCOTS in 

the present study. ûîfferenœs in patient populations, the use of different 

measurernent tods and a ml1 sanple size may account for these findings. 

Lazaw and F d h n  (1984) suggeçt that the i~xeasing length of a 

stressor such as chronic pain is aswàated with mxe interna1 contrd and 

therefm higher selfefficacy scores in relation to the stressof. Self4cacy did 

not diier signficantly in reiaüon to the d u d m  of CLBP or the number of 
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injuries of &je&. Again, the sanple size may have been too small to deted 

differences in self-efficacy because of the lim'ted variation in the sampie 

regarding duration of pain. 

Education level was positivdy melateci with the FSE and OSE 

subscales. Pellina and Oberst (1992), in their study of 40 patients with CtBP, 

exam'ned perception of contrd and appraisal of illness and fwnd that more 

highly educated patients beiieved they had mxe contrd over their pain. The 

authors thought that higher educatimal adiievernent may indicate better 

problem sdving ability or a higher level of self-efficacy in dealing with chmic 

pain. 

Age did not correlate with any of the self-efîicacy subscales. It iniwld 

appear that patients, regardles of age, are equally affected by their levd of 

self-efficacy. Revious studies did not address the relationship b e W n  age 

and self-efficacy, so no dired comparisons can be made. 

Fernales reporteci having higher pain self-efficacy than maies. No 

significant ciifferences uwe noted b e h m  gender and the FSE or OSE 

subscales. Past research on self-efficacy levels reports no significant gender 

differences (Schuster, Wright, & Tomich, 1995). 
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mina Needs .SelfMi- 

Perceived leaming neeclç were negatively corrdated to al1 the  of the 

self-efficacy subscales (PSE, FSE, and BE) indicating that those with a high 

sense of self-efficacy attributed less irrportance to infomiation ne&. This 

relationship was particulariy strong for FSE (r = -0.70, p = 0.00) and somewhat 

more moderate for OSE (r = -.49, p = 0.00) and PSE (r = -.40, p = 0.01). 

These findings indicate that patients wbo beiieve they cm function, despite their 

pain, have fewer leaming needs. Thus, fundional seif-effÎcacy may be a better 

predictor of learning neecls than pain intensity, paindateci distress or pain self- 

efficacy. 

In a study by ûavis et al, (1994) evaiuating the effeds of an education 

program an the knC)\hcledge and selfefficacy of patients vMth arthriüs, M e d g e  

and selfefficacy signifimly increased after the corrpletion of the eâucation 

program. Further, Davis et ai. also reportecl that no cmlation betwen 

M e d g e  and seifefficacy vas found, sqgesting these hivo variabies 

impmed independently. Aalough M e d g e  is not the same concept as 

leaming needs, the two ~ollcepts waild be expected to be reffective of each 

other. In this study, patients with higher self4mcy may also have had mwe 

M e d g e  and therefore reporteci a Iw soore for learning ne&, W e r ,  

this study ws not designed to test tfiese reîationships. Self-efficacy is not 
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concemeci with the skills one m y  have, but with judgements or beiiefs of what 

one can do with W e v e r  skills one possesses (Bandura, 1986). Subjeds who 

reportecl luver self-efficacy scores may also have the necessary knoMAedge to 

manage h i r  care but they may not judge themselves as capable. This 

contention is supporteci by Bandura (1977) w t ~ ~  argued that perœived self- 

efficacy influences al1 aspects of behaviour, induding the acquisition of new 

knowledge. The results of this study support the wwk of Bandura and self- 

efficacy thegr, but given the conplex nature of these theûies, further research 

is required in the area of perceiveci learning ne& and self-efficacy befwe 

mdusions rmy be d ~ .  

Because no other studies m l d  be found in the literature Mich directly 

examined possibie relatimships between seif-efficacy and patient learning 

needs, for perçons with CLBP or other patient populations, these results cwld 

mt be diredly compareci with others. 

Patients with CLBP have high leaming needs and lm self-efficacy and 

these are comparatively more extreme than for other patient populations, even 

those with Ife-threatening illness. 

The patient's total leaming needs score was significantly related to al1 
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three selfefficacy subscale scûes. Patients with higher self-eficacy reporteci 

having f&m leaming needs. This refationship was partiçulariy sûong in relation 

to functional sdf-efficacy. 

Information needs of greatest concem for subjects were: how their injury 

m l d  affect their Mure, hcn# to manage their pain, knowing the side-effects of 

their treatment and Mich complications rnay occur. 

