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Osteoarthritis 

Most common type of arthritis, affecting 
~27million in U.S. (~67million by 2030)1,2 

Presenter
Presentation Notes
Effects on physical function, mental health, ability to work, leisure time/social activities for individuals, in addition to costs of treatment and lost wages and burden on healthcare system 
Other treatment approaches are pharmacologic, mechanical (e.g., taping, heel wedges, brace), and surgical  
Non-drug treatments include = exercise, weight control, pacing of activities, nondrug pain relief, thermal treatments, etc.
OARSI 2008 (part II): “All patients with hip and knee OA should be given information access and education about the objectives of treatment and the importance of changes in lifestyle, exercise, pacing of activities, weight reduction, and other measures to unload the damaged joint(s). The initial focus should be on self help and patient-driven treatments rather than on passive therapies delivered by health professionals. Subsequently emphasis should be placed on encouraging adherence to the regimen of non-pharmacological therapy.”
From OARSI 2008: ES for pain: educational NPTs  .06 (95% CI .02, .10) and all experts recommended; regular phone contact (to promote self-care) ES .12 (.00, .24); aerobic exercise .52 (.34, .70) for OA of knee,  strength training .32 (.23, .42) for OA of hip, water-based exercise .25 (.02, .47) for hip OA, weight loss .13 (-.12, .37), acetaminophen for knee OA .21 (.02, .41), NSAIDS .32 (.24, .39), injections of corticosteriods .72 (.42, 1.02), etc.
Adverse events associated with PTs: GI discomfort, bleeding, ulcers, perforation, etc.
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Osteoarthritis 

Most common type of arthritis, affecting 
~27million in U.S. (~67million by 2030)1,2 

Optimal management = pharmacological + non-
pharmacological therapies 3 

Pain self-management (e.g., pain coping skills training)
 
Small but reliable effects on pain and function3 

Potentially larger effects on psychological/behavioral 

outcomes4
 

Lack side effects of pharmacologic therapies 
Core component of tx recommendations for hip/knee OA
 

1 www.niams.nih.gov/Health_Info/Osteoarthritis/; 2 Hootman JM, Helmick CG. Arthritis Rheum. 2006 Jan;54(1):226-29; 3 (OARSI) 
Zhang et al., Osteoarhtritis and Cart. 2009; 18(4): 476-499; 4 Brady. Am J of Nursing. 2012; 112(3): S54-S60. 

Presenter
Presentation Notes
Lorig’s healthier living with arthritis (internet arthritis self-mgmt program):  Groups of ~24 people with OA, RA, or fibromyalgia participate together. Workshops facilitated by 2 trained moderators, one or both of whom are peers with a rheumatic condition. Topics covered include education about the pain condition and self-mgmt +: 1) techniques to deal with problems such as pain, fatigue, frustration and isolation, 2) exercise for maintaining and improving strength, flexibility, and endurance, 3) use of medications, 4) communicating effectively with family/friends, health professionals, 5) healthy eating, and, 6) informed treatment decisions, 7) disease-related problem solving, 8) getting a good night's sleep. Sessionsare highly participative through email and online discussion boards (mutual support to build self-efficacy). Each workshop is 6 wks, w/new lessons each week. Participants log on at their convenience 2-3 x/wk (total 1-2 hours), not necessarily at same time, and get copy of The Arthritis Helpbook. In one study, participants at 6 mos compared to waitlist controls demonstrated improved pain, disability, health distress, role function, self-reported health, and self-efficacy (no changes in exercise or health care utilization); outcomes remained the same at 12 months. At that time participants compared to controls also demonstrated a decrease in hospitalizations.


http://www.niams.nih.gov/Health_Info/Osteoarthritis/
www.niams.nih.gov/Health_Info/Osteoarthritis


  

                            
     

   
     

 
  

 
  
    

 
 

 

 

 

Pain Coping Skills Training
 
Behaviors 

Thoughts 

Emotions 

Teach skills for changing thoughts, behaviors, 
and emotions contributing to pain and disability 
Delivered by highly trained PhD-level clinicians 
~8-12 weekly in-person group sessions of ~60-90 min
 

Three phases: 
Education about biopsychosocial model of pain 


(therapeutic rationale)
 
Skills training 
Application of skills in real-life situations 

Presenter
Presentation Notes
In PCST: three phases: 
an education segment in which patients are taught about the biopsychosocial model of pain; 
a skills training segment in which participants are trained in a variety of cognitive– behavioral pain coping skills (e.g., relaxation training, activity pacing, pleasant activity scheduling, imagery techniques, distraction strategies, cognitive restructuring, problem solving, or goal setting); and 
an application phase in which patients practice and apply their skills in real-life situations (Keefe, Dunsmore, & Burnett, 1992; Turk, 2002). 
CBT for pain management/pain coping skills interventions can be distinguished from stress management interventions in that the primary aim of training is to help patients control pain.




