
Received: 27March 2021 Revised: 30 November 2021 Accepted: 1 December 2021

DOI: 10.1002/emp2.12628

OR I G I N A L R E S E A RCH

Pain Management and Sedation

An interdisciplinary program for familiar faces with chronic
pain visiting the emergency department—randomized
controlled trial

Yaadwinder Shergill DC, BSc (Honours)1,2,3,4 Patricia Poulin PhD, C.Psych1,5,6

Danielle RiceMSc, BA(Honours)1,7 Joshua A. Rash PhD, BSc (Honours)8

GuyHebertMD, FRCPC9 Emily TennantMSc1,4 Eve-Ling KhooMS1,4

Heather RomanowMEd1,4 Lesley SingerMSc10,11 Virginia Jarvis RN, BScN1,4

HowardNathanMD1,4,5 Catherine Smyth PhD,MD1,4,5

1 TheOttawaHospital Research Institute, Ottawa, Ontario, Canada

2 Department of Health ResearchMethods, Evidence and ImpactMcMaster University, Hamilton, Ontario, Canada

3 One Elephant Integrative Health Team, Oakville, Ontario, Canada

4 Department of Anesthesiology and PainMedicine, TheOttawaHospital, Ottawa, Ontario, Canada

5 Department of Anesthesiology and PainMedicine, Faculty ofMedicineUniversity of Ottawa, Ottawa, Ontario, Canada

6 Department of Psychology, TheOttawaHospital, Ottawa, Ontario, Canada

7 Department of Psychology, McGill University, Montreal, Quebec, Canada

8 Department of Psychology, Memorial UniversitySt. John’s, Newfoundland, Canada

9 Department of EmergencyMedicine, TheOttawaHospital, Ottawa, Ontario, Canada

10 Canadian Pain Network Patient Representative, Canada, Quebec, Canada

11 Chronic Pain Network,Montreal, Quebec, Canada

Correspondence

PatriciaPoulin,CPsych, FacultyofMedicine,

University ofOttawa, 501SmythRoad,Box

249B,Ottawa,ON,K1H8L6,Canada.

Email: ppoulin@toh.ca

ClinicalTrials.gov Identifier:NCT02237391

Fundingand support: Thisworkwasmade

possiblewith the support fromthePhysicians’

Services IncorporatedFoundationand the

ChronicPainNetwork’sClinicalResearch

Network.

Abstract

Objectives: To evaluate the effect of a collaborative interdisciplinary pain assessment

program on pain and health-related quality of life among individuals with chronic pain

who frequently visit the emergency department (ED).

Methods: Individuals with chronic pain who frequented the ED (ie, ≥8 visits within

the previous 12 months) were randomly assigned to a collaborative chronic pain man-

agement program or treatment as usual. Primary outcomes were change in physical

function and visits to the ED from baseline to 12 months using validated measures.

Secondary measures included physical and emotional functioning, insomnia, health-

related quality of life, risk of aberrant opioid use, and health care use. Mixed model

analyses of variances were used to evaluate intervention effectiveness among the
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whole sample (ie, using intention to treat principles) and individuals who completed

more than 50% of follow-up assessments.

Results: One hundred participants were assessed for eligibility and 46 patients were

enrolledwith 24 being randomized to intervention and 22 to treatment as usual (TAU).

Eleven of the 24 patients randomized to the intervention were lost to follow-up and 3

withdrew participation. Two of the 22 patients randomized to TAUwere lost to follow-

up, and 7 withdrew. Although patients assigned to the intervention improved more

rapidly on measures of pain and health related quality of life, both groups had similar

improvements overall between baseline to 12 months. Average pain intensity reduc-

tion (numeric rating scale [SE])was 4.63 (0.40) in the intervention and4.82 (0.53) in the

treatment as usual at the 12-month follow-up. A significant group × time interaction

was present for risk of aberrant opioid use, with individuals in the intervention group

reporting greater improvement in risk of aberrant opioid use by 12-month follow-up.

Conclusion: Participation in an interdisciplinary program may accelerate improve-

ments in pain- and health-related quality of life and reduce risk of aberrant opioid use

to manage pain and related distress. Further research is needed to better understand

and address barriers to engagement in chronic pain care.
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1 INTRODUCTION

1.1 Background

Chronic pain accounts for 10% to 16% of presenting concerns among

patients seeking care in the emergency department (ED).1,2 Some

patientswith chronic pain visit theED frequently. Two studies reported

that frequent users of the ED accounted for 21% to 28% of total ED

visits.3,4 A recent Canadian study reported that chronic pain was the

primary presenting concern among 37% of patients who visited the

ED ≥12 times per year.5 The ED is not the optimal setting to man-

age concerns related to chronic pain given its complex nature.2,5,6 Fur-

ther, frequent presentations to theEDsuggest that patientsmaynot be

receiving adequate support through outpatient or community-based

services.7

1.2 Importance

Various approaches targeting reduction of ED use have been piloted

among patients with chronic pain who had repeated ED visits,

including limiting the use of narcotics in the ED,8 brief behavioral

health interventions,9 and the development of care plans,10 along

with targeted referrals.11 Interdisciplinary rehabilitation programs12

show promise for improving chronic pain outcomes and reducing ED

visits.13,14 To date, however, the clinical and health utilization out-

comes of such programs are yet to be compared to usual care for

patients who frequently visit the ED for chronic pain.

1.3 Goals of this investigation

We previously completed a feasibility pilot evaluating an interdisci-

plinary chronic pain management program with 20 frequent users

(ie, ≥12 ED visits to the ED within the previous 12-month period)

with chronic pain using a single-cohort, pre-post design with this

intervention.15 We demonstrated an 82% reduction in ED visits and

clinicallymeaningful improvements in pain intensity, disability, andpsy-

chological distress among program patients over 12 months. This ran-

domized controlled trial (RCT) extends this work and compares the

effects of an interdisciplinary chronic painmanagement programcalled

Familiar Faces Chronic Pain Program (FFCP) to treatment as usual

(TAU) in a tertiary care pain clinic on pain and health-related quality

of life among frequent users of the ED with chronic pain. We hypothe-

sized that participation in FFCPwould improve pain, physical function,

emotional function, insomnia, health-related quality of life, and risk of

aberrant opioid use among patients with chronic pain while reducing

ED visits significantly more than the TAU group.