Leaming needs wwe affeded by such demographic variables as; 

education level, pain experienced "m& of the time" and distress experienced 

"most of the time". Self-efficacy was affeded by education levd and distress 

experienced by the patient at the tirne of the interview. 



Limitations and Implications of the Study 

In this chapter, the limitations of this study and implications of the study 

as they relate to nursing and future research are diasseci. 

Limtations 

There are several limitations of this study related to the sample and the 

questionnaires used to cdlect data. First, a convenienœ sample was used for 

data cdlection and this may not be representative of the chronic low back pain 

population. Therefore, generalizations of the findings beyond this gmup cannot 

be mde. S m d ,  the sample size my have been too small to deted 

differences between the variables examined. Therefore findings most be 

interpreted with caution. Third, the questionnaires used in this study were not 

originally devdoped for this patient population. M i le  there is evidenœ of 

validity and reiiability for the Patient Learning Nee& Scale (RNS) to examine 

the learning needs of medical-surgical patients (Bubela et al., lm), validity 

was not examned beyond face validity for this group of subjects with U P .  

Sinilarly, the d e  used to measure self-efficacy, developed for patients with 

arthntis, had to be changed in order to make it more applicable to patients with 

CLBP. Again this sale w s  not examned for validity, beyond faoe vaiidity, with 
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this group of subjects. Despite these limitations, the results of this study have 

implications for nursing practiœ and researd-r. 

Most nurses can expect to emnter  a patient who is experiencing 

chronic low back pain, given the high prevalem of low back pain in the 

general population (Borenstein, & Weisel, 1989). Mirses should recognize that 

the majority of these individuals will be tesponsibie for manâging their own care 

at home, rnost of the tirne. Therefore, it is important for nurses to understand 

the nature of CLBP and the effeds it has on the patient's life. In this study, 

subjects reported having high levels of pain mUst of the time which was 

accompanied by pain-related distress. Nurses need to realize that patients may 

need encouragement and assistance in dealing with their persistent pain. 

B m n  (1994) states, 

Chronic pain is not a single pheromenon but a cwplex exprieme that 
affects al1 areas of an individual's life. lndividuals living vdth such pain 
focus primarily on finding a cause for and dealing with the pain. Nurses 
can play a mjor mie in dients' adaptation to life with chroriic low back 
pain. (p.94) 

Nth regard to patient educaüon, patients m y  not be receptive to 

teaching if experiencing pain or pain-relateci distress. This persistent pain may 
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irrpair the patient's ability to oomprehend the infannation provideci during health 

education sessions. Therefore, a fo t lwp contad from a health professional 

may be beneficial to this g m p  of patients to provide ongoing support. hother 

alternative is to give patients a phone nu* for a health professional in the 

m n i t y ,  mho they rnay contact if questions should arise. Patients may also 

be given information about relevant support grwps that rnay be available within 

their comnity. 

Subjects with CLBP repwted having law selfefFicacy. Pain-related self- 

efficacy is a concept associatecl with self-care for patients with chronic pain 

conditions (Menitt, 1989; Moore, 1 WO), aius interventions that enhanœ pain- 

related selfefficacy rnay enhance selfare among patients with CLBP. 

kerefore, nurses rnay need to foais on ways to assist these patients in 

irrproving their painrelateci self-efficacy as wII as provide teaching content 

which addresses the perceiveci learning needs of patients. Methods suggested 

by Bandura (1986) to inprove self-efficacy are: a) have patients practice 

canying out the desired behaviour, b) encourage patients to obsewe others 

perform the required behaviour, c) encourage patients that they are l'capable of 

doing" the required adivities and d) allw the patient to partly judge their own 

capability. Sudi intetventions have been incorporateci into the Arthritis Self- 

Management Rogram (Lorig, & Holman, 1989b), an approach that has been 
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effective in i m i n g  the self-efficacy of patients with arthritis. Patient 

education intmtions designeci to enhance self4cacy appeared to yield 

greater health benefits to patients than similar interventions that did not 

ernphasize selfefficacy. Therefore, this approach to health teaehing my be 

useful for patients with CLBP. 

As patient educatm, nurses are den responsible for developing 

education progrm. In this study, self-efficacy was negatively associated with 

perceivecl learning needs. lherefore, the content areas of most concern for 

subjeds in this study stwuld be considered priority topics to indude in these 

program, wtien preparing patients with CLBP for selfare at home. 

Information about treatments and complications has been identified as an 

important topic for al1 patients and an a m  for hdth pmfessionals to consider 

when preparing patients to assume more responsibility for their own are. 

