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Project Abstract: 

Background: 

Characteristics of chronic non-cancer pain (CNCP) patients in Canada have been previously 

described within tertiary chronic pain care centers, but few data on characteristics of patients 

presenting to community-based secondary chronic pain clinics, and namely those in British 

Columbia (BC), are available. Clinical data on patient characteristics will define our population 

and facilitate service changes to best meet the needs of our patients. In the context of the 

momentum towards a chronic pain strategy in BC, this study can contribute to understanding 

the needs and characteristics of the 1 in 5 British Columbians who live with chronic pain. 

 

Objectives: 

The principal objective of this study is to describe the patient population referred to a novel, 

secondary, community-based, multidisciplinary, chronic pain clinic based in Vancouver, BC. 

The secondary objectives are to differentiate patient characteristics between those with 

widespread pain versus localized pain, and to predict, based on our clinical sample, widespread 

pain using patient demographic, characteristic, and baseline pain-related outcome measures.  

 

Population: 

Approximately 2800 consecutive patients referred for CNCP will be included in this study. 

Patients are from the BC lower mainland catchment area and are of ages 12 and older. 

 

Methods: 

This is an observational retrospective cross-sectional descriptive study to be conducted during 

May 2017-October 2017. Data sources will be electronic records including the online intake 

questionnaire, and the EMR-based surveys and referral forms. Data will be anonymized before 

analyses. Variables include patient demographics such as socioeconomic variables, clinical 

characteristics such as past medical history, and quantitative baseline measurements from 

validated pain-related outcome measures. Tables and bar plots will be used to report descriptive 

variables and show distributions of patient characteristics. Response rates will be calculated. 

Selected tests of association using the chi-squared test, unpaired t-tests and simple 

linear/logistic regression will be performed between selected variables of interest. 

 

Expected Results: 

As this is a descriptive study, it is not hypothesis driven and thus we do not have specific 

predictions. However, it is expected that patients will be complex and of lower socioeconomic 

status than the general population, similar characteristics to those presenting to hospital-based 

settings as patients to this secondary clinic are also often refractory chronic pain cases. It is also 

expected that lower socioeconomic status, lower social support, self-reported past trauma, and 

higher levels of disability and pain, among other characteristics will predict widespread pain in 

our clinic sample. Finally, it is expected that this analysis will provide basis for quality 

improvement-related, focused inquiry on specific patient subgroups. 
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Background: 

One in five Canadians suffer from chronic non-cancer pain (CNCP), which results in an 

economic loss of 37 billion Canadian dollars per year in both direct (health care) and indirect 

costs (loss of productivity, etc.) (Lynch, 2011; Schopflocher, Taenzer, & Jovey, 2011). In 2006, 

there were 102 multidisciplinary pain clinics across Canada, 1 for every 258 000 persons – not 

nearly enough for the six to seven million Canadians who suffer from CNCP (Peng et al., 2007). 

Due to the magnitude of this chronic pain epidemic, action is urgently needed to provide for 

patients affected, and to alleviate the economic burden.  

Treating chronic pain requires multi-faceted solutions, including: provider education, 

research funding, changes to public attitudes to reduce stigma, and multi-disciplinary 

treatments and services (Henry, 2008; Lavis & Bokyo, 2009; Lynch, 2011). While recognizing 

the importance of addressing all components of a CNCP treatment strategy, we will focus on 

the need for more accessible multidisciplinary pain services. 

The gold standard for chronic pain care is multidisciplinary treatment, which has 

demonstrated the most significant improvement in patient-reported outcomes in previous 

studies, and is a priority area in policy change for all forms of chronic pain (Guzman et al., 

2001; Kamper et al., 2015; Scascighini et al., 2008). Multidisciplinary treatment involves 

practitioners from multiple modalities addressing patient care through a bio-psycho-social 

approach. Interdisciplinary care is more integrated and has an important role in pain care, 

however the term “multidisciplinary” is more commonly used in the literature and will be used 

throughout this proposal. The evidence is mounting for the efficacy of multidisciplinary 

treatment for chronic pain. For example, Kamper et al. (2015) report in their meta-analysis that 

compared to usual uni-disciplinary care, multidisciplinary pain care is significantly better at 

reducing pain and disability due to chronic low back pain in the short, medium, and long term. 

