M O N T A N A

Y BRFSS

Behavioral Risk Factor
Surveillance System

AQctlor]s

Chronic Pain among Montana Adults, BRFSS 2010

Introduction

Chronic pain has multiple causes and it can have substan-
tial consequences for one’s physical, psychological, and social
well-being, including the ability to function in society."  Pain
is associated with a wide range of diseases and injuries and is
sometimes considered a disease itself.? Pain can be a persistent
companion to injuries and diseases, but it can also exist when a
defined cause is lacking or undetectable. The Institute of Medi-
cine (IOM) report of 2011 indicates that 116 million American
adults suffer from chronic pain resulting in societal costs of $560
to $635 billion annually (or about $2000 per person in the US)
due to increased use of health services and medications, and
lost productivity at work due to sick leave and early retirement.3

Published prevalence estimates of chronic pain among adults
from U.S. population-based surveys vary widely, ranging
from 14% to over 64%.*” Prevalence estimates differ depend-
ing on how chronic pain is defined and measured.® Chronic
pain is “any pain that persists beyond the anticipated time of
healing;” it may go on for years.’ For researchers, pain is dif-
ficult to measure since it cannot be measured directly, but
rather must be judged by the individual’s subjective response.

Objectives

The purpose of this report is to provide an overview of
chronic pain as experienced by adults in Montana, including
the intensity, frequency, duration, and impact on activities.

Methods

Eight questions were added to the Montana Behavioral Risk Fac-
tor Surveillance System (BRFSS) 2010 survey to establish base-
line state-level estimates of the prevalence of chronic pain and
its relationship to health and well-being of Montana adults.*

Thereis no single system for classifying pain that has been univer-
sally accepted by researchers or clinicians.'*** The time frame is
one of the most variable elements of the chronic pain definitions
in the literature.® The International Association for the Study of

1. Do you suffer from any type of chronic pain; that is, pain that occurs
constantly or flares up frequently?

How long have you be en experiencing this type of pain? (Duration)

3. About how often do you experience this pain? Would you say: Con-
stantly, once an hour, once a day, once a week, once a month, once a
year, less than once a year? (Frequency)

4. Using a Oto 10 scale where 0 means no pain at all and 10 means
the worst pain imaginable, when you experienced pain, how severe
would you say it was on average over the past 3 months? (Intensity)

5. During the past 30 days, for about how many days did your pain
keep you from doing your usual activities, such as self-care, work, or
recreation? (Activity Limitation)

6.  Which of the following type of therapy does your health care provid-
er recommend to manage your pain? (Ask for most often or frequent
if more than one) Does your health care provider recommend: over
the counter medications, prescription medications, medical mari-
Jjuana, complementary therapies, such as massage, physical therapy
or acupuncture or other.

7. Do you feel your pain is well managed?

8. Which of the following do you believe is the biggest barrier to treat-
ing your pain? Cost of treatment, my healthcare provider is not help-
ful, | don’t ask for treatment for my pain, other specify, or no barrier.

Pain (IASP) provides a widely used definition of chronic pain as
“pain without apparent biological value that has persisted be-
yond the normal tissue healing time, usually taken to be three
months.”*® Montana BRFSS respondents were classified as hav-
ing chronic pain if they responded “yes” to question #1, indicat-
ed that their duration of pain was at least 3 months in response
to question #2, and scored at least one on the pain intensity
scale in response to question #4. Intensity scale responses were
categorized into mild pain (score of 1 to 3); moderate pain (score
of 4 to 6); and severe pain (score of 7 or more).” Frequency
responses were categorized from constantly to less than once
per year. Respondents were asked to indicate how many days in
the past 30 days their daily activities, such as self-care, work, or
recreation, were limited by pain. Using the 3-month criterion for
defining chronic pain and combinations of pain characteristics,
respondents were classified into three grades of pain severity:
Grade 1 (Mild), Grade 2 (Moderate), and Grade 3 (Severe). All re-

spondents fell into only one of these three grade levels (Table 1).