In planning education program, nurses might indude content Mich 

outlines the usual cairse of recovery for a back injury and the rehabilitation 

proces invdved. Patients may become fiustrated by their condition as many 

dients with CLBP do not undetstand the nature of their injury and do not 

anticipate the set backs that are &en invdved in the cwrse of rehabilitation 

(LeFort, 1989). Nurses must be avare of the fnistrations den  expienceci by 

these patents during the rehabilitation process, as patients may interpret these 
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set backs as their inability ta manage their condition. Sudi feelings have 

negative implications regarding selfefficacy and the aSSOcjatd leaming needs. 

Jnplications for NursiClg m r c ; h  
. . 

There are several recomnendations for future nursing research based on 

the findings of this study. One suggestion for further research is to explore the 

relationship b e W n  learning needs and çelfefficacy ta detemine the causal 

order of these tw variables. Seaxid, exploration of the possible sources for 

the high distress leveis reporteci by patients with CLBP is r e m d e c i .  Such 

fadm as uncertainty and anxiety should be examineci to deternine their 

relationship to pain-related distress. Third, the fadm pain, painrelated 

distress, selfefficaq and leaming needs should be further exploreci uçing a 

larger sample since some of these relationships have not been evident in 

previous research, Fourth, further study of the psychometric praperties of the 

research t ds ,  b e y d  face validii, m l d  lead to further refinement of the tools 

for this patient population and help to venfy the findingç of this study. Further 

exploration of recurrent low back injuries and the relationship it has Mth 

learning needs and selfefficacy, using a larger sample size and a longitudinal 

approach is recumnended. The high m r r e n c e  rate of low back injuries and 

the high leaming need scores patients continue to repart with repeat injuries, 
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are inportant fadm to assess in order to detemirie M y  subjects continue to 

have such a great need for informafion. 

Condusion 

w e  efforts used to alleviate pain, individuals with UBP suffer 

conçiderably. M t  only do they sufFer persistent pain, but also a high level of 

associateci distress. This high distress level rnay be related to their low self- 

efficacy scores, partiadarly pain-rdated selfefiicacy. These fadors-self- 

efficacy and pain-related distress, wre faind to be associateci with the 

patients' overall learning need. 

b u s e  selfcare is a lifetim tequiremnt for individuals with chrmic 

illness, appxhes  to their care which enhance their ability to rrianage their 

OWI condition are of fundamental importance. In order to facilitate the selfcare 

of patients in their home environment, health care professionals rnust identiw 

and attend ta the patients' perceived leaming needs. Selfefficacy, hmver, 

rnay well be an essential e i m t  for moçt health behaviwrs and thus an 

irrportwint dement to consider when developing these patient education 

programs as weil. Despite the limitations noted, the results of this study are 

useful for health professionals in the developsnent of educational programs and 

when caring for patients experiencing CLBP. 
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WORKERS' COMPENSATION COMMISSION 
OF NEWFOUNOLAND AN0 LABRADOR 

146-1 48 FOREST ROAD, P.O. BOX 9000, ST. JOHN'S, NRD., CANADA A1A 388 
Tolephone: (709) 770-1 000 
FU: (709) 778-1241 

EXECUTIVE OFFICE 

1994 05 24 

Ms. Elizabeth Hynes, B . N . ,  R.N. 

Dear Ms. Hynes: 

Re: Your letter dated May 19, 1994 
concetninu a studv on Chronic Low Back Pain 

P lease  be advised  t h a t  t h e  Chronic Pain Program is administered by 
t h e  General Hospi ta l  Corporation and t h e  approval for your study 
should come from this h o s p i t a l .  However, t h e  Commission endorses 
your study t o  "Assess t h e  Learning Needs and Pain-Related S e l f -  
Efficacy I d e n t i f i e d  by Pat i en t s  wi th  Chronic Lou Back Pain". 

Good luck with your study.  

S incere ly ,  

r Executive Director  
Compensation S e r v i c e s  



SCHOOL OF NURSING 
-RIAL UNIVERSITY OF NEWE'ûüNDLAWD 
ST. JOHN'S, NEWFOUNDLAND AIE 3V6 

CONSENT TO PARTICIPATE IN NURSING RESEARCH 

T1TLE:Learning Needs and Pain-Related Self-Efficacy Identified by 
Patients with Chronic Low Back Pain 

INVESTIGATOR: Elizabeth Hynes 

You are asked to participate in a research study. Participation 
in this study is entirely voluntary. You rnay decide not to 
participate or rnay withdraw £rom the study at any tirne. 