2 METHODS

2.1 Study design and time period

This was a 2-year, phase 2 RCT registered at clinicaltrials.gov

(NCT02237391).
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2.2 Study setting and time period

This study was conducted at The Ottawa Hospital, a tertiary aca-

demic health sciences center, between June 2015 and March 2016

after approval was obtained from the Ottawa Health Science Network

Research Ethics Board (20140575-01H). During the 2015–2016 fiscal

year, there were 172,445 ED visits at this center.

2.3 Population

To be eligible to participate in the study, individuals had to: (1) be at

least 18 years of age with 8 or more visits to the ED in the 12-month

period before entry into the study, including at least 1 visit in themonth

preceding study enrollment; (2) have more than 50% of their ED visits

because of chronic pain; and (3) be fluent in English or French. Individ-

uals were excluded for the following reasons: (1) presence of a medi-

cal condition that could interfere with safe participation in the study

based on the medical director’s clinical judgment; (2) documented

cancer diagnosis; (3) current patients of the hospital’s pain clinic; or

(4) unable to provide consent.

2.4 Procedure

Patients were identified by physicians from the ED at the hospital

where the studywas conducted or through a review of patient medical

charts.5 Patients were informed about the study by a research coordi-

nator and those who provided signed consent to participate were ran-

domly assigned to intervention or control group using a 1:1 allocation

schedule determined by a web-based randomization process. Patients

in both groupswere followed for 1 year. Outcomemeasureswere com-

pleted at baseline, 3, 6, 9, and 12 months. Group allocation was con-

cealed from patients and health care professionals not involved in the

program until the end of the 1-year period, at which time all patients

were debriefed about the study design and offered an opportunity for

entry into the interdisciplinary FFCP program. Participants were reim-

bursed for the cost of parking or alternate mode of transportation (ie,

bus fare) and received $20 for each study visit (maximum of 5 visits).

2.5 Familiar faces chronic pain intervention

The FFCP program consists of an interdisciplinary health care team

including a pain specialist, clinical health psychologist, advanced prac-

tice nurse, addiction specialist, social worker, and physiotherapist.

Other health care professionals were included when necessary (eg,

urologist referral for recurrent flank pain; neurologist referral for

headaches). Study participants were referred to the initial assess-

ment within 4 weeks of their baseline study visit. The initial assess-

ment was conducted by the team, including the study participant in a

round-table format at TheOttawaHospital Pain Clinic and focused on:

(1) pain history; (2) review of pain treatments and coping strategies;

(3) review of tests and investigations; and (4) review of previous psy-

The Bottom Line

Frequent emergency department visits among patients with

chronic pain rarely result in long-term pain resolution. In

this single-center randomized controlled trial, patients allo-

cated to an interdisciplinary intervention saw improvements

in chronic pain sooner than those allocated to usual treat-

ment, although both groups saw improvements over time. At

3 months, present pain intensity reported using the 0 to 10

numeric rating scale decreased by an average of 1.04 points

in the treatment group compared to 0.27 points in the con-

trol group. Sustained engagement in treatment remains an

important challenge with this patient population as 23 of 46

participants were lost to follow-up or withdrew.

chosocial assessments (eg, mood, anxiety, trauma, and beliefs about

pain). Patient goals (eg, returning to school orwork), needs (eg, financial

problems, housing, and support at home), and values (eg,work and fam-

ily) were queried and integrated into treatment plans. Individualized

treatment plans were developed collaboratively with each patient and

sharedwith his/her primary care physician aswell as the ED physicians

before being uploaded to the hospital’s electronic medical record sys-

tem. Treatment plans detailed chronic painmanagement recommenda-

tions by the FFCP team as well as suggestions for ED staff should the

patient visit the ED for their chronic pain.

Study patients were scheduled to be followed clinically in the pain

clinic within 1 month of their initial assessment with the appropriate

health care professionals, with follow-ups scheduled as appropriate

for up to 1 year. In addition, study patients were able to speak to a

nurse via phone fromMonday to Friday, between the hours of 7:30 am

and 3:00 pm.

The FFCP team of health practitioners held case conferences

weekly to review newly admitted patient and patients seen for follow-

up that week. Case conferences with ED physicians were held every 6

to 8weeks, to which primary care professionals were also invited.

2.6 Treatment as usual

Patients randomized toTAUreceived standard care at thehospital pain

clinic. Patients were assigned to a pain specialist physician, assessed,

and treated as usual. This could include referrals for other services

within or outside the pain clinic as deemed necessary by the physician.

At the time of the study, this could include pharmacological and inter-

ventional pain management when presenting to the ED, referral for

psychological treatmentwithin thepain clinic, referral toother services

outside the pain clinic (including chronic painmanagement programs in

the community or in other institutions), or a combination thereof. An

interdisciplinary approachwasnot followed (eg, case conferenceswere

not coordinated or included).
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2.7 Data collection and measures

Data from ED visits during the 12months before enrollment were col-

lected from the electronicmedical records. The following demographic

information was collected for all study patients through self-reported

questionnaires: age, sex, concurrent medical or mental health condi-

tions, number of ED visits monthly over the last 3 months, preferred

language, ethnicity, education level, housing status, number of people

in the home, family income, access to primary care professionals, med-

ications prescribed, and insurance coverage.