 
 

 
  
 

 
 
 

 
  

  

• Easy to personalize training 
• Strong potential to develop 

therapeutic relationship 
between therapist and 
person with OA 

Pros 
• Supportive interactions with 

therapist and peers 
• Vicarious learning by 

observing others’ 
experiences 

 
 

 
 

 
  

 
 

 
 

  

Cons 
• Requir

commi
es substantial time 
tment of highly 

trained therapist 
• Other costs/resources 
• Not enough therapists to 

reach all who could benefit 
• Not accessible in all 

geographies 
• Not everyone able/willing 

to attend in-person therapy 

   In-Person Pain Coping Skills Training
 



   

 
 

 
 

  
 

 
 

  
 

  
 

 

 
 
  

 
 

 

 
  

   
 

Internet-based Pain Coping Skills Training
 

Pros 
• Increase access to 

empirically-based program 
• Cost-effective 
• Standardized, 24/7 delivery 

of training 
• Easier integration into 

medical care? 
• Easily scalable, especially if 

automated (no therapist) 
• Internet interventions can 

have effects similar to  in-
person therapies 

Cons 
• Rapidly changing 

technologies can make 
programs obsolete without 
careful planning 

• Lose benefits of face-to-face 
interactions 

• Adherence often 
problematic 

• May not appeal to everyone 
• Access to Internet limited in 

some populations 



 
 
 

 
 
 

 
 

 
 

  

 
 

 

 
 

 
 

 

 
 

 

    
  

 

 
 

 

 
 

 
 

            
 

Iterative development with 
extensive… 

User 
Testing 

Round 1 
User 

Testing 
Round 2 

Pilot 
Testing 

RCT 
(To be completed 

in July, 2013) 

Initial 
Planning 

Formative research 
(focus groups) 

Initial sections 
developed 

Revisions + 
additional 

development 

Revisions + 
additional 

development 

Pilot tested 
program ready for

RCT 

“Finalized” 
PainCOACH 

Program 

• User feedback 
• Input from clinical psychologists

with experience delivering
in-person PCST 



 
  

     
  

    

  
  

  
  

  

    
  

    

Features
 

Pain Coping Skills Training 
8 sessions completed 1 per week over 8 weeks 
35-45 min each 
Earn badges for sessions, practice, COACHtrack, COACHchat 

COACHtrack 
Revise practice goals 
Rate “coping confidence” 
View graphs of practice and coping confidence 
Set up automated practice reminders 

COACHchat: Read about other people’s experiences using 
each skill and share own experiences 

Workbook: Session summaries, worksheets, practice log 



 

  
  

   
 

  
  

 
 

 

User Experience
 

Designed for touch-screen tablets 
Automated for cost-effective dissemination/scalability
 

Development incorporated expertise of therapists who 
deliver in-person PCST 
Virtual coach provides personal connection, enhances
 

sense of support and accountability 
Simple navigation 
Minimal reading 
Directive approach 

Presenter
Presentation Notes
Designed for touch screen tablets, but ideally in future will be accessible through other devices/browsers
Development incorporated expertise of experienced therapists who deliver in-person PCST
Simple navigation: Usability guidelines for older adults
Minimal reading: Information presented in audio (coach’s voice) with only most important text on screen
Directive approach – few decision points for user  







 
  

 

 

 

 
 

 

 
 

  

  
 

  
 

 
  

 
  

 

 

Review 
practice for 
prior skill; 

explore 
experiences; 

positive 
reinforcement 

Training 
in new 

skill 

Guided 
practice 
in new 

skill 

Explore 
experience 
with new 

skill 

Set 
practice 
goals for 

week; 
provide 
practice 

tips 

“Appointment” 
for next 
session 

Typical Session 





















 

 
   

   
  
     
     
      

    
    

 
 

Randomized Controlled Trial
 

Recruitment at UNC-Chapel Hill and Duke University 
ended (data collection until 7/2013) 
 113 randomized (55 control, 58 PainCOACH arm) 
 Average age 67 (Range 38-90+) 
 75% non-Hispanic White; rest mostly African American
 
 22% high school or less, 39% college/graduate degree
 
 Median income < $45k/yr (Range < $15k to > $135k)
 

20% never used computer; 50% used one daily 
Average ability to use Internet “Good” (Range: poor 

to excellent) 

Presenter
Presentation Notes
62% living with spouse or romantic partner



 

  

 