Confidentiality of information concerning participants will be  
maintained by the investigator. You man contact the investigator 
by phoning 745-1745 during the study at any time should you have 
any problems or questions about the study. 

Purpose of Study 

The purpose of this study is to find out what people feel they 
need to know about their back pain in order to function 
effectively at home. Also information about how certain people 
can perform specific tasks despite their pain will be obtained to 
see if this affects the learning needs identified. The results 
of this study will help nurses and other health professionals 
better understand peoples' learning needs and give information 
which will be most helpful. 

Description o f  procedure and tests 

Participation in this study will involve completing a 
questionnaire which will be given to you on the first day of the 
Injured Workers Rehabilitation Clinic. This questionnaire will 
ask how important it is for you to have specific information 
âbout y o u r  Chronic Low Back Pain. Your name will not appear on 
the questionnaire Eorm. The forrns will be stored in a locked 
file and only the investigator will have access to thern, When 
the study is over, they will be destroyed. 

Duration of subject's participation 

You are being asked to complete one questionnaire. It is 
anticipated that it will take approximately 30-40 minutes to 
complete. 



Foreseeable r i s k s ,  discomforts, or inconveniences 

There a r e  no expec t ed  r i s k s  i nvo lved  i n  comple t ing  t h i s  
q u e s t i o n n a i r e .  However, you rnay r e f u s e  t o  respond  t o  any 
q u e s t i o n s  on t h e  form t h a t  rnake you f e e l  uncornfor table .  The o n l y  
inconven ience  t o  you is  t h e  pe r sona1  l o s s  o f  time. 

Benefits which the subject may receive 

You may n o t  b e n e f i t  d i r e c t l y  from t h i s  s t u d y .  However, i f  you 
a g r e e  t o  p a r t i c i p a t e ,  t h e  i n fo rma t ion  t h a t  you g i v e  may h e l p  
nu r se s  and  o t h e r  h e a l t h  p r o f e s s i o n a l s  a d d r e s s  t h e  needs  of  peop le  
wi th  c h r o n i c  low back p a i n  t o  h e l p  them f u n c t i o n  more 
e f f e c t i v e l y .  

Aïternative procedutes or  treatment f o r  those not entering the 
s tudy 

P a r t i c i p a t i o n  i n  t h i s  s t u d y  i s  v o l u n t a r y  and you rnay d e c i d e  t o  
withdraw a t  any time. 

Any other relevant information 

I f  t h e r e  a r e  any a r e a ç  of t h e  s t u d y  t h a t  a r e  n o t  c l e a r ,  p l e a s e  
f e e l  f r e e  t o  a s k  any  q u e s t i o n s  b e f o r e  you s i g n  t h e  consen t  form. 
Findings  w i l L  be a v a i l a b l e  t o  you and h e a l t h  c a r e  p r o f e s s i o n a l s  
upon r e q u e s t .  F ind ings  of t h i s  s t u d y  may be p u b l i s h e d  b u t  you 
will no t  be i d e n t i f i e d .  

Liab i l i ty  disclaimer statement 

Your s i g n a t u r e  on t h i s  form i n d i c a t e s  t h a t  you have unders tood  t o  
your s a t i s f a c t i o n  t h e  i n f o r m a t i o n  r e g a r d i n g  your  p a r t i c i p a t i o n  i n  
the r e s e a r c h  p r o j e c t  and a g r e e  t o  p a r t i c i p a t e  a s  a  s u b j e c t .  I n  
no way does  t h i s  waive your  leqal r i g h t s  nor  r e l e a s e  t h e  
i n v e s t i g a t o r s ,  sponso r s ,  o r  i nvo lved  i n s t i t u t i o n s  from t h e i r  
l e g a l  and p r o f e s s i o n a l  r e s p o n s i b i l i t i e s .  



1 I the undersigned, agree to my 
participation in the research study described. 

Any questions have been answered and 1 understand what is 
involved in the study. I realise that participation is voluntary 
and that there is no guarantee that I will benefit from my 
involvement. 1 acknowledge that a copy of this form has been 
cffered to me. 

(Signature of Participant) (Date) 

To be signed by investigator: 

To the best of my ability 1 have fully explained to the subject 
the nature of this research study. 1 have invited questions and 
provided answers. 1 believe that the subject fully understands 
the implications and voluntary nature of the study. 