Table 1. Characteristics of Chronic Pain — Graded Pain
Severity Definitions, Montana BRFSS, 2010
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Severity Level Grade 1 - Mild Grade 2 - Moderate Grade 3 - Severe
Duration 3 months to 1 year >1 year to 5 years >5 years
Frequency Recurrent Pain: Persistent pain: Constant pain
Once/month or less | Once/week to
once/hour
Intensity (None to 10) scale 1-3 4-6 7-10
Activity Limitation None 1 to <14 days per month | 214 days per month
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RESULTS

Characteristics of Chronic Pain: Details of the 2010 sample
and sampling procedures are described fully elsewhere.®® A
total of 2,607 (33.6%) respondents indicated that they suf-
fered from chronic pain. Ninety percent of respondents with
chronic pain reported their pain had lasted at least one year
and one-third reported they had chronic pain for more than
10 years (Figure 1). Almost 40% of adults with chronic pain in-
dicated they experienced their pain constantly and only 10%
reported the frequency of their pain was once per month
or less (Figure 2). Almost one quarter of adults with chronic
pain rated the intensity of their pain as severe (Figure 3). Al-
though the majority of adults said their chronic pain did not
limit their daily activities, more than 15% of adults said their
activities were limited 14 days or more in a month (Figure 4).
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Prevalence of Chronic Pain and Graded Pain Severity by Sociode-
mographic Characteristics:  One-third of respondents reported
some degree of chronic pain (Table 2). There was no difference
in prevalence by sex, race/ethnicity, region, or health care cover-
age. Adults older than 44 years of age had higher prevalence of
chronic pain than did younger adults, yet over one-quarter of
adults 18-34 reported some degree of chronic pain. Adults in
the highest educational attainment and income categories re-
ported significantly less chronic pain than did others. Adults who
reported being unable to work and those who reported having
a disability reported the highest prevalence of chronic pain.
Table 2 also shows the prevalence of each pain severity grade.
The prevalence of pain based on severity was 19.0% for Grade
1, 9.2% for Grade 2, and 5.4% for Grade 3 (Figure 5). When

Figure 5. Prevalence of Chronic Pain in the Adult Population,
Montana BRFSS, 2010
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chronic pain was based on a composite of duration, frequency,
intensity, and activity limitations, the sociodemographic sub-
population relationships changed slightly from the individual
bivariate measures. The only significant difference between
younger and older age groups was for adults with mild pain
(Grade 1). American Indian/Alaska Natives reported signifi-
cantly higher levels of moderate and severe pain than White,
non-Hispanic adults. Education and income levels were not re-
lated to mild pain, but they were inversely related to pain in the
moderate and severe grades, that is, the lower the education or
income levels, the higher the percentages of pain in each grade.
Unlike adults with more severe pain, no significant differences
were found between mild pain and employment status group-
ings. A high percentage of adults who were unable to work or
were not part of the labor force had moderate and severe pain
(Figure 6). Adults with the most severe pain were more likely to
be uninsured than insured. This may be related to their inabil-
ity to work, although sample size is too small to test rigorously.

Figure 6. Percentage of Graded Chronic Pain by Employment Status,
Montana BRFSS, 2010
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Table 2: Prevalence of Any Chronic Pain and Graded Chronic Pain by Sociodemographic Characteristics, Montana BRFSS, 2010

