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Abstract

Objective—To pilot test a peer support intervention, involving peer delivery of pain self-
management strategies, for veterans with chronic musculoskeletal pain.

Design—~Pre-test/post-test with 4-month intervention period.

Methods—Ten peer coaches were each assigned 2 patients (n=20 patients). All had chronic
musculoskeletal pain. Guided by a study manual, peer coach-patient pairs were instructed to talk
bi-weekly for 4 months. Pain was the primary outcome and was assessed with the PEG, a 3-item
version of the Brief Pain Inventory, and the PROMIS Pain Interference Questionnaire. Several
secondary outcomes were also assessed. To assess change in outcomes, a linear mixed model with
a random effect for peer coaches was applied.

Results—Nine peer coaches and 17 patients completed the study. All were male veterans.
Patients’ pain improved at 4 months compared to baseline but did not reach statistical significance
(PEG: p = .33, ICC [intra-class correlation] = .28, Cohen's d = —.25; PROMIS: p = .17, d = -.35).
Of secondary outcomes, self-efficacy (p = .16, ICC = .56, d = .60) and pain centrality (p = .06,
ICC =.32, d = -.62) showed greatest improvement, with moderate effect sizes.

Conclusions—This study suggests that peers can effectively deliver pain self-management
strategies to other veterans with pain. Although this was a pilot study with a relatively short
intervention period, patients improved on several outcomes.
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Introduction

Pain is prevalent and costly, affecting at least 100 million Americans and amounting to up to
$635 billion annually in direct medical costs and lost worker productivity (1). Chronic pain
affects 40-70% of veterans and is a leading cause of disability, resulting in substantial
negative impact on millions of veterans’ lives (2, 3).

Pain self-management involves treatment adherence, behavioral change, and coping skills,
and is an evidence-based treatment for chronic pain (4-8) that has been advocated by both
the Institute of Medicine and the 2009 Veterans Health Administration Pain Directive (1, 9).
Chronic pain, like other chronic conditions, requires effective self-management for optimal
outcomes. Self-management has been defined as “the ability to manage the symptoms,
treatment, physical and psychosocial consequences and life-style changes inherent in living
with a chronic condition” (10). For patients with chronic pain, self-management involves a
combination of treatment adherence, behavioral change, adapting life roles, managing
negative emotions, and coping skills. A systematic review by Newman et al. (4) found
strong clinical trial evidence that self-management programs are effective for both low back
pain and osteoarthritis, with possible secondary benefits in reducing psychological distress

(5).

Despite these benefits, pain self-management can be challenging to implement in a busy
clinical setting. Primary care appointments, where most chronic pain is managed, are not
always conducive to teaching self-management strategies, particularly when discussions
about other, potentially life-threatening health concerns, such as diabetes or hypertension,
may supersede pain management discussions. Moreover, primary care providers are not
typically trained to provide individualized guidance and support for ongoing pain self-
management.

Peer support models are increasingly being used to help patients manage chronic conditions,
and have shown promising results. Peer support involves “lay individuals with experiential
knowledge who extend natural (embedded) social networks and complement professional
health services” (11). Three attributes are believed to define peer interventions: the provision
of 1) emotional, 2) informational, and 3) appraisal support (11). Emotional support involves
caring, encouragement, attentive listening, reassurance, and avoidance of criticism.
Informational support consists of advice, suggestions, dissemination of facts, and problem-
solving. Finally, appraisal support involves motivation to persist and endure (e.g.,
encouragement to “keep going,” reassurances that efforts will lead to positive outcomes,
assistance in overcoming frustration) (11).

The purpose of the current research was to pilot test a peer support model for chronic pain
self-management among veterans. This study, Improving Pain using Peer-Reinforced Self-
Management Strategies (IMPPRESS, NCT01748227), examined feasibility of recruiting and
retaining peer coaches and patients and tested two hypotheses:

After participating in a peer support intervention for chronic pain self-management, patients
with chronic pain will
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1) experience lower levels of pain severity and interference, and

2) experience reduced levels of depression, anxiety, pain catastrophizing and pain
centrality (measures of negative pain cognitions) and increased self-efficacy,
perceived social support, and patient activation.