(Signature of Investigator) (Date) 

Phone Number 745-1745 



Mernorial 
University of Newfoundland 

Human Investigation Committœ 
Office of Resclrch and Graduate Studies (Medicine) 
Faculty of Medicine, nie Hulth Sciences Centre 

14 July 1994 

Ms. Elizabeth Hynes 
46 Burton Street 
St. John's, NF 
A1E 5M4 

Dear Ms. Hynes: 

Thank you for providing the Human Investigation Committee with a copy of the revised consent 
form for the research study entitled "Learning Needs and Pain-Related SeIf-Efficacy Identfied 
b Patients with Chronic Low Back Pain". 8 

We now wish to advise that the Committee recommended approval of the revised consent form 
as submitted. 

Sincereiy yours, 

C.S. Mellor, MD, PhD, FRCP(C) 
Chairn=!! 
Human Investigation Committee 

cc Dr. K.M.W. Keough, Vice-President (Research) 
Dr. Ford Bursey, Generai Hospital Representative, HIC 
Dr, Eric Parsons, Medical Director, General Hospital 
Ms. M. iambe, Supervisor 



I.D. Number: 

GENERAL INFORMATION 

Directions: When answering the  following questions, p lease  check 
or  wr i t e  i n  t h e  answers which most c lose ly  describes yourse l f .  
Please r e f r a i n  from wri t ing  your name on t h i s  form, however, 
ensure t h a t  t h e  i d e n t i f i c a t i o n  number is written above. This 
information w i l l  be kept s t r i c t l y  conf ident ia l  and will not  be 
personally i d e n t i f i e d  with you. 

What is  your age? Years 

What i s  your sex? Male Fema l e  

What i s  your mar i ta l  s t a t u s ?  

Single  MarriecUPartnered 

Divorced/Separated Widowed 

Who bes ides  yourself l i v e s  with you a t  home? Check as  many 
answers a s  apply t o  you. 

Live alone 

Spouse/Partner 

Child/Children: 
Age (s) of Child/Children: 

Adult r e l a t i v e ( s 1  ( i e .  e l de r l y  parent e t c . )  

Other: please spec i fy  

I n  t o t a l ,  how many p a r s  of  schooling do you have? T h i s  
includes t h e  t o t a l  of grade school,  high school,  
vocat ional ,  t echn ica l ,  and un ivers i ty .  

Years of Schooling 

What do you do f o r  a l i v ing?  

How long have you been doing t h i s  type of 
work: years 



7. If presently unable t o  work, are your receiving any 
disabiiity income? Yes no 

8. Isthis: your 1st back injury 

a recurrent back injury 

If recurrent how many back injuries have you had? 

When did your back pain originally begin (months) ? 

9 .  How long have you had your present injury? 
(months) ? 

10. What is the cause of your back injury/pain? 

Lifting 
Fa 11 
Struck by or against 
Arthritis 
"Slipped disc" 
Unknown 
Other. Please speci f v .  

11. Do you have any other health/medical problems other than 
your back problem? Please specify. 

1 2 .  Do you currently take medication for your back problem? 

Yes no 

13. Have you ever had surgery for your back problem? 

How many surgeries have you had on your back? 
Please check one. 

One Two More than two 

14. Have you ever participated in an education program for 
patients with back pain? 



PAIN QUESTIONNAIRE 

The following 6 questions are concerned with your pain and pain- 
related distress which you may or may not be experiencing. 
Please answer these questions as described in the example. To 
answer the following question, place an X at the spot that best 
describes your situation. 

For example; 

Please mark an X at the spot that best describes your fatigue 
right now. A possible response may be 

This would indicate that one is more than moderately fatigued but 
not to the extreme level of worst fatigue imaginable. 

QUESTIONS 

Are you having pain right now? Yes No 

Please mark an X at the spot that best describes your pain 
right now. 

NO 
PAIN 

WORST 
PA1 N 
IMAGINABLE 

Please mark an X at the spot that best describes your pain 
most of the tirne. 

NO WORST 
PAIN PAIN 

IMAGINABLE 

1s your pain causing you distress right now? 



5 .  Please mark an X at the spot that best describes your pain- 
related distress right now. 

NO WORST 
DISTRESS DISTRESS 

IMAGINABLE 

6 .  Please mark an X at the spot that best describes your pain- 
related distress most of the time. 

NO WORST 
DISTRESS DISTRESS 

IMAGINABLE 



PATIENT LEARNING NEEDS SCALE 
ADAPTED FOR PATIENTS WITH CHRONIC LOW BACK PAIN 

People w i th  ch ron ic  low back pa in ,  people  l i k e  your se l f ,  
o f t e n  have q u e s t i o n s  about how b e s t  t o  manage t h e i r  c a r e  a t  home. 