Taking into account recommendations from the Initiative on Meth-

ods, Measurement, and Pain Assessment in Clinical Trials,16,17 out-

come measures assessing pain using the Brief Pain Inventory (BPI),18

emotional functioning using the Pain Catastrophizing Scale (PCS),19

PTSD Check List for DSM-5 (PCL-5),20 Generalized Anxiety Disorder

Scale (GAD-7),21 and the Patient Health Questionnaire-9 (PHQ-9),22

insomnia using the Insomnia Severity Index (ISI),23 health-related qual-

ity of life (HRQOL) using the Quality of Life Questionnaire (EQ-5D),24

risk of aberrant opioid use using the Screener and Opioid Assessment

for Patients with Pain Revised (SOAPP-R)25 and healthcare utilization

using the Pain EconomicsQuestionnairewere obtained during in office

visits at baseline, 3, 6, 9, and 12months

Our primary outcome measures were change in physical function

measured using the self-reportedBPI-Interference Scale frombaseline

to 12 months and change in number of ED visits, extracted from med-

ical charts, from 12 months pre- to 12 months post-baseline. The BPI

consists of 7 numerical pain interference scales each ranging from 0

(does not interfere) to 10 (completely interferes) in relation to general

activity, mood, walking ability, work, relations with other people, sleep,

and enjoyment of life. The BPI scores provide more useful information

about patient outcome and pain-related disability than pain severity

scores alone.

2.8 Data analysis and screening

Datawere analyzedusing SPSS (IBMSPSSStatistics 24)26 after screen-

ing for outliers and testing for statistical assumptions. Univariate out-

liers were identified as values that exceeded a z-score of 3.29 and

windsorized.27 Nomore than 2 values (4%) were adjusted for any vari-

able. Missing data were handled using multiple imputation28 with 10

imputations, after confirming that data was missing at random (Little’s

MCAR χ2(2580) = 647.30, P = 0.99). No multivariate outliers were

identified using Mahalanobis distances. Missing data was imputed for

intention-to-treat analyses and completers.

2.9 Demographic and medical characteristics

Demographic and medical characteristics were summarized using fre-

quency and proportions for categorical data, means, and SD for contin-

uous data with a normal distribution, median, and inter-quartile range

for variables with a skewed distribution

2.10 Intervention effectiveness

A series of 2 (group: experimental, control) by 5 (time: 0, 3, 6, 9,

and 12 months) mixed model analyses of variances (ANOVAs) were

performed to evaluate the effect of intervention on each outcome.

Significant group × time interactions were investigated using within

subject contrasts to evaluate linear, quadratic, or cubic trends. Anal-

yses were performed for all patients enrolled using intention-to-treat

principles.29 Separate analyses were performed for “completers” (ie,

patients who completed ≥3/5 assessment time points, including base-

line and 12-month follow-up) to evaluate the use of FFCP when deliv-

ered as intended. No adjustments were made to control for inflation

of familywise error as a result of conducting multiple statistical tests

because of the small sample size.

2.11 Effect sizes and differentiating statistical
and clinical significance

The measure of effect reported is partial eta-square (ηp2) which mea-

sures the ratio of variance associatedwith an effect divided by the vari-

ance associated with that effect plus its associated error using the for-

mula: Partial eta square =
SSeffect

SSeffect+SSerror
. Values of ηp2 of 0.01, 0.06,

and 0.14 correspond with small, medium, and large effect sizes based

on benchmarks suggested by Cohen.30 Values of ηp2 in relationship to
group × time interactions can be interpreted as the approximate pro-

portion of variance accounted for by group allocation in the change

observed in the dependent variable across time.

As recommended by the American Statistical Association,31 rather

than rely on statistical significance, attention was paid to effect sizes

that met or exceeded recommended minimum effect size represent-

ing a “practically” significant effect in the fields of social science and

medicine of ηp2 = 0.04.32

2.12 Sample size

As a Phase 2 trial, our sample size was determined by logistical

restraints. For self-report measures, 18 patients per arm would yield a

margin of error of 0.65 SDs (total width of confidence interval= 1.3 on

the SD unit scale). For number of ED visits over 3 months, we assumed

a SD of 3 based on our preliminary data. Assuming approximate nor-

mality, our sample size of 18 patients per arm would yield a margin of

error of 2 visits (total width of confidence interval = 4 visits) which is

adequate to yield preliminary evidence of change. To account for 20%

attrition, we planned to enroll 23 participants per arm (total number of

participants= 46).

A post-hoc sensitivity analysis was performed using

GPower3.1.9.233 to provide a practical assessment of the magni-

tude of effect size that could be detected with the full and completers

sample. Using 2-tailed hypothesis testing with α = 0.05, correlation

between measurements of 0.30, non-sphericity correlation of 0.50,

and power set to 80%, the full sample of 46 patients was sufficiently
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sensitive to detect an effect size that met or exceeded f = 0.25

(ηp2 = 0.06) for a multivariate test of the between-within interaction

using mixed model ANOVA, representing a medium effect size by

Cohen’s standards.34 The completers sample of 19 patients was sensi-

tive to detect effect sizes that met or exceeded f = 0.39 (ηp2 = 0.13),

representing amedium to large effect size by Cohen’s standards.

3 RESULTS

3.1 Patient demographics

There were 100 patients informed about the study from May 2015 to

February 2016. Forty-six patients enrolled but 4 patients dropped-out

before contributing Time 1 (baseline) data and are thus excluded of

the analyses. The final sample consisted of 42 patients, including 27

women (64.3%) with a mean age of 42.4 years (SD = 15.46), and 15

men (35.7%), with a mean age of 40.8 years (SD = 12.6) (see Figure 1

for patient flow).

Eleven patients of the 24 patients randomized to FFCP were lost

to follow-up and 3 withdrew participation. Two of the 22 patients

randomized to TAU were lost to follow-up, and 7 withdrew. The

intervention and control groups did not differ significantly on any

demographic or clinical outcome variables (Table 1). The mean across

intervention and control groups BPI worst pain score (M = 7.6, SD =

2.0) and pain interference score (M = 6.6, SD = 2.3) indicated that

patients reported severe pain levels causing moderate interference in

physical function. Eighty-four (%) of patients had at leastmoderate lev-

els of anxiety (GAD scores ≥10) and 66% had at least moderate lev-

els of depression (PHQ-9 scores ≥10). All study patients had at least 8

ED visits before the 12-month study period, for a total of 626 ED vis-

its (median = 13) visits with at least 75% of visits attributed to a pain

complaint.