All study procedures were approved by the local Institutional Review Board and medical
center Review Committee. All participants (peer coaches and patients) signed a written
informed consent.

Setting and Participants

Peer coaches and patients were recruited from the 5 primary care clinics at Roudebush VA
Medical Center (RVAMC) in Indianapolis, IN. We first obtained permission from primary
care providers (PCPs) to recruit from their patient panel. Because this was a pilot study, we
recruited from two PCPs’ panels to meet our recruitment goal. Patients had been diagnosed
with musculoskeletal pain (ICD-9 codes 715, 719, 721, 722, 723, 724, 726, 729.0, 729.1,
729.3, 729.5, 738.4, 738.5) that had persisted for at least 6 months, and had at least moderate
pain severity, defined by pain =5 on a 0 (no pain) to 10 (worst pain imaginable) scale.
Patients were excluded if they had been hospitalized for psychiatric or substance abuse
reasons in the last 6 months, had active suicidal ideation, prior or pending back surgery,
severe medical conditions (e.g., New York Heart Association Class Il or IV heart failure)
that precluded participation, or severe hearing or speech impairment.

Peer Coaches

Intervention

Peer coaches had participated in one of two prior studies at RVAMC involving pain self-
management and had consented to be contacted for future studies.

Peer coaches (n=10) attended a 3-hour training session co-led by the study psychologist and
nurse. Training consisted of a didactic session, which explained and reviewed chronic pain
basics and pain self-management strategies; goal setting, including teaching coaches to
guide others in this activity; and motivational interviewing strategies. Demonstrations and
role-playing were used.

After training, each peer coach was assigned 2 patients to “coach” and support for 4 months.
To the extent possible, assignments were based on pain location. When this was not
achievable, pairs were matched as closely as possible according to age. We assigned 2
patients per coach in an effort not to over-burden any individual coach. Peer coach-patient
pairs were instructed either to meet in person, through phone calls, or a combination of both,
a minimum of twice per month for the 4-month period. All participants were given a study
manual with the following 6 sections: 1) chronic pain basics; 2) relaxation skills; 3) activity
pacing; 4) cognitive behavioral skills, 5) self-care skills, and 6) interpersonal skills. In
addition, the following sections were unique to the peer coach manual: 1) what is a peer; 2)
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cultural competence; 3) communication skills; 4) managing crisis and emergency situation;
and 5) motivational strategies.

Peer coaches were asked to draw on the manual as they saw appropriate, while being
flexible and responsive to each patient's needs. Coaches were encouraged to share their own
experiences with pain management, including successes and failures, to share strategies that
worked for them, help find appropriate strategies for assigned patients, and help set pain
self-management goals. In addition, coaches were encouraged to engage patients in social
conversation, as appropriate, and offer support and motivation.

Intervention Fidelity

Measures

We used several facilitation strategies during the intervention to optimize fidelity. First, peer
coaches participated in a 3-hour training session at the beginning of the study. Three
separate training sessions were held; all were audio recorded to ensure quality and
consistency. Second, peer coaches participated in supervision calls twice per month. During
these “booster” sessions, the study psychologist (MK) reviewed, emphasized, and, if
necessary, re-educated coaches on expectations for the intervention, such as setting and
reviewing goals with patients. Third, a detailed study manual, described above, provided
content for peer coaches and their patients to reference and use as needed. In addition to
these facilitation strategies, peer coaches and patients were asked in an interview at the end
of the study about their experiences with the trial, including the content of their meetings.
These included open-ended questions (“What did you talk about in your meetings?”) as well
as closed-ended questions (“Did you set goals with your peer coach?”). Responses to these
questions will be used to facilitate development of a systematic fidelity checklist for use in
the follow-up study.