When compared to physical therapy alone, multidisciplinary pain care reduces chronic lower 

back pain and associated disability in the short and medium term, and is superior to physical 

treatment in increasing work capacity in the long term. Although other analyses corroborate 

these results, further investigation is needed to elucidate these effects, and identify what aspects 

of multidisciplinary programs are most effective (Scascighini et al., 2008).  

Although efficacy is well demonstrated, there are challenges in making 

multidisciplinary pain clinics accessible for patients in Canada. (Lavis & Bokyo, 2009). The 

distribution of multidisciplinary clinics across Canada is not equal, with much less access in 

more remote regions, territories, and some provinces (Lavis & Bokyo, 2009). For example, as 

of 2006, BC had only seven multidisciplinary pain clinics, compared to Ontario with thirty-

five, Quebec with twenty-nine, Saskatchewan with twenty, and Alberta with fourteen, while 

the Territories had none (Peng at al., 2007). Where multidisciplinary pain clinics do exist, only 

60% are publically funded and have wait times in the range of two to fourteen months – one to 

two years in BC (Lavis & Bokyo, 2009; Lau, Poulton, & Zabkar, 2014). The other 40% of 

multidisciplinary pain clinics are private with wait times in the range of one to two weeks to 

one month (Lavis & Bokyo, 2009).  

In British Columbia, major barriers in developing chronic pain services have included 

limited funding, lack of infrastructure, and insufficient knowledge translation initiatives to 

implement new services, especially publicly-funded self-management programs and bio-
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psycho-social therapies at the primary,1 and secondary care level2 (Gutkin, 2010; Henry, 2008; 

Lavis & Bokyo, 2009). According to Pain BC’s3 website, there are twenty-five pain-focused 

clinics in BC, but a minority provide multidisciplinary therapy. Eight are completely publicly 

funded, requiring no out-of-pocket payment by patients; nine provide both publicly and 

privately funded services, and eight are privately funded (Pain BC, 2016). It is important to 

note that income inequality is greatest and growing in BC, and any requirement for private, out-

of-pocket payment renders services inaccessible to most patients in BC who cannot afford to 

pay for their extensive treatment (Gutkin, 2010; Hollingshead et al., 2016; Klein, Ivanova, & 

Leyland, 2017). Furthermore, publicly funded services are often inaccessible with long wait 

times as reported above, given they are even available in the local area (Lavis & Bokyo, 2009); 

and with upkeep costs that make them unsustainable to provide for patients in the long-term. 

Long wait times for care may contribute to substantial worsening indices of mental, social, and 

physical health of patients while waiting, where patients with untreated chronic pain have been 

found to be twice as likely to commit suicide relative to the general population (Choinere et al., 

2010). Therefore, there is a growing need in BC for more innovative, low cost, publically 

funded, and accessible community-based multidisciplinary chronic pain services to fill in this 

gap of inaccessible care to provide for the estimated 21.8% of British Columbians who need 

pain relief now (Lavis & Bokyo, 2009; Schopflocher, Taenzer, & Jovey, 2011).   

We propose that community-based multidisciplinary pain care is clinically effective 

(Turk, 2002); and appropriate for the delivery of bio-psycho-social care that does not require 

the expenses of an acute care facility. Providing timely and accessible community-based CNCP 

treatment will decrease inappropriate health care service utilization such as emergency services 

that are ill-equipped to provide appropriate chronic pain care at an appropriate cost (Blyth et 

al., 2004). Furthermore, costs associated with medical and medication complications, and 

indirect costs due to lost employment will be minimized with appropriate, accessible, and thus 

early CNCP care (Turk, 2002; Turk et al., 1998; Lynch, 2011). Community-based services, 

being less resource intensive, will also be more feasible in lower resourced, remote areas, and 

thus will treat those patients with less privileged access to health care earlier-on, preventing 

costly and worsening disability while they wait for care in urban settings, or receive no care at 

all (Browne et al., 2001; Lavis & Bokyo, 2009). For example, community self-management 

programs have been shown to be safe and effective for chronic musculoskeletal pain, and do 

not require hospital care, while reaching more patients within lower-resourced community-

based settings at a lower cost (Du et al., 2011; LeFort et al., 1998). 