3.2 Intervention effectiveness using
intention-to-treat principles

Results of analyses obtained from intention-to-treat principles are

depicted in Table 2. Significant main effects of time (baseline to 12

months) were observed for all variables with the exception of the

BPI reported worst and average pain. Significant improvements were

observed in BPI reported least pain, present pain, pain interference,

health-related quality of life, pain catastrophizing, insomnia, emotional

function (ie, pain catastrophizing and symptoms of anxiety, depressed

mood, and post-traumatic stress), risk of aberrant opioid medica-

tion taking behaviors, and healthcare utilization (ie, self-reported and

objective; see Table 3).

A significant group× time interactionwas observed for present pain

intensity with a cubic contrast (F[1,40] = 4.19, SE = 3.27, P = 0.047)

and amedium effect size (ηp2 = 0.10), indicating 3 significant between-

group changes in slope across the trial. As depicted in Figure 2, patients

assigned to FFCP experienced greater improvement in present pain

between baseline and 3 months (MDiff = −1.04, SE = 0.72) than con-

trol (MDiff = −0.27, SE = 0.78), followed by worsening between 3 and

9 months (MDiff = 0.49, SE = 0.42) than control (MDiff = −1.59,

SE = 0.51), and followed by improvement between 9 and 12 months

(MDiff = −0.63, SE = 0.52) than control (MDiff = 0.17, SE = 0.68). Both

groups reported similar levels of present pain at 12-month assessment.

A significant group× time interaction was observed for risk of aber-

rant opioid use with a cubic contrast (F[1,40] = 14.81, SE = 37.22,

P = 0.023) and a large effect size (ηp2 = 0.27), indicating 3 significant

between-group changes in slope across the trial. Patients assigned to

the FFCP group reported a significantly greater reduction in SOAPP

score from baseline to 12months (MDiff =−10.43, SE= 2.35) than con-

trol (MDiff =−2.86, SE= 2.91, F[1,40]= 4.38, SE= 70.96 [P= 0.04]). As

depicted in Figure 3, this change was not linear, but characterized by a

rapid reduction over the first 6 months, a rebound between months 6

and9, and a reduction betweenmonths 9 and12. The end resultwas an

overall improvement in risk of aberrant opioid use at 12months among

patients assigned to FFCP relative to control.

No group× time interactionswere observed for self-reportedworst

pain, least pain, average pain, pain interference, health-related quality

of life, emotional function (ie, pain catastrophizing or symptoms of anx-

iety, depression, and posttraumatic stress), insomnia, or healthcare uti-

lization (see Tables 2 and 3). It is important to note that few effect sizes

met recommendations for effect sizes that represent minimally “prac-

tically” significant effects.

Patients assigned to FFCP reported slightly greater global impres-

sion of change at 3 months (MDiff = 0.76, SE = 0.40, P = 0.06) rela-

tive to control (PGIC). No between-group differences were observed

at 6 months (MDiff = 0.44, SE = 0.49, P = 0.38), 9 months (MDiff = 0.16,

SE= 0.54, P= 0.98), or 12months (MDiff = 0.25, SE= 0.47, P= 0.60).

3.3 Intervention effectiveness among patients
classified as completers

Results of analyses obtained from patients identified as “completers”

are depicted in Table 4. The intervention and control arms included 11

and 8 completers, respectively. Significant main effects of time were

observed for all variables with the exception of symptoms of general-

ized anxiety. Significant improvements were observed in BPI reported

worst pain, least pain, average pain, present pain, and pain interference

(physical function), health-related quality of life, pain catastrophizing,

insomnia, emotional function (ie, symptoms of depressed mood, or

post-traumatic stress), riskof aberrantopioidmedication takingbehav-

iors, and healthcare utilization (ie, self-reported and objective).

A significant group× time interactionwas observed for present pain

intensity with a cubic contrast (F[1,17] = 8.12, SE = 1.11, P = 0.01)

and a large effect size (ηp2 = 0.32), indicating 3 significant between-

group changes in slope across the trial. Results were comparable to the

intention-to-treat analysis (see Figure 2).

A significant group× time interaction was observed for risk of aber-

rant opioid use with a cubic contrast (F[1,17] = 4.66, SE = 31.27,

P = 0.045) and a large effect size (ηp2 = 0.22), indicating 3 significant
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TABLE 1 Study patient demographics

Total

Full sample Intervention Control

Characteristic Mean (SE) Mean (SE) Mean (SE)

Age, y 41.90 (2.26) 42.09 (2.79) 41.67 (3.80)

Sex (female), No. 27 14 13

Age

19-29 12 4 6

30-39 9 8 1

40-49 16 7 7

50+ 9 5 4

Ethnicity

Caucasian 37 20 15

African-American 3 1 1

Latino or Hispanic 1 1

First Nations 1 1

Other 3 2 1

Marital status

Single 22 10 9

Married/common law 17 11 6

Divorced (or legally separated) 6 3 3

Employment status

Unemployed 8 5 2

Social assistance 17 10 6

Full time 9 4 4

Part time 1 1

Retired 4 2 2

Other 6 3 3

Family income

<$10,000 11 4 6

$10,000-$24,999 20 10 8

$25,000-$39,999 4 3 1

$55,000-$69,999 2 2 0

$70,000-$84,999 4 4 0

$85,000-$99,999 2 0 2

$150,000 ormore 2 1 1

Education

<Grade 8 3 2 1

Grade 12 11 8 2

College/university 30 14 14

Other 1 1

Smoker Status

Current 12 7 4

Former (>1 y) 13 7 5

Never 20 10 9

No. of drinks (per wk)

0 38 21 16

1 3 2 1

2 4 1 1
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Assessed for eligibility (n= 100) 

Excluded  (n= 54  ) 

•  Not meeting inclusion criteria (n= 26 ) 

•  Declined to participate (n= 18 ) 

•  Other reasons (n= 10 ) 

Complete Sample Analysis  (n= 24) 
•  Excluded from analysis (n= 0) 

 
Analysis of Completers (n=11) 

•  Excluded from analysis (n=13) 

Lost to follow-up (n= 2) 

Discontinued intervention (n= 0) 

Allocated and received intervention (n= 24) 

Lost to follow-up (n= 1) 

Discontinued intervention (n= 0) 

   Allocated and received control (n= 18) 

•  Lost to follow-up (n = 4) 

•  Did not provide baseline data (n= 7) 

Complete Sample Analysis  (n= 22 ) 
•  Excluded from analysis (n= 0) 

 
Analysis of Completers (n=8) 

•  Excluded from analysis (n=13) 

Allocation 

Analysis 

12-month Follow-Up 

Randomized (n= 46) 

Enrollment 

Lost to follow-up (n= 9) 

Discontinued intervention (n= 3) 

   Lost to follow-up (n= 1 ) 

   Discontinued intervention (n= 7) 

6-month Follow-Up 

F IGURE 1 Consort diagram

between-group changes in slope across the trial. Results were compa-

rable to the intention-to-treat analysis (see Figure 3).