Because you a r e  t h e  one who b e s t  knows how you f e e l  and what you 

a r e  capable  of do ing ,  you a r e  a l s o  t h e  b e s t  one t o  i d e n t i f y  what 

informat ion you need t o  know t o  manage your own c a r e .  

When answering t h e  fol lowing ques t ions ,  p l e a s e  c i r c l e  t h e  

numbers which most c l o s e l y  desc r ibes  your l e a r n i n g  needs. For 

example, i f  t h e  i t em r e l a t e s  t o  your s i t u a t i o n  o r  i l lness ,  p lease  

c i r c l e  t h e  a p p r o p r i a t e  number 1 through 5 with  1 having t h e  l e a s t  

importance and 5 being extremely impor tan t .  If t h e  i tem does not 

apply t o  your s i t u a t i o n  o r  i l l n e s s  p l e a s e  c i r c l e  " O " ,  "does not 

apply",  and go on t o  t h e  next  s ta tement .  



M ORDER TO MANAGE MY O W  CARE AT HOME 1 NEED TO KNOW 

W c h  complication 1 sbould 
seek immediate help for? 

How to change my activitia 
to save my energy, 

How each mnlicstion worka 

How to recognize a 
cornphcation. 

M a t  to do if 1 have trouble 
with my bowels? 

~~t a Home Care program 
provides? 

How to talk to f;unily/friends 
about my üiness. 

W a t  to do if 1 have a 
reaction to a medication? 

Where 1 wn get help for 
family to deal with illness? 

10, What compücations might 
occur from my hess? 

I I .  How this illncss will affect 
my future. 

12. When 1 can take a bath or 
shower? 

13. What symptonis may I have 
related to my üIness? 

14. M e n  can 1 start to do 
household activities sdely. 

15. How to manage my pain, 

16. M e n  to stop taking each 
medication 

17. How much rest 1 should be 
~ ~ g .  

1%. How to take each 
medication. 



19. Who wiU 1 see at my follow- 
up appoinhnents? 

20. What the possible side 
effects of my treatment are. 

21. Mow to manage the 
symptom that 1 might 
experience. 

22. How to get througfi ' r d  
tape' in the health m e  
swem 

33, Who my f d y  members 
cm c d  about questions of 
my- 

24. What caused my illness. 

25. How to care for my wound 
or incision 

26. What to do if 1 have trouble 
urinating. 

27. How to prepare the foods 1 
am altowed to eat. 

2& Which f ~ d s  can and 
cannot eat. 

29, M a t  to do if I cannot sleep 
propcrly. 

30. Whot physicai activities 1 
m o t  do such as iüting. 

31. How to get througb 'red 
tapet to get services at home. 

32. WIo to talk to about my 
concemi about death. 

33. How to c m  for my feet 
prweri~  

34. FWch v i t d n s  and 
supplements 1 sbould take. 

35. Where I can get help in 
handüng my feeüngs about 
my iiîness. 

Daa 
Not 

Apply - 
O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

- 



36. EEow to contact comminity 
groups for my beaith 
madition. 

37. Why I n d  to take each 
medication. 

38 tEow to prevent a 
compiicathn fmm occurring 

39. The possible reactions to 
each medication. 

O. How 1 cm nianage stress. 

41. How to arrange 
transportation to fohw-up 
appointments. 

42. How to r e q n h  my 
feelings towards my ilinas. 

43. How to prevent my skin 
from getting sore. 

44, Men to take each 
medica tioa 

4s. wwc r c ~ i  get 
medications 

46. How I un avoid stress. 

47. M a t  the purposos of my 
treatments are. 

1. What physicai exercise 1 
should be getting. 

19. b w  to prevent my skin 
from getting rwL 

50. How this iüness wül affect 
my life. 

- 
Dm 
Not 

Apply - 
O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

- 
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I n  add i t ion  t o  these items a r e  the re  any  o t h e r  top ics  or  

in format ion  needs you feel  would be useful  t o  know i n  

order  t a  manage your back pain.  

YES NO 

If yes, p lease  l i s t  these add i t iona l  learning needs 

below . 