 

                                                 
1   Primary care in this context refers to care at the first point of contact for a patient with a pain compliant, generally 

provided by a generalist physician or other allied health care professionals.  
2 Secondary care refers to care by specialty trained physicians that requires a referral from a primary care 

physician. Specific to this secondary clinic, this care is provided by anesthesiologists, rheumatologists, 

psychiatrists, public health physicians, a general surgeon, and family doctors subspecialized in pain. This is in-

contrast to tertiary care that requires more specialized hospital-based care and is often in-patient and for the most 

complex cases of an illness or disease. 

3 Pain BC is a non-profit, non-governmental organization, advocating for better chronic pain care through policy 

change and education, and provides resources for chronic pain patients in BC, with outreach efforts throughout 

Canada. 
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Setting: 

A secondary, community based, multidisciplinary chronic pain clinic was developed in 

Vancouver to provide and model affordable and accessible community-based multidisciplinary 

services. It employs a step-by-step approach that includes but not limited to myofascial release 

and trigger point injections, group self-management education sessions, interventional 

procedures, physiotherapy, and infusion therapies. The clinic provides a spectrum of publicly 

funded services that require no out-of-pocket payment by patients, thus offers unique 

accessibility to multi-layered and multi-disciplinary care. Additional privately funded treatment 

options are also offered for non-insured services only. 

 

Principal Objective: 

The principal objective of this study is to describe the patient population referred to a 

novel, secondary, community-based, multidisciplinary, chronic pain clinic based in Vancouver, 

BC.  

 

Primary Research Question: 

 What are the demographics and clinical characteristics of patients referred to a 

secondary, community-based, multidisciplinary, chronic pain clinic based in Vancouver, BC, 

measured before they begin treatment? 

 

Rationale 

Describing demographics and clinical characteristics of patients who are referred to this 

multidisciplinary clinic is important as the characteristics of patients referred to non-hospital-

based CNCP services in BC are not well described in the literature, whereas those referred or 

presenting to hospital-based tertiary centers, concentrated in eastern Canada, are better described. 

(Choiniere et al., 2010; Crook et al., 1986; Lakha et al., 2014; Mallis-Gagnon et al., 2007). 

Therefore, it is anticipated that patient characteristics reported from this study will contribute 

valuable epidemiological data to fill in this gap in knowledge. Additionally, in the context of the 

proposed Provincial Chronic Pain Strategy, knowledge of patient characteristics and patient 

needs in BC provided by this study can help inform on the priorities within this strategy. 

Knowledge of these patient characteristics will also provide important information to 

the clinic’s longstanding question, “Who are these patients being referred to this secondary 

chronic pain clinic?” This knowledge will provide context to define treatment successes to 

assist in understanding treatment outcomes, evaluate alignment of clinic services with common 

patient needs, and identify possible gaps in services offered (Becker et al., 1998; Fuss et al., 

2014; de Rooij et al., 2013; Turk, Rudy, & Sorkin, 1993). For example, PTSD is often comorbid 

with chronic pain - an understanding of the prevalence and impact of PTSD in the patients 

referred to this clinic may help inform on service delivery that includes trauma-informed care 

(Anderson, Anderson, & Anderson., 2014). This knowledge also aims to further our practice-

based research by stimulating inquiry and building research capacity. In starting this process of 
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quality improvement and inquiry, physicians and staff have recommended areas to explore 

within characteristic data that has most relevance to clinical goals. Overall, questions of specific 

interest are focused on issues of patient complexity and include the following below. 

 

Secondary Objectives and Research Questions: 

i) What is the prevalence of widespread pain (defined as patient self-reports of more 

than one pain area) in patients referred to a secondary multidisciplinary chronic pain 

clinic, and how do patient demographics, characteristics, and baseline disability and 

pain severity predict and differentiate between patients with more widespread pain 

versus patients with more localized pain (only 1 reported pain area)? 

ii) What are the associations between the patient characteristics of interest, such as 

socioeconomic status and social support, self-reported past injuries, surgeries, and 

PTSD diagnosis, with pain and disability levels at intake? 