A non-significant group × time interaction was observed for pain

interference despite a large effect size (see Table 4). Given the magni-

tude of the effect, follow-up analyses were conducted. Contrast anal-

ysis revealed a significant cubic trend (F[1,17] = 7.92, SE = 1.20,

P = 0.01) and a large effect size (ηp2 = 0.32), indicating 3 significant

between-group changes in slope across the trial. As can be seen in Fig-

ure 4, this effect was driven by a rapid improvement in pain interfer-

ence amongpatients allocated toFFCPbetweenbaseline and3months

(MDiff = −2.52, SE = 0.70) than control (MDiff = −1.50, SE = 0.63) that

gradually harmonized to comparable reports of pain interference at 12

months among patients allocated to FFCP (M = 4.87, SE = 0.69) and

control (M= 5.17, SE= 0.99).

Group × time analyses for self-reported ED visits within the previ-

ous 3months was close to reaching statistical significance, with a large

effect size (see Table 4). Contrast analysis revealed a non-significant

cubic trend (F[1, 17] = 2.48, SE = 0.72, P = 0.08) and a large effect

size (ηp2 = 0.17). As can be seen in Figure 5, this effect was driven by

a continued decrease in ED visits among patients allocated to FFCP

between baseline and 9 months (MDiff = −2.56, SE = 0.82), relative

to control (MDiff = −1.78, SE = 0.71), followed by an improvement in

patients allocated to control between 9 and 12 months (MDiff =−1.21,

SE = 0.41), relative to FFCP (MDiff = 0.18, SE = 0.25). Both groups
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TABLE 2 Results of 5 (time: 0, 3, 6, 9, and 12months) by 2 (group: experimental, control) ANOVAs performed using intention-to-treat
principles

Variable F (ηp2) time

M (SE)

baseline

M (SE)

12months

F (ηp2)
condition

F (ηp2)
condition× time

BPI

Worst pain 1.60 (0.05) 7.60 (0.30) 6.77 (0.32) 0.03 (0.00) 0.88 (0.02)

Least pain 7.24 (0.15)** 4.64 (0.47) 2.26 (0.27) 0.09 (0.00) 0.60 (0.02)

Average pain 2.80 (0.09) 6.10 (0.34) 5.19 (0.28) 0.14 (0.00) 0.68 (0.02)

Present pain 3.20 (0.07)* 6.32 (0.39) 4.88 (0.38) 0.50 (0.01) 2.93 (0.07)*

Interference 3.68 (0.08)* 6.59 (0.36) 5.20 (0.30) 0.25 (0.01) 0.98 (0.02)

EQ5D 3.13 (0.07)* 0.65 (0.02) 0.67 (0.02) 1.47 (0.04) 1.11 (0.04)

EQ5DVAS 523.93 (0.76)** 48.68 (3.56) 61.75 (1.74) 0.11 (0.00) 0.64 (0.01)

Pain catastrophizing 16.31 (0.30)** 32.38 (2.07) 17.70 (1.55) 1.00 (0.03) 0.76 (0.01)

GAD-7 anxiety 3.22 (0.07)* 12.62 (1.16) 9.75 (0.67) 1.11 (0.03) 1.38 (0.02)

PHQ-9 depression 5.14 (0.12)** 15.95 (1.11) 11.13 (0.85) 0.97 (0.02) 1.55 (0.04)

ISI, insomnia 8.45 (0.18)** 14.69 (1.14) 10.48 (0.81) 0.57 (0.01) 0.52 (0.02)

SOAPP 4.68 (0.11)** 22.10 (1.70) 15.59 (1.11) 1.96 (0.05) 4.59 (0.12)**

PCL5 10.51 (0.18)** 28.33 (3.21) 23.93 (1.77) 1.12 (0.03) 0.85 (0.02)

Self-report ED visits past 3months 20.55 (0.37)** 3.70 (0.34) 0.62 (0.10) 1.53 (0.04) 1.33 (0.03)

Objective ED visits past 12months 13.09 (0.25)** 14.90 (1.47) 10.64 (1.49) 0.65 (0.02) 2.53 (0.06)

Self-reported healthcare utilization

past 3months

16.06 (0.30)** 8.08 (0.68) 2.31 (0.25) 0.43 (0.01) 0.52 (0.01)

Abbreviations: ANOVA, analyses of variances; BPI, Brief Pain Inventory; EQ5D, EuroQol-5D; GAD-7, Generalized Anxiety Disorder-7; ISI, Insomnia Severity

Index; PHQ-9, Patient Health Questionnaire-9; PCL-5, PTSD Checklist for DSM-5; SOAPP, Screener and Opioid Assessment for Patients with Pain; VAS,

Visual Analogue Scale.