All patient outcomes were assessed at baseline and 4-month post-intervention follow-up.
Pain was the primary outcome and was assessed with the PEG, a validated 3-item version of
the Brief Pain Inventory (12, 13), and the PROMIS Pain Interference measures. The
PROMIS symptom measures have had extensive development and population validation by
NIH and their use in research is being encouraged across multiple studies, facilitating intra-
and inter-disease comparisons (14).

We also assessed several secondary measures. Depression was measured with the PHQ-9.
Several studies have validated the PHQ-9 as a diagnostic measure with excellent
psychometric properties. Internal consistency has consistently been shown to be high
(Cronbach's a > 0.80) and test-retest assessment shows the PHQ-9 to be a responsive and
reliable measure of depression treatment outcomes (15).

Anxiety was measured with the GAD-7, which has demonstrated reliability (a = 0.89) and
validity (criterion, construct) as a measure of anxiety in the general population and primary
care (16).

Self-efficacy was measured with the Arthritis Self-Efficacy Scale (17), a 6-item measure
that has been used in prior studies of patients with chronic pain (5, 18).
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Perceived social support was measured with the Multi-Dimensional Scale of Perceived
Social Support (MPSS). The MPSS includes 12, 7-point Likert scale items. The test-retest
reliability and internal consistency is high, ranging from a=.84-.95 across a variety of
studies (19, 20).

Patient activation refers to a patient's knowledge, skill, and confidence to self-manage one's
chronic health condition (21). Activation was measured with the Patient Activation Measure
(PAM) 13-item Short Form. The PAM has been demonstrated reliable and valid in a variety
of studies, with reliability ranging from a =.87-.88 (21-24).

Negative pain cognitions were assessed with two measures: the Pain Catastrophizing Scale
and the Centrality of Pain Scale. The Pain Catastrophizing Scale is a 13-item scale that
assesses catastrophizing—a pain belief that has been found to be a strong predictor of poor
treatment response. Validation studies have found strong evidence of criterion-related,
concurrent, and discriminant validity (25). Centrality of pain refers to the degree to which a
person views pain as a dominant feature of one's life and identity (26). The Centrality of
Pain Scale is a 10-item instrument, with responses measured on a 5-point Likert scale that
range from “strongly disagree” to “strongly agree.” In its original validation study, the scale
demonstrated high internal consistency (Cronbach's a=.90) and construct validity (26).
Questions include “Pain controls my life,” and “My pain consumes all of my energy.”

Participants were not compensated directly for participation in the study (i.e., for meeting
with their assigned partners). However, peer coaches were paid $30 to attend the initial
training, and peer coaches and patients were paid $30 for outcome assessments.

Data Analysis

To assess feasibility of recruitment and retention, we tracked the length of time required to
recruit peer coaches and patients, reasons for refusal to participate, and retention rates during
the 4-month intervention.

To verify that a complete-case analysis was appropriate for outcome measures (i.e., only
including participants in the analysis who had both baseline and follow-up assessments),
demographics and baseline measures were compared between patients who completed the
intervention (n = 17) and those who did not (n = 4). Continuous measures were compared
with a t-test and categorical variables were compared using Fisher's exact test.

To examine change between pre- and post-intervention measures in patients, a linear mixed
model with a random effect for peer coach was used to assess change scores. The random
effect was included to account for the clustering of patients within peer coaches. The intra-
class correlation (ICC) was also estimated from this model. Although sample sizes were
small, we used parametric tests because no evidence suggested such tests were inappropriate
(27). We did not adjust for multiple comparisons, since this practice can obscure potential
findings in exploratory contexts (28). To aid in planning future studies based on this pilot
data, we report effect sizes.
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Recruitment took place February 2013-March 2013. Ten peer coaches were recruited in the
first month of participant recruitment. However, two coaches withdrew from the study
before training and were replaced within one month. Sixteen other potential peer coaches
were approached and declined participation, citing time as the primary reason for refusal.
Once the intervention began, retention of coaches was high, with 9 of 10 completing the
intervention. The peer coach who failed to complete the intervention never engaged with his
patients, and his two patients were reassigned during the first month of the intervention. For
patients, 20 were recruited in six weeks; 48 were approached but declined. The most
common reasons for refusal were time constraints and believing that their pain was already
well-controlled. Of the 20 recruited, one patient withdrew prior to initiation of the
intervention. Therefore, an additional patient was recruited to reach the goal of 20. Retention
of patients was also high; of the 20 patients who started the intervention, 17 completed.