Have Any Chronic Pain' Grade 1 - Mild’ Grade 2 - Moderate” Grade 3 - Severe’
95% Cl UnWit. 95% CI UnWt. 95% CI UnWt. 95% CI UnWt.
Wt.% LL UL N Wt.% LL uL N Wt.% LL UL N Wt.% LL uL N
All Adults 33.6 31.8 354 2607 19.0 177 205 1,531 9.2 7.9 10.5 614 5.4 4.7 6.2 462
Age:
18- 34 26.0 214 313 200 11.8 8.9 15.5 98 10.5 71 15.2 72 3.7 23 6.1 30
35-44 29.2 253 334 259 18.8 155 225 154 71 5.1 9.6 69 3.3 2.2 5.2 36
45 - 54 37.5 341 41.0 523 19.7 17.0 227 257 10.4 8.5 12.6 159 7.4 5.8 9.5 107
55-64 41.3 384 442 721 239 215 265 436 10.9 9.1 13.0 166 6.5 5.2 8.0 119
65+ 374 35.0 398 892 247 227 269 578 6.2 5.1 7.5 148 6.5 5.4 7.8 166
Race/Ethnicity:
White, non-Hispanic 329 31.0 349 2210 19.4 18.0 209 1,363 8.7 74 10.2 489 4.9 4.2 5.6 358
Non-white or Hispanic** 39.0 329 456 376 16.1 120 213 160 13.4 9.8 182 123 9.5 6.5 13.6 93
- AlI/AN* 39.6 324 473 258 15.5 106  22.0 100 14.2 10.7 18.6 88 10.0 7.0 14.1 70
Education:
High School or less 36.6 33.6 39.8 1,093 19.5 173 219 628 9.7 78 119 243 7.4 6.0 9.1 222
Some College 36.1 325 399 848 20.6 180 235 491 10.1 76 133 204 5.4 43 6.8 153
College Degree 27.2 246 30.0 661 16.8 148 191 409 7.6 5.8 9.8 167 2.8 21 3.7 85
Income:
<$25,000 445 403 488 1,002 195 168 226 478 129 1041 16.4 260 121 99 146 264
$25,000 - $44,999 32.7 29.7 358 733 20.9 185 235 474 8.1 6.3 104 159 3.6 29 4.7 100
>$50,000 27.6 249 305 682 18.3 16.1 20.7 478 7.6 5.8 9.9 147 1.7 1.3 2.4 57
Employment Status:
Employed for wages 28.6 259 310 1,143 19.7 179 216 803 7.2 6.0 8.7 263 1.7 1.2 24 77
Not in Workforce 35.6 324 389 1,119 18.7 16.5 21.0 659 11.1 8.6 14.2 267 5.8 4.6 7.2 193
Unable to work 74.7 66.5 81.6 337 14.2 93 210 66 17.0 125 228 82 435 362 512 189
Disability:
Yes 66.3 62.9 69.6 1,436 275 246 306 626 20.0 167 237 396 189 164 217 414
No 22.0 202 240 1,159 16.0 145 176 899 5.4 4.3 6.7 215 0.7 0.4 1.0 45
Health Care Coverage:
Yes 32.6 30.7 345 2,195 19.0 176 204 1,314 8.8 7.5 10.3 502 4.8 4.2 5.6 379
No 37.8 325 434 405 18.9 15.1 234 214 10.9 7.7 15.3 110 8.0 57 11.2 81

—+

Reported suffering from chronic pain for at least 3 months with an average pain intensity of 1 or more during the past 3 months.

Grade 1- Reported suffering from chronic pain for 3 months to 1 year with recurrent pain as often as once/month or less and a pain intensity score of 1 to 3 and no activity limitation days.
Grade 2 - Reported suffering from chronic pain for more than 1 year to 5 years, with persistent pain at least once/week to once/hour and a pain intensity score of 4 to 6

and activity limitations of 1 to less than 14 days per month.

# Grade 3 - Reported suffering from chronic pain for more than 5 years, with constant pain and a pain intensity score of 7 to 10 and activity limitations of 14 or more days per month.

* American Indian or Alaska Native only

** All non-White (including multiracial) or Hispanic, including American Indian/Alaska Natives.

Table 3. Proportion of Adults with Chronic Pain by Presence or Correlates of Chronic Pain: Chronic pain was more preva-
lent among respondents who also reported chronic health
conditions or poor mental health (Table 3). Chronic pain was

Wi% 95%Cl  OR (95% Cl)
Health Risk Behaviors: also more prevalent among smokers and respondents who

Absence of Related Health Indicator and Associated Odds
Ratios, Montana BRFSS, 2010