N= 42 (22 experimental, 18 control). *P< 0.05; **P< 0.01.
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F IGURE 3 Change in risk of aberrant opioid use from baseline (T1) to 3 (T2), 6 (T3), 9 (T4), and 12months (T5). The experimental group is
denoted by themarker and the control group by themarker. The dashed line depicts the intention-to-treat sample, and the solid line depicts the
completers sample. Error bars represent SEM

TABLE 4 Results of 5 (time: 0, 3, 6, 9, 12months) by 2 (group: experimental, control) ANOVAs performed using completers

Variable F (ηp2) time

M (SE)

baseline

M (SE) 12

months

F (ηp2)
condition

F (ηp2)
condition× time

BPI

Worst pain 4.26 (0.22)* 7.88 (0.31) 6.75 (0.53) 0.03 (0.00) 1.66 (0.07)

Least pain 4.95 (0.29)** 4.87 (0.68) 2.46 (0.51) 1.07 (0.06) 1.92 (0.10)

Average pain 5.05 (0.24)** 6.11 (0.50) 4.78 (0.50) 0.08 (0.00) 0.98 (0.04)

Present pain 6.14 (0.24)** 6.61 (0.41) 4.83 (0.69) 0.25 (0.01) 3.95 (0.17)*

Interference 4.37 (0.22)* 6.40 (0.43) 5.02 (0.58) 0.42 (0.02) 2.67 (0.12)‡

EQ5D 4.54 (0.18)* 0.63 (0.02) 0.69 (0.02) 0.81 (0.05) 0.86 (0.07)

EQ5DVAS 98.97 (0.75)** 51.54 (5.49) 62.14 (3.87) 0.19 (0.01) 0.48 (0.03)

Pain catastrophizing 9.45 (0.25)** 30.51 (3.12) 17.53 (3.38) 0.63 (0.04) 0.41 (0.03)

GAD-7 anxiety 0.88 (0.07) 12.55 (1.54) 9.69 (1.34) 0.29 (0.02) 1.97 (0.09)

PHQ-9 depression 3.58 (0.19)* 14.76 (1.61) 10.11 (1.75) 0.59 (0.03) 1.12 (0.05)

ISI, insomnia 3.68 (0.21)* 15.41 (1.31) 10.83 (1.74) 0.36 (0.02) 2.00 (0.09)

SOAPP 2.15 (0.15) 21.60 (2.30) 15.81 (2.07) 0.46 (0.03) 3.86 (0.17)*

PCL5 3.74 (0.18)* 27.74 (3.79) 22.08 (3.76) 0.02 (0.00) 0.71 (0.03)

Self-report ED visits past 3months 7.81 (0.31)** 3.14 (0.50) 0.45 (0.14) 4.89 (0.22)* 2.95 (0.13)‡

Objective ED visits past 12months 6.42 (0.27)* 15.87 (2.25) 11.97 (2.17) 5.04 (0.23)* 2.19 (0.11)

Self-reported healthcare utilization

past 3months

5.16 (0.27)** 7.20 (0.92) 2.11 (0.39) 2.93 (0.15) 0.90 (0.05)

Abbreviations: ANOVA, analyses of variances; BPI, Brief Pain Inventory; EQ5D, EuroQol-5D; GAD-7, Generalized Anxiety Disorder-7; ISI, Insomnia Severity

Index; PHQ-9, Patient Health Questionnaire-9; PCL-5, PTSD Checklist for DSM-5; SOAPP, Screener and Opioid Assessment for Patients with Pain; VAS,

Visual Analogue Scale.

N= 19 (11 experimental, 8 control). ‡P< 0.10; *P< 0.05; **P< 0.01.
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F IGURE 4 Change in pain interference from baseline (T1) to 3 (T2), 6 (T3), 9 (T4), and 12months (T5). The experimental group is denoted by
themarker and the control group by themarker. Error bars represent SEM

reported similar reductions and levels of ED visits at 12-month

assessment.

No group × time interactions were observed for worst pain, least

pain, average pain, health-related quality of life, insomnia, emotional

function (ie, pain catastrophizing or symptoms of anxiety, depressed

mood, or posttraumatic stress), or some indices of healthcare utiliza-

tion, refer to Table 4. It is important to note that small to medium

effect sizes were observed that exceed recommendations for effect

sizes that represent minimally “practically” significant effects, and all

effects favored the experimental condition. This suggests that mean-

ingful effects may exist that would be detected with a larger sample

size.

Patients allocated to FFCP reported marginally statistically greater

global impression of change at 3 months (MDiff = 1.04, SE = 0.63,

P = 0.09) and significant greater global impression of change at 6

months (MDiff = 0.87, SE = 0.39, P = 0.04), relative to control. No

between-group differences were observed at 9 months (MDiff = 0.17,

SE= 0.70, P= 0.81) or 12months (MDiff = 0.40, SE= 0.77, P= 0.60).

4 LIMITATIONS

The 3 most significant limitations of this study are: (1) challenges in

engaging patients in the study, reflected by the high number of patients

who refused to meet with the team for an initial discussion about

a potential entry into the pain clinic; (2) significant attrition; and (3)

the potential contamination of the control condition. A total of 100

patients with more than 12 visits to the ED for CP were contacted

for the study but only 42 of patients completed the intake process

(ie, attended baseline appointment and completed baseline question-

naires). Over the course of the study, we lost over 50% of our initial

group of participants. Finally, over the 1-year period that participants

were involved with the study, control participants are likely to have

been able to access additional care through their pain clinic physician’s

resources outside of the FFCP program (eg, referral to mindfulness-

based stress management programs or intensive chronic pain manage-

ment program at our local rehabilitation institute).

5 DISCUSSION

This study compared an interdisciplinary chronic pain management

program to pain clinic TAU among individuals with chronic pain that

presented to the ED on at least 8 occasions over a 1-year period. Our

hypothesis that participation in an interdisciplinary program would

lead to lower pain-related interference at 1-year post-program in com-

parison to TAU was not supported. Overall, patients in both groups

reported comparable levels of improvement in pain, physical function,

emotional function, insomnia, health-related quality of life, and ED

visits at 1-year follow-up. Patients allocated to FFCP demonstrated

improvement more rapidly (ie, within the first 3 months) than con-

trol patients who improved gradually across 12 months. However, an

exception to this trend was observed because the risk of opioid aber-

rant use was significantly reduced in the intervention arm, compared

to control.