Based on peer coach report, number of meetings ranged from 3 to 16, with a median of 6
meetings. The majority of meetings took place over the phone. Some peer-patient pairs
chose to meet at the VA, either in the cafeteria or coffee shop, at least once during the
intervention, but met via telephone for the remainder of meetings.

To enhance fidelity for this pilot study we used several facilitation strategies, described in
the Methods section. Data from post-intervention interviews will be used to create a
systematic fidelity checklist for use in a large follow-up study.

Baseline characteristics

Outcomes

Peer coaches’ ages ranged from 50-71 (Mean=60, SD=7) years and all were male veterans.
Eight were White, 1 Black, 1 Hispanic. See Table 1 for peer coach and patient
demographics. Baseline characteristics of peer coaches are in Table 2.

Patient demographics and baseline scales did not differ significantly between completers (n
= 17) and non-completers (n = 3), with the exception of employment status (Fisher's exact
test p-value = .046). All non-completers were employed or retired, whereas 65% of
completers were unable to work. For these reasons and the small number of non-completers,
all non-completers were dropped from analysis.

Patients” ages ranged from 35-66 (Mean=58, SD=8) years; 9 were White and 8 were Black.
All were male veterans. Patients’ pain locations were as follows: low back (n=8), neck (6),
knees (1), shoulders (1), “everywhere” (1).

Patients’ pain severity and pain interference improved at 4 months compared to baseline but
did not reach statistical significance (p = .33, ICC = .28, Cohen's d = -.25 for PEG; p = .17,
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d = -.35 for PROMIS). For secondary outcomes, depression showed little improvement (p
=.47,d=-.17). Anxiety (p = .11, d = -.36), self-efficacy (p = .16, ICC = .56, d = .60),
patient activation (p = .12, ICC = .40, d = .49), perceived social support (p = .11, d =.37),
centrality of pain (p = .06, ICC = .32, d = -.62), and pain catastrophizing (p = .12, d = -.42)
all improved in the expected direction. ICC values not reported were estimated to be zero.
See Table 3.

Discussion

Patients with chronic musculoskeletal pain who were paired with a peer coach for 4 months
improved on all outcomes measured. In particular, self-efficacy, pain centrality, and patient
activation showed moderate effect sizes (d = .49 to .62). This is potentially important given
that self-efficacy and patient activation (i.e., having the knowledge, skills, and confidence to
self-manage) are integral to effective self-management. Indeed, higher levels of patient
activation are associated with greater adherence to treatment recommendations and self-
management behaviors (23, 29, 30). Although pain centrality is a relatively new construct,
decreases on this measure suggest that pain became less of a focal point in patients’ lives
after the intervention, potentially facilitating patients’ ability to cope with their chronic pain
(26).

The three outcomes with the largest effect sizes (self-efficacy, pain centrality, and patient
activation) also had the highest intra-class correlations (ICCs), suggesting that some peer
coaches may have been more effective than others. Because ICCs are unstable with small
sample sizes, this is speculative but identifies an important question for future investigations
of peer support for chronic pain.

It is important to note that, although some peer coach-patient pairs met more frequently than
the recommended 8 times in the 4-month period, the median number of meetings was 6. The
recommendation of 8 meetings for the pilot was specified a priori, and it might be that fewer
meetings are necessary to achieve a desired effect, or that the number of meetings naturally
varies based on participants’ individual needs. Future work is needed to determine if there is
an optimal intervention “dose” and whether this dose has an influence on outcomes.