SUNNYBROOK W 
H E A L T H  
SCIENCE 
CENTRE 

Ms. Siizabeth Kainss, 
48 Burton Street, 
St. John's Newfoundland 
A I E  5M4 

Dear Ms. Haines, 

Thank y«u f a r  ycar interest in the Catient Learning xsed Scale. - .  Enclcsed you xi l l  find instructions on the use oz  =fis srsle, the 
referanîes 3f czticles wnich describe the  csale znC i ts  use, zzd a 
cmscnt fcr -me forn. Tht szale is designed f o i  c i r k e i  iics-irzi 
ou hone afiminfstratioz. In ou: present rasearch wa ore asing the 
sisal- witn zdditiûnal measurcs specific to select ~ o @ a t i o ~ s .  
I f  pou ciecide ï o  use t he  scale please sign and rsturz two c&ec 
cf the csnsent for use form. I will siçn thcm end r z t u r n  on= r c  
you along w i t h  copy of the çcale, directions for hame and hcsgi~a? 
administration and tne scorinç structure. 

L wish pou w e l l  in g9ar 2roject. 

.dusan   al loway, 
Cl.iriical Nurse Speciâl'~ , , General Surgery 

- - - 
Office # CJ18B. 



SELF-EFFICACY SCALE 

Se l f -Ef f i cacy  Pain Subscale  

I n  t h e  fol lowing ques t ions ,  we'd like t o  know how your 
back pa in  a f f e c t s  you. For each of  t h e  fol lowing 
ques t ions ,  p l e a s e  circle t h e  number which corresponds t o  
your c e r t a i n t y  t h a t  you can now perform t h e  fol lowing 
t a s k s .  

How c e r t a i n  a r e  you t h a t  you can decrease  your pa in  
q u i t e  a  b i t ?  

7 30  40 50 60 70 8 0 9 0 1 O 0 
very moderately v e r y  
unce r t a in  uncer t a i n  c e r t a i n  

How c e r t a i n  a r e  you t h a t  you can cont inue  most of your 
d a i l y  a c t i v i t i e s ?  

l U  20 3 0 40 50  6 0 /O 8 0  9 O i O O 
very moderately  very 
unce r t a in  unce r t a in  cer tain 

How c e r t a i n  a r e  you t h a t  you can keep your back pa in  
from i n t e r f e r i n g  w i t h  your s l e e p ?  

20 20 3 O 40 50 60 7 0  80  Y O 1 O O 
very moderately very 
u n c e r t a i n  unce r t a in  c e r t a i n  

How c e r t a i n  a r e  you t h a t  you can rnake a smal l - to-  
moderate r educ t ion  i n  your back pa in  by using methods 
o t h e r  than  t ak ing  e x t r a  medicat ion? 

'10 20 3 O 4 O 50 6 O 70 80  9 0 1 O 0 
very moderately very 
unce r t a in  u n c e r t a i n  c e r t a i n  



5 .  How c e r t a i n  a r e  you t h a t  you can make a l a r g e  
r educ t ion  i n  your back pain by using methods o t h e r  
than  t ak ing  e x t r a  medication? 

10 20 30 40 5 0 60  70  80  9 0 100 
very  moderately very  
u n c e r t a i n  u n c e r t a i n  c e r t a i n  

Se l f -Ef f i cacy  Function Subscale  

We would l i k e  t o  know how conf iden t  you a r e  i n  
performing c e r t a i n  d a i l y  a c t i v i t i e s .  For each of t h e  
fo l lowing  ques t ions ,  p l e a s e  circle t h e  number which 
corresponds t o  your c e r t a i n t y  t h a t  you can perforrn t h e  
t a s k s  a s  of now, without  a s s i s t i v e  devices  o r  he lp  from 
another  person. P lease  cons ide r  what you r o u t i n e l y  can 
do, no t  what would r e q u i r e  a s i n g l e  ex t r ao rd ina ry  e f f o r t .  

1. Walk 100 feet on f l a t  ground i n  20 seconds? 

1 0  20 3 0 40 50 6 O 70 80 9 O 100 
very moderately very 
u n c e r t a i n  u n c e r t a i n  c e r t a i n  

2 .  Walk 10  s t e p s  downsta i r s  i n  7 seconds? 

10 20 30 40 5 0 6 O 70 80  9 O 1 Ob 
v e r  y moderately very 
u n c e r t a i n  u n c e r t a i n  c e r t a i n  

3 .  Get o u t  of  an armless  c h a i r  qu ick ly ,  without using 
your hands f o r  support?  

1 0  20 3 O 40 5 0  6 O /O 80 9 O 10  O 
very moderately very 
u n c e r t a i n  u n c e r t a i n  c e r t a i n  



4 .  S c r a t c h  t h e  upper  r i g h t  o r  left s i d e  o f  your back 
u s i n g  your  o p p o s i t e  hand?  