These results suggest that usual care within the study setting is

effective. At the time the study was conducted, TAU in this clinic

included a consultation, along with follow-up with a pain specialist
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F IGURE 5 Change in self-reported emergency department visits in the previous 3months from baseline (T1) to 3 (T2), 6 (T3), 9 (T4), and 12
months (T5). The experimental group is denoted by themarker and the control group by themarker. Error bars represent SEM

when appropriate, as well as referrals to psychological services or to

other programs within the hospital and community. Physicians in the

TAU group were aware of the study and may have identified patients

in the TAU group despite our efforts to blind care professionals; both

of these factors may have contributed to change in the way physicians

treated patients who had repeatedly visited the ED, thereby changing

the control condition. Services offered and utilization beyond ED visits

were not tracked objectively, but it is possible that after a few months

into our clinic, TAU resembled our intervention for many patients. This

may explain why the TAU group improved at a slower rate early in

the study, as they waited for services readily available to interven-

tion participants. This points out the importance of improving access

to interprofessional care that is well-coordinated, a priority identified

by patients and clinicians in a priority-setting partnership exercise con-

ducted in Canada.35

We did not find any difference in the number of ED visits between

the intervention and control groups. Outcome measures, such as

ED visits, vary substantially from year to year,36 and the observed

results may reflect such year-to-year variation. Importantly, substan-

tive improvementsover timewere found for aberrantopioiduseamong

the intervention group as compared to the control group. As the rate

of apparent opioid-related overdoses continue to rise, the need for

improved access to treatment has been highlighted by the government

of Canada.37 Given the number of individuals that present to the ED

for chronic pain, this represents an opportunity to connect individuals

withmultidisciplinary services that can reduce the risk of aberrant opi-

oid use.

It is worth highlighting the high number of patients who refused to

meet with the team or dropped out. In a separate study, we observed

that many patients who repeatedly visit the ED experienced negative

or invalidating interactions with the healthcare system at some point

along their illness trajectory.6 Prospective patients were informed that

they would be meeting with a team to review their history and cur-

rent pain management and to develop a treatment plan. This may

have elicited some fears, such as opioid tapering among prospec-

tive patients.38 Furthermore, the retention rate of individuals in both

groups was lower than expected. At 6-month follow-up, 9 (38%) indi-

viduals did not continue with the FFCP group. We were not able to

ascertain reasons for dropping out, but we hypothesize that a dis-

crepancy between the team’s approach and the patient’s readiness

for change in their pain management plan may explain a portion of

the attrition observed. It is also possible that some patients were at

higher risk of drop out from the study. Recent literature has sug-

gested that having a daytime job, having young children, and being

diagnosed with depression may predict dropout from treatment.39

Two-thirds of our participant reported moderate depression at

baseline.

It is important to note that this trial was powered to detect medium

to large effects. Although a notable portion of the sample was lost to

follow-up, the similar pattern of results observed using intention to

treat and per-protocol principles fuel our confidence in our results.We

identified several small to medium effects were identified, specifically

among completers, but these were not consistently observed in favor

of the FFCP group. This requires further investigation.
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In summary, in this study of patients with chronic pain who visit the

ED frequently, patients receiving an interdisciplinary pain assessment

program intervention reported pain reduction sooner as compared to

patients in the usual treatment group; however, final differences in

measures of pain interference were not significant. Both groups expe-

rienced significant improvements in pain, physical function, emotional

function, insomnia, health-related quality of life, and healthcare utiliza-

tion over time, regardless of being allocated to usual care or the inter-

disciplinary pain group. Risk of opioid aberrancies was significantly

reduced in the group receiving interprofessional care, which may have

implications for longer term health and service utilization outcomes.

Our team is now investigating barriers to engagement with chronic

pain care among patients with complex needs to visit the ED with the

goal of improving access and clinical outcomes.

AUTHOR CONTRIBUTIONS

Study design: PP, CS, and YS. Acquisition of data: PP, YS, HR, E-LK, and

VJ. Analysis and interpretation of data: JAR, HN, PP, and YS. Drafting of

themanuscript: YS, PP,DR, and JAR.Critical revision of themanuscript:

YS, PP, DR, JAR, VJ, ET, E-LK, LS, HN, CS, and GH. Statistical expertise:

JAR and PP. Acquisition of funding: PP and CS. Shergill and Poulin take

the final responsibility for the paper as a whole.

CONFLICTS OF INTEREST

The authors declare no conflicts of interest.

ORCID

Yaadwinder Shergill DC, BSc (Honours) https://orcid.org/0000-0002-

4366-6713

REFERENCES

1. Bernard AM, Wright SW. Chronic pain in the ED. Am J Emerg Med.
2004;22(6):444-447.[CrossRef]

2. Small RN, Shergill Y, Tremblay S, et al. Understanding the impact of

chronic pain in the emergency department: prevalence and character-

istics of patients visiting the emergency department for chronic pain at

an urban academic health sciences centre. Can J Pain. 2019;3(1):106-
113. https://doi.org/10.1080/24740527.2019.1587290

3. LaCalle E, Rabin E. Frequent users of emergency departments:

the myths, the data, and the policy implications. Ann Emerg Med.
2010;56(1):42-48.[CrossRef]

4. Sandoval E, Smith S, Walter J, Henning Schuman S, Brown S, Hickner

J. A comparison of frequent and infrequent visitors to an urban emer-

gency department. J EmergMed. 2010;38(2):115-121.[CrossRef]
5. Shergill Y, Smyth C, Rice D, et al. Characteristics of frequent users

of the emergency department with chronic pain. Can J Emerg Med.
2020;22(3).[CrossRef]

6. Poulin PA, Nelli J, Tremblay S, et al. Chronic pain in the emergency

department: a pilot mixed-methods cross-sectional study examining

patient characteristics and reasons for presentations. Pain Res Manag.
2016:2016.

7. McLeod D, Nelson K. The role of the emergency department in the

acute management of chronic or recurrent pain. Australas Emerg Nurs
J. 2013;16:30-36.[CrossRef]

8. Ringwalt C, Shanahan M, Wodarski S, et al. A randomized controlled

trial of an emergency department intervention for patients with

chronic noncancer pain. J EmergMed. 2015;49(6):974-983.[CrossRef]

9. Woodhouse J. The efficacy of a brief behavioral health intervention

for managing high utilization of ED services by chronic pain patients.