This pilot study also provides important data related to the feasibility of a peer support
intervention for veterans with chronic musculoskeletal pain. All participant recruitment was
completed within two months of the initiation of recruitment, including replacing the two
peer coaches and one patient who were recruited but withdrew before the intervention
began. Retention rates for peer coaches and patients who began the intervention were
relatively high (9 of 10, 90%, for peer coaches; 17 of 20, 85%, for patients). Results of this
pilot study suggest that a larger study of peer support for veterans with chronic
musculoskeletal pain is feasible. Given the value that patients with chronic pain place on
motivation and support (31, 32), coupled with the lack of time PCPs and other health care
providers are confronted with, a peer support model for chronic pain might be a helpful
addition to patients’ pain management treatment plans.
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This study is limited in that it was a pilot study with a relatively small patient sample, and
thus was underpowered to determine effectiveness. The sample was limited to one VA
medical center, all male participants, and older veterans (mean age=58 years), which limits
generalizability of findings. However, this study has provided effect sizes to help determine
necessary sample size for a larger, fully-powered study, while also demonstrating the
feasibility of recruiting and retaining peer coaches and patients for a peer support
intervention for veterans with chronic musculoskeletal pain. Future research, with a larger,
more diverse sample, will facilitate further examination of the effectiveness of peer support
for chronic pain self-management.

Acknowledgements

The project reported here was supported by the Department of Veterans Affairs, Veterans Health Administration,
Quality Enhancement Research Initiative (QUERI) and Health Services Research and Development (RRP 12-438
and CDA 10-034). The views expressed in this article are those of the authors and do not necessarily represent the
views of the Department of Veterans Affairs or the United States Government. The authors would like to thank
Christy Sargent and Erica Evans for their assistance with data collection.

References

1. Care and Education Committee on Advancing Pain Research loM. Relieving pain in America: a
blueprint for transforming prevention, care, education, and research. National Academies Press;
Washington, DC: 2011.

2. Kerns RD, Otis J, Rosenberg R, Reid MC. Veterans' reports of pain and associations with ratings of
health, health-risk behaviors, affective distress, and use of the healthcare system. J Rehab Res Dev.
2003; 40(5):371-9.

3. Butchart A, Kerr EA, Heisler M, Piette JD, Krein SL. Experience and management of chronic pain
among patients with other complex chronic conditions. Clin J Pain. 2009; 25:293-8. [PubMed:
19590477]

4. Newman S, Steed L, Mulligan K. Self-management interventions for chronic illness. Lancet. 2004;
364(9444):1523-37. [PubMed: 15500899]

5. Damush TM, Weinberger M, Perkins SM, Rao JK, Tierney WM, Qi R, et al. The long-term effects
of a self-management program for inner-city primary care patients with acute low back pain. Arch
Intern Med. 2003; 163(21):2632-8. [PubMed: 14638564]

6. Kroenke K, Bair MJ, Damush TM, Wu J, Hoke S, Sutherland J, et al. Optimized antidepressant
therapy and pain self-management in primary care patients with depression and musculoskeletal
pain: a randomized controlled trial. JAMA. 2009; 301(20):2099-110. [PubMed: 19470987]

7. Moore JE, Von Korff M, Cherkin D, Saunders K, Lorig K. A randomized trial of a cognitive-
behavioral program for enhancing back pain self care in a primary care setting. Pain. 2000; 88(2):
145-53. [PubMed: 11050369]

8. Lorig K, Mazonson P, Holman H. Evidence suggesting that health education for self-management in
patients with chronic arthritis has sustained health benefits while reducing health care costs. Arth
Rheuma. 1993; 36:439-46.