Obese : : :
e 439 400476 182 (151218) were obese, but not among heavy drinkers or binge drinkers.
No 30.2 28.1-32.4
Current Smoker . . . .
Yes 486 433538 222 (175282 Pain Management: Two-thirds of respondents with chronic
No 302 28.3-321 pain indicated their pain was well-managed (Figure 7). There
Chronic Health Conditions: . . . .
Diabetes was an inverse relationship between the grade of pain se-
Lej ‘3‘;-1 ggggig 1.86 (1.452.39) verity and the feeling that the respondent’s pain was well-
Current Asthma managed (Figure 8). For adults with mild pain (Grade 1),
Yes 525 46.0-58.9 2.38 (1.81-3.13) . .
No 317 29.8-33.7 more than three-quarters reported that their pain was well
Heart Attack
\ﬁs gg-g g?-g-gi-g 1.96 (1.52-2.53) Figure 7. Proportion of Adults with Chronic Pain Whose
(o] . .0-54. . .
Coronary Heart Disease Pain is Well-managed, Montana BRFSS, 2010
Yes 526 465587 229 (1.76-2.97)
No 32.7 30.8-34.6
Stroke
Yes 476 39.7-556 1.84 (1.32-2.56)
No 331 31.3-35.0
Mental Health Indicators:
Fair/Poor Genl. Health
Yes 63.6 58.9-68.1 4.40 (3.52-5.49)
No 284 26.5-30.4
Lack of Emotional Support
Yes 449 38.4-51.5 1.67 (1.26-2.21
No 32.8 30.9-34.7
Dissatisfaction with Life
Yes 62.3 542698 350 (2.48-4.94)
No 32.1 30.2-34.0
14+ Days/Mnth Poor MH
Yes 60.8 54.7-66.6 3.54 (2.71-4.62)
No 305 28.7-324
Considered Suicide u Yes ® Somewhat No
Yes 57.1 47.6-66.0 2.78 (1.89-4.11)

No 32.3 30.5-34.2




managed, but this percentage decreased significantly for
moderate and severe pain grades. Almost twice as many
adults with severe pain (Grade 3) than adults with mild pain
(Grade 1) reported that their pain was not well-managed.

Figure 8. Proportion of each Chronic Pain Grade Who Indicated Whether
or Not Their Pain was Well-managed, Montana BRFSS, 2010.
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Discussion

This cross-sectional telephone survey found that one-third of
Montana adults reported chronic pain. Twenty percent reported
their pain to be mild, ten percent reported their pain to be mod-
erate, and five percent reported their pain to be severe in terms
of frequency, duration, intensity, and activity limitations. This
translates to an estimated 40,000 adults with severe pain, each
experiencing approximately 168 days per year of lost productivity.

Our findings are generally consistent with other surveys and sug-
gest a considerable public health burden of chronic pain in Mon-
tana.'*2? Chronic pain affects one-third of the adult population,
with at least three in every twenty adults indicating moderate to
severe pain that limits their daily activities on one or more days
amonth. A consistent finding in the literature is the relation of
poorer socioeconomic status indicators with chronic pain. Strong
correlations have been observed between unemployment and
disability, and the presence of chronic pain.2% Montanans with
the most severe chronic pain were more likely to be uninsured,
which may be a significant barrier to treatment and management
of their pain. Chronic pain also was associated with poor health
for all health conditions and mental health indicators studied.
When treating individuals for chronic health conditions such as
asthma, diabetes, cardiovascular diseases, or mental health con-
ditions, healthcare providers should be aware that approximate-
ly half of the adults with these conditions reported also having
chronic pain, and more than one in ten of them reported having
severe and debilitating pain that may be inadequately controlled.

Suggested Citation: Oreskovich J. Chronic Pain among Montana
Adults, BRFSS 2010. Montana Fact[or]s, No 2: 2012, DPHHS, Hel-
ena, MT.

Background: The Montana Behavioral Risk Factor Surveillance System
(BRFSS) has been collecting and reporting state-specific, population-based es-
timates of health-related data since 1984. The purpose of this statewide tele-
phone survey of Montana residents aged 18 and older is to gather information
regarding personal health risk behaviors, selected medical conditions, and the
prevalence of preventive health care practices among Montana adults. A full set

of Montana yearly questionnaires and health indicators can be found on the De-
partment of Public Health and Human Services (DPHHS) BRFSS database query
system website at www.brfss.mt.gov. The CDC website also provides national,
state, and some local area prevalence estimates of health indicators, as well as
access to downloadable datasets for further analyses at: www.cdc.gov/brfss.

Survey Limitations: The BRFSS relies on self-reported data. This type
of survey has certain limitations: many times, respondents have the ten-
dency to underreport some behaviors that may be considered socially un-
acceptable (e.g.,, smoking, heavy alcohol use); conversely, respondents
may over report behaviors that are desirable (e.g., physical activity, nutri-
tion). Cross-sectional design makes causal conclusions impossible. In ad-
dition, the sample sizes used to calculate the estimates in this report vary as
respondents who indicated, “don’t know,” “not sure,” or “refused” were ex-
cluded from most of the calculation of prevalence estimates. BRFSS data
collected through 2008 excludes households without landline telephones.
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