 

 

Methodology and Analysis: 

Design: 

Observational, retrospective, cross-sectional, descriptive study. 

 

Population: 

Data from approximately 2800 consecutive chronic pain patients of all ages referred to 

and this secondary, community-based, multidisciplinary chronic pain clinic in Vancouver from 

January 1, 2015 to March 31, 2017 will be extracted for the principal objective of this study. 

The purpose of selecting March 31, 2017 as the end date was to capture the data before our 

questionnaires underwent significant revisions to better meet workflow and clinical needs, 

which were implemented at the end of March 2017.  

Data from approximately 500 chronic pain patients who were referred and booked for 

an initial appointment between June 29, 2016 - March 31, 2017 will be used to answer the 

secondary objectives of this study. This date restriction was required as the survey software 

prior to June 29, 2016 was unable to link patient characteristics from this survey separate from 

the EMR, to baseline validated pain-related quantitative questionnaire scores stored in the 

EMR, which was required to satisfy these secondary objectives.  

Overall, approximately 92% of our patients lived in the BC lower mainland4 on intake, 

with 8% from other areas of BC, and <0.1% from other parts of Canada. As of June 2016, in 

response to increasing wait times, new referrals were restricted to the Vancouver Costal Health 

catchment area, consisting of approximately 1 million people over 59 000 km2 of land in the 

southwest corner of BC, consisting of 12 municipalities, 4 districts, and 14 indigenous 

communities.  

                                                 
4 In this case, the lower mainland population includes all people under the Vancouver Costal Health and Fraser 

Health Authority’s catchment areas, comprising of approximately 2.8 million people. 
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Inclusion criteria: 

All patients of the above population who completed an intake questionnaire as part of 

standard clinical practice will be included for the principal objective of this study. However 

only those patients who completed the intake questionnaire through the Ocean5 online survey 

software implemented on June 29, 2016 will be included for the secondary objectives, for data 

linkage limitations, as stated above.  

 

Exclusion criteria: 

Patients will be excluded who indicated on their intake questionnaire that they had an 

active claim with WorkSafeBC as these patients are not accepted for consultation as per clinic 

referral criteria. Those patients who have been identified as only attending an independent 

medical examination or who were previously enrolled in our pilot clinical trial on whiplash 

disorder and who were not separately referred for standard clinical care afterwards will be 

excluded as they did not undergo the consent process for the purposes of ongoing clinical 

chronic pain care. 

 

Duration: 

This study is planned to start in May 2017, and be completed by October 1st 2017. 

 

Data Sources: 

This clinic collects and stores a significant amount of data in our EMR system, Accuro, 

and in Ocean before a patient is seen in their initial consultation. On receipt of a patient referral, 

basic patient demographic data and referral information including pain-related diagnoses are 

entered into Accuro by clinic staff. One month before the patient’s expected appointment, they 

are emailed our intake questionnaire by clinic staff for patients to complete at home. Thirty 

minutes prior to the patient’s appointment, patients complete a series of validated pain-related 

quantitative questionnaires in-clinic that are automatically inputted into Accuro’s clinical 

records upon completion.  

Ocean and FluidSurveys Intake Questionnaire:  

The main demographic and clinical characteristic data are recorded in the intake 

questionnaire which is completed by patients 1 month before their first appointment via Ocean. 

FluidSurveys was used for the intake questionnaire from Jan 1 2015 – Jun 28th 2016, and Ocean 

from Jun 29th 2016 – Mar 31 2017, and continues to be used presently. Unlike Ocean, 

FluidSurveys could not link the intake questionnaire data with the data in our EMR, and so was 

replaced with Ocean. The intake questionnaire content was changed once on February 1, 2016 

with the addition of more socioeconomic variables, but clinical variables between versions did 

not change. The intake questionnaire’s main purpose is to provide relevant and comprehensive 

clinical and personal information to the physician before the patient encounter. Most of the 

                                                 
5 Ocean is a secure survey software designed for medical clinics. This software complies with provincial health data 

privacy laws while allowing clinics to securely email their patients forms to fill out at home. Upon completion, 

Ocean sends the results back to the EMR and to Ocean-hosted database for clinical and/or research use.  
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questions are multiple choice, and free-text for variables that could not be condensed into a 

manageable standardized list – thus variables are both quantitative and qualitative (free text). 