9. Department of Veterans Affairs. VHA Directive 2009-053: Pain Management. Washington, D.C.:
2009.

10. Barlow J, Wright C, Sheasby J, Turner A, Hainsworth J. Self-management approaches for people

with chronic conditions: a review. Pat Educ Couns. 2010; 48(2):177-87.
11. Dennis CL. Peer support within a health care context: a concept analysis. International Journal of
Nursing Studies. 2003; 40:321-32. [PubMed: 12605954]

12. Krebs EE, Lorenz KA, Bair MJ, Damush TM, Wu J, Sutherland JM, et al. Development and initial
validation of the PEG, a three-item scale assessing pain intensity and interference. J Gen Intern
Med. 2009; 24(6):733-8. [PubMed: 19418100]

Pain Med. Author manuscript; available in PMC 2016 March 16.



1duosnue Joyiny VA 1duasnuen Joyiny VA

1duosnue JI0yiny VA

Matthias et al.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

Page 9

Krebs EE, Bair MJ, Damush TM, Tu W, Wu J, Kroenke K. Comparative responsiveness of pain
outcome measures among primary care patients with musculoskeletal pain. Med Care. 2010;
48:1007-14. [PubMed: 20856144]

Amtmann D, Cook KF, Jensen MP, Chen WH, Choi S, Revicki D, et al. Development of a
PROMIS item bank to measure pain interference. Pain. 2010; 150:173-82. [PubMed: 20554116]
Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression severity measure. J
Gen Intern Med. 2001; 16:606-13. [PubMed: 11556941]

Spitzer RL, Kroenke K, Williams JB. A brief measure for assessing generalized anxiety disorder:
the GAD-7. Arch Intern Med. 2006; 166:1092—7. [PubMed: 16717171]

Lorig K, Chastain RL, Ung E, Shoor S, Holman HR. Development and evaluation of a scale to
measure perceived self-efficacy in people with arthritis. Arth Rheum. 1989; 32(1):37-44.
[PubMed: 2912463]

Kroenke K, Bair M, Damush T, Hoke S, Nicholas G, Kempf C, et al. Stepped care for affective
disorders and musculoskeletal pain (SCAMP) study: design and practical implications of an
intervention for comorbid pain and depression. Gen Hosp Psych. 2007; 29(6):506-17.

Cecil H, Stanley MA, Carrion PG, Swann A. Psychometric properties of the MSPSS and NOS in
psychiatric outpatients. J Clin Psych. 1995; 51:593-602.

Osman A, Lamis DA, Freedenthal S, Gutierrez PM, McNaughton-Cassill M. The multidimensional
scale of perceived social support: analyses of internal reliability, measurement invariance, and
correlates across gender. J Pers Assess. 2014; 96:103-112. [PubMed: 24090236]

Hibbard JH, Eldon RM, Jean S, Martin T. Development and testing of a short form of the patient
activation measure. Health Serv Res. 2005; 40(6):1918-30. [PubMed: 16336556]

Salyers MP, Matthias MS, Sidenbender S, Green A. Patient activation in schizophrenia: insights
from stories of illness and recovery. Admin Policy Ment Health Ment Health Serv Res. 2013;
40(5):419-27.

Salyers MP, Matthias MS, Spann CL, Lydick JM, Rollins AL, Frankel RM. The role of patient
activation in psychiatric visits. Psych Serv. 2009; 60(11):1535-9.

Chinman M, Oberman RS, Hanusa BH, Cohen AN, Salyers MP, Twamley EW, et al. A cluster
randomized trial of adding peer specialists to intensive case management teams in the VVeterans
Health Administration. J Behav Health Serv Res. 2013:PMID 23657754.

Sullivan MJL, Bishop SR, Pivik J. The Pain Catastrophizing Scale: Development and validation.
Psych Assess. 1995; 7(4):524-32.

Nicolaidis C, Chianello T, Gerrity M. Development and preliminary psychometric testing of the
centrality of pain scale. Pain Med. 2011; 12:612-7. [PubMed: 21392248]

Sawilowsky S, Blair RC. A more realistic look at the robustness and type Il error properties of the t
test to departures from population normality. Psych Bull. 1992; 111(2):353-60.