J Emerg Nurs. 2010;36(5):399-403.[CrossRef]
10. Olsen JC, Ogarek JL, Goldenberg EJSS. Impact of a chronic pain

protocol on emergency department utilization. Acad Emerg Med.
2016;23(4):424-432.[CrossRef]

11. Cherner R, Ecker J, Louw A, Aubry T, Poulin P, Smyth C. Lessons

learned from a pain assessment program for high frequency emer-

gency department users. Int J Qual Heal Care. 2019;19(3):545-

552.

12. Gatchel RJ, Peng YB, PetersML, Fuchs PN, Turk DC. The biopsychoso-

cial approach to chronic pain: scientific advances and futuredirections.

Psychol Bull. 2007;133(4):581-624.[CrossRef]
13. Scascighini L, Toma V, Dober-Spielmann S, Sprott H. Multidisciplinary

treatment for chronic pain: a systematic review of interventions and

outcomes. Rheumatology. 2008;47(5):670-678.[CrossRef]
14. Clark T, Wakim J, Noe C. Getting “unstuck”: a multi-site evaluation

of the efficacy of an interdisciplinary pain intervention program for

chronic low back pain. Healthcare. 2016;4(2):33. https://doi.org/10.
3390/healthcare4020033

15. Rash JA, Poulin PA, Shergill Y, et al. Chronic pain in the emergency

department: a pilot interdisciplinary program demonstrates improve-

ments in disability, psychosocial function, and healthcare utilization.

Pain ResManag. 2018;2018:1-10. Article ID 1875967.[CrossRef]

16. Dworkin RH, Turk DC, Wyrwich KW, et al. Interpreting the clinical

importance of treatment outcomes in chronic pain clinical trials: iMM-

PACT recommendations. J Pain. 2008;9(2):105-121.[CrossRef]
17. Dworkin RH, Turk DC, McDermott MP, et al. Interpreting the clinical

importance of group differences in chronic pain clinical trials: iMM-

PACT recommendations. J Pain. 2009;146(3):238-244.[CrossRef]
18. Tan G, Jensen MP, Thornby JI, Shanti BF. Validation of the brief

pain inventory for chronic nonmalignant pain. J Pain. 2004;5(2):133-
137.[CrossRef]

19. SullivanMJL, Bishop SR, Pivik J. The pain catastrophizing scale: devel-

opment and validation. Psychol Assess. 1995;7(4):524-532.[CrossRef]
20. Weathers FW, Litz BT, Keane TM, Palmieri PA, Marx BPSP. The

PTSD Checklist for DSM-5 (PCL-5). Scale available from Natl Cent

PTSD. 2013. Published online. https://www.ptsd.va.gov/professional/

assessment/adult-sr/ptsd-checklist.asp

21. Spitzer RL, Kroenke K, Williams JBW, Löwe B. A brief measure for

assessing generalized anxiety disorder: the GAD-7. Arch Intern Med.
2006;166:1092-1097.[CrossRef]

22. Kroenke K, Spitzer RL, Williams JBW. The PHQ-9: validity of a

brief depression severity measure. J Gen Intern Med. 2001;16(9):606-
613.[CrossRef]

23. Bastien C. Validation of the Insomnia Severity Index as an out-

come measure for insomnia research. Sleep Med. 2001;2(4):297-307.
https://doi.org/10.1016/s1389-9457(00)00065-4

24. Hinz A, Klaiberg A, Brähler E, König HH. The quality of life question-

naire EQ-5D: modelling and norm values for the general population.

Psychother PsychosomMed Psychol. 2006;56:42-48.[CrossRef]
25. Butler SF, Fernandez K, Benoit C, Budman SH, Jamison RN. Validation

of the revised screener and opioid assessment for patients with pain

(SOAPP-R). J Pain. 2008;9(4):360-372. https://doi.org/10.1016/j.jpain.
2007.11.014

26. Corp I. IBM SPSS Statistics for Windows. Published online 2012.

https://www.ibm.com/analytics/spss-statistics-software

27. Tabachnick BG. Using multivariate statistics. Allyn and Bacon; 2001.

https://psycnet.apa.org/record/2006-03883-000

28. Little R, Rubin D. In: Little RJA, Rubin DB, eds. Statistical Analysis with
Missing Data. Wiley Series in Probability and Statistic. 2nd ed. Wiley;

2002.

29. Montori VM, Guyatt GH. Intention-to-treat principle. CanMed Assoc J.
2001;165(10):1339-1341.

https://orcid.org/0000-0002-4366-6713
https://orcid.org/0000-0002-4366-6713
https://orcid.org/0000-0002-4366-6713
https://doi.org/10.1080/24740527.2019.1587290
https://doi.org/10.3390/healthcare4020033
https://doi.org/10.3390/healthcare4020033
https://www.ptsd.va.gov/professional/assessment/adult-sr/ptsd-checklist.asp
https://www.ptsd.va.gov/professional/assessment/adult-sr/ptsd-checklist.asp
https://doi.org/10.1016/s1389-9457(00)00065-4
https://doi.org/10.1016/j.jpain.2007.11.014
https://doi.org/10.1016/j.jpain.2007.11.014
https://www.ibm.com/analytics/spss-statistics-software
https://psycnet.apa.org/record/2006-03883-000


14 of 14 SHERGILL ET AL.

30. Richardson JTE. Eta squared and partial eta squared as measures

of effect size in educational research. Educ Res Rev. 2011;6(2):135-
147.[CrossRef]

31. Wasserstein R, Lazar N. The ASA’s statement on p-values: context,

process, and purpose. Am Stat. 2016;70(2):129-133.[CrossRef]
32. Ferguson C. An effect size primer: a guide for clinicians and

researchers. Prof Psychol Res Pract. 2009;40(5):532-538.[CrossRef]
33. Faul F, Erdfelder E, BuchnerA, LangA. Statistical power analyses using

G*