1 0  20  30 4 O 5 O 60 7 O 80 90 100  
v e r y  m o d e r a t e l y  v e r y  
u n c e r t a i n  u n c e r t a i n  c e r t a i n  

5 ,  Get i n  and o u t  of  t h e  p a s s e n g e r  s i d e  o f  a  c a r  w i t h o u t  
a s s i s t a n c e  frorn a n o t h e r  p e r s o n  and w i t h o u t  p h y s i c a l  
a i d s ?  

1 O 20  30 4 O 50 6 0 1 O 80 90 100  
v e r y  m o d e r a t e l y  v e r y  
u n c e r t a i n  u n c e r t a i n  c e r t a i n  

6 .  Bend over t o  pick up a piece of  paper  o f f  t h e  f l o o r  
(you c a n  bend your k n e e s ) .  

1 O 20  30 4 O 50 60 1 O 80 9 O 100 
v e r y  m o d e r a t e l y  v e r y  
u n c e r t a i n  u n c e r t a i n  c e r t a i n  

7 ,  P i c k  up a 15  lb c h i l d  (6 .8  kg) . 

1 O 20  30 4 O 5 O 6 O 1 O 80 9 O 100  
v e r y  m o d e r a t e l y  v e r y  
u n c e r t a i n  u n c e r t a i n  c e r t a i n  

8 .  T r a v e l  i n  a  c a r  f o r  one  h o u r  a s  a p a s s e n g e r .  - 

1 O 20 30 4 O 5 0 6 O 70  8 O 90 100  
v e r y  m o d e r a t e l y  v e r y  
u n c e r t a i n  u n c e r t a i n  c e r t a i n  



9 .  Carry one 1 0  lb bag of groceries for  100 f e e t ,  i e .  
from c r t o  the house. 

1 0  20  3 0  4 0 5 O 6 0 t O 80 9 0 100 
very moderately very 
uncet ta in  uncertain c e r t a i n  

Self-Efficacy Other Syrnptoms Subscale 

I n  the following questions, we'd l i k e  t o  know how you 
f ee l  about your a b i l i t y  t o  control  your back pain. For 
each of the  following questions, please c i r c l e  t h e  nurnber 
which corresponds t o  the  ce r t a in ty  tha t  you can now 
perform the  following a c t i v i t i e s  o r  tasks .  

1. How ce r t a in  a r e  you t h a t  you can control  your fa t igue?  

1 0  20 30 40 5 O 60 70 8 0 9 O 100 
very moderately very 
uncertain uncertain c e r t a i n  

2 .  How c e r t a i n  a r e  you t h a t  you can regulate your 
a c t i v i t y  so as  t o  be ac t ive  without aggravating your 
back pain? 

10 20 3 0 40 5 O 6 O 7 0  8 O 9 0 100 
very moderately very 
uncertain uncertain ce r t a in  

3 .  How c e r t a i n  a r e  you t h a t  you can do something t o  help 
yourself f e e l  b e t t e r  i f  you a r e  feel ing blue? 

10 20 30 4 O b0  60 70  8 O 9 0 1 O O 
very moderately very 
uncertain uncertain c e r t a i n  



4 .  A s  compared w i t h  o t h e r  p e o p l e  wi th  back p a i n  l i k e  
yours, how c e r t a i n  are you t h a t  you c a n  manage back 
p a i n  during your d a i l y  a c t i v i t i e s ?  

1 O 20  30 40 50  6 O 70 80 9 0 1 0 O 
v e r y  modera te ly  v e r y  
u n c e r t a i n  u n c e r t a i n  c e r t a i n  

5 .  How c e r t a i n  are you t h a t  you can manage your back p a i n  
symptorns so t h a t  you can  d o  t h e  t h i n g s  you e n j o y  
d o i n g ?  

20 - 70 30 40 50 60 70 80 9 0  100 
v e r y  modera te ly  v e r y  
u n c e r t a i n  u n c e r t a i n  c e r t a i n  

6 .  How c e r t a i n  are you t h a t  you can d e a l  w i t h  t h e  
f r u s t r a t i o n  o f  back p a i n ?  

10 20 30 40 50 6 0  1 O 80 9 0 100 
v e r y  modera te ly  v e r y  
u n c e r t a i n  u n c e r t a i n  c e r t a i n  



@') S~uiford Patient Education Rcsearch Center 
Sianford University Schoal of Medicine 

November 29, 1993 

TO WHOM IT MAY CONCERN: 

Elizabeth Hynes has my permission to alter the Self-Efficasy Disability Scale to 
make it more relevant to patients witb back prob1ems. 

We discussed by phone aU relevant changes on Navemba 29, 1993. 

Kate L O ~ ~ / R N ,  &PH 
Senior Research Scientist 
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