Rothman KJ. No adjustments are needed for multiple comparisons. Epidemiology. 1990; 1(1):43-
6. [PubMed: 2081237]

Maeng DD, Martsolf GR, Scanlon DP, Christianson JB. Care coordination for the chronically ill:
understanding the patient's perspective. Health Serv Res. 2012; 47(5):1960-79. [PubMed:
22985032]

Hibbard JH, Greene J. What the evidence shows about patient activation: better health outcomes
and care experiences; fewer data on costs. Health Affairs. 2013; 32(2):207-14. [PubMed:
23381511]

Bair MJ, Matthias MS, Nyland KA, Huffman M, Stubbs DL, Kroenke K, et al. Barriers and
facilitators to chronic pain self-management: a qualitative study among primary care patients with
comorbid musculoskeletal pain and depression. Pain Med. 2009; 10:1280-90. [PubMed:
19818038]

Matthias MS, Bair MJ, Nyland KA, Huffman M, Stubbs DL, Damush TM, et al. Self-management
support and communication from nurse care managers compared to primary care physicians: a
focus group study of patients with chronic musculoskeletal pain. Pain Man Nurs. 2010; 11:26-34.

Pain Med. Author manuscript; available in PMC 2016 March 16.



1duasnue JIoyiny VA 1duosnue JIoyiny VA

1duasnuen Joyiny VA

Matthias et al.

Demographics for IMPRESS Study (Peers: N =9 and Patients: N = 17)

Table 1

Demogr aphic variable PeersN (%) PatientsN (%)
Gender Male 9 (100%) 17 (100%)
Race White 7 (78%) 9 (53%)
Black 1 (11%) 8 (47%)
Hispanic 1(11%) 0 (0%)
Marital status Married 8 (89%) 8 (47%)
Divorced 1(11%) 6 (35%)
Never married 0 (0%) 2 (12%)
A member of unmarried couple 0 (0%) 1 (6%)
Education High School or less 0 (0%) 5 (29%)
Some College 4 (44%) 8 (47%)
4-year college degree 4 (44%) 4 (24%)
post-graduate degree 1(11%) 0 (0%)
Employment full-time 2 (22%) 2 (12%)
self-employed 0 (0%) 2 (12%)
part-time 1(11%) 0 (0%)
retired 5 (56%) 2 (12%)
unable to work 1(11%) 11 (65%)
Income Comfortable 4 (44%) 4 (24%)
Just enough 5 (56%) 6 (35%)
Not enough 0 (0%) 6 (35%)
Refuse to answer 0 (0%) 1 (6%)
Military service Peacetime 0 (0%) 4 (24%)
Vietnam Era 5 (56%) 12 (71%)
Gulf War 2 (22%) 1 (6%)
Other 2 (22%) 0 (0%)
Age Mean (SD) 59.9 (6.7) 58.0 (8.1)
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Baseline Measures for Peer Coaches

Measure N Mean SD

PROMIS 9 5202 843
PEG 9 9.78 6.80
Depression 9 367 3.87
Anxiety 9 1.78 2.17
Self-Efficacy 9 720 2.70
Social Support 9 66.22 1540
Centrality of Pain 9 1989 741
Pain Catastrophizing 9  7.33 7.66
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Table 3
Outcome Measures for Patients
Baseline 4-Month
Measure N Mean SD Mean SD r Effect Size p-value ICC
PROMIS 17  64.04 5.32 61.64 820 54 -.35 A7 -
PEG 17 2253 4.03 21.29 559 .58 -.25 .33 .28
Depression 17 11.01 8.03 9.82 575 58 -17 47 -
Anxiety 17 7.61 5.98 5.71 443 .65 -.36 A1 -
Self-Efficacy 17 435 2.20 5.58 1.86 0 .60 .16 .56
Patient Activation 17 4122 569 44.00 558 44 49 A2 .40
Social Support 16 59.29 1887 66.25 1845 .62 37 A1 -
Centrality of Pain 17 34.00 8.03 28.71 8.98 .47 -.62 .06 .32
Pain Catastrophizing 17 29.24 1113 2412 1328 .45 -.42 12 -
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