The variable categories collected in the most up-to-date intake questionnaire include:  

- BMI 

- Date of birth 

- Gender identity 

- Cause of pain 

- Duration of pain 

- Past medical history and use of assistance devices 

- Surgical history and scars 

- Injury history 

- Current medications and allergies 

- Current and previous treatments for pain tried  

- Caffeine, alcohol, and drug use 

- Occupational status 

- Marital status 

- Educational status 

- Stressors 

- Languages spoken at home 

- Race and ethnicity 

- Social support 

- Income including ability to pay for food and health services 

- Insurance coverage, disability and welfare status 

- Status of legal case 

- Previous health care experience and ability to access services 

- Past trauma as a child, current trauma, and self-reported PTSD diagnosis.  

 

Accuro EMR Baseline Validated Pain-Related Outcome Measure (PROM) Scores:  

Baseline biopsychosocial functioning is recorded in additional questionnaires that is 

completed by the patient at the clinic thirty minutes before the patient’s first appointment. This 

data is recorded in an EMR-integrated survey, and the same survey is used to monitor change 

following treatment at 6 months or at any time as recommended by a physician. PROM 

variables recorded at baseline and follow-up include:  

- Pain severity 

- Pain areas 

- Brief Pain Inventory - pain-related disability 

- Patient Health Questionnaire-9 - depression screening 

- Patient Self-Efficacy Questionnaire - self-efficacy 

- Patient Related Symptom Severity Catastrophizing and Adaptive Coping questionnaires 

- Veterans Rand 12-Item Health Survey (VR-12) - self-rated quality of life  

The VR-12 was selected instead of the Short Form 12 item scale (SF-12) as Veterans Rand had 

demonstrated comparability to the Medical Outcomes Study Short Form scales, and even 

greater reliability and precision for the role function components (Kazis et al., 2004). 
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Accuro EMR Appointment and Other Data: 

Normally, patients who complete the intake questionnaire are booked for an 

appointment and are representative of the patient population seen at this clinic. However, as we 

are analyzing data from all referred patients who completed an intake questionnaire, we will be 

confirming how many of these patients attended their initial consultation and who followed up 

for further appointments to confirm the generalizability of the patient characteristic data to our 

general clinic population. A few other demographic data will be collected from the EMR as 

well. These data will include: 

- Appointment type  

- Date of appointment  

- Place of residence at referral (city) 

- Pain related diagnoses 

 

Analyses: 

Data from all questionnaires and the EMR as listed above will be extracted, tabulated, password 

protected, and have a temporary de-identification of all personal health numbers (PHN) using a 

confidential mathematical equation so they can be linked and combined with other data sheets to 

make a "master spreadsheet" within Microsoft Excel on the password protected in-clinic 

computers. Once all data are combined into one sheet, each patient de-identified PHN will be 

anonymized by replacing it with a randomly generated number, termed the research ID, where it 

will be impossible to link the data back to the patient’s personal health number, SIN, DOB, or 

any other characteristic given this random research ID. Any other potentially identifying 

information such as birthdate, family emergency contacts, phone numbers, names of doctors, or 

any other identifying information that may have been entered previously into free text fields by 

patients or staff will be screened for and deleted from the spreadsheet. This master spreadsheet 

and any other data sheet derivatives will be password protected and stored on the clinic’s secure 

internal server accessible by any of the password protected in-clinic computers for the duration 

of the study. 

Descriptive data for all variables will be obtained to show response rates and the 

distribution of patient demographics and clinical characteristics. Tests of association will be 

performed between clinical variables of interest. 

The variables are mostly categorical and will rely on Chi Square or Fisher’s exact tests 

of association for analysis. For comparison of quantitative variables, correlational analyses 

using Pearson product moment correlation will be done. For comparison between two 

groups/categorical variables, unpaired t-tests will be used. Tests for significance will include a 

95% confidence interval with two-sided p<0.05. As this is a descriptive study, significant 

differences between variables are not intended to indicate causation but will provide areas to 

focus further inquiry and research for relevant subgroups. 
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