 

PainCOACH Usability 

Strongly or Somewhat Agreed 

93% 

89% 

Presenter
Presentation Notes
Some findings from the 28 who have completed the program

PainCOACH’s overall usability good
93% agreed or strongly agreed it was easy to use – 68, 21, 7, 4, 0
89% agreed or strongly agreed they felt confident using it – 57, 36, 0, 7, 0



 

 

 

 

 

 

 

PainCOACH Content
 

71% 

86% 

96% 

86% 

86% 

96% 

Presenter
Presentation Notes
Content rated positively
96% somewhat or strongly agreed information was useful
86% somewhat or strongly agreed exercises helped them understand the information
96% somewhat or strongly agreed PainCOACH convinced them that pain coping skills are important to use 
86% said that when they had difficulty using a skill the program gave them information that helped them
71% somewhat or strongly agreed that they felt like the coach understood them



 
 

 
 

 
 

 

 
 

 

 

 

Perceived benefits reported 
by PainCOACH users 

86% 
82% 

71% 

71% 
86% 

83% 

82% 

86% 

Presenter
Presentation Notes
Concentrate better 50 36 7 4 4 –86% strongly or somewhat agreed
Improved mood 50 32 14 0 4 – 82%
Better relationships with others 39 32 25 0 4 – 71%
Do things independently 50 21 18 7 4  -- 71%
Do leisure activities more often 61 25 7 7 0 –86%
Perform daily activities more easily 61 21 11 4 4 – 83%
Better outlook on life 68 14 11 0 7 – 82%
Positive effect on physical health 57 29 7 0 7 – 86%



 

 
  

 

 

 

18% 

36% 

39% 

Some refinements needed
 
Somewhat Agreed 

Presenter
Presentation Notes
39% somewhat agreed it was hard to figure out how to fix problems so they could keep using the program
39% somewhat agreed it was hard to remember to practice the skills PainCOACH teaches
36% somewhat agreed it was hard to find time to practice the skills
Good news:
Compliance better than expected
6% attrition during study (excellent for Internet intervention, but 21% needed 2+reminders to log in after 10 days of non-use)
87% of participants completed all 8 sessions
Few technical problems
Challenges:
A primary refusal reason: Concerns about or disinterest in technology
Internet connectivity a challenge



 
                            

                                   
  

 

Future Directions 
Refine PainCOACH based on RCT findings 

and conduct larger trial to move 
PainCOACH toward dissemination 
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Future Directions 
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and conduct larger trial to move 
PainCOACH toward dissemination 
Other endpoints 
Longer-term follow-up 
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Cost-effectiveness 

Add features to promote long-lasting benefits:
 
Booster sessions? 
Ongoing access to website? 



 
                            

                                   
  

 
 

 
 

    
 

 

   
   
  

 

Future Directions 
Refine PainCOACH based on RCT findings 

and conduct larger trial to move 
PainCOACH toward dissemination 
Other endpoints 
Longer-term follow-up 
Medication use 
Cost-effectiveness 

Add features to promote long-lasting benefits:
 
Booster sessions? 
Ongoing access to website? 

Best way to make PainCOACH available 
Integration into primary care? 
Free access through website? 



 

 
 

  
 

 
 

  
 

   
    

  
 

 
 

 
 

 
 

 
   

  
  

  
 

 
 

 
 

 
 

  
 
  

 
                

 
 
  
 
 
 
 

Study team
 

UNC-Chapel Hill 
Robert DeVellis, PhD (Co-I)
 
Joanne Jordan, MD, MPH (Co-I)
 
Jamie Stiller, MPH (Proj Coord)
 
Angela Stover, MA
 
Jessica Myrick, MA
 
Susan Kirtz, BA
 

UNC Johnston County OA Project:
 
Carol Patterson, MA
 
Janice Woodard, BA 

Georgene Capps
 
Lynn Joyner
 
Annette Starling
 
Nancy Wade
 
Linda Miles
 

Duke University 
Frank Keefe, PhD (Site PI)
 
Laura Porter, PhD (Co-I)
 
Tamara Somers, PhD (Co-I)
 
Daphne McKee, PhD (Co-I)
 
David Caldwell, MD (Co-I)
 
Cara Mariani
 
Hannah Fisher
 
Sarah Rowe
 
Sara Red
 

Consultants 
David K. Ahern, PhD 
Roberta Goldman, PhD 
Meredith Y. Smith, PhD, MPA 
Gary Winkel, PhD 
Triad Interactive, Inc., 

Washington, D.C. 





 
 
 
 

 

Thank you! 
christine.rini@unc.edu
 

mailto:christine.rini@unc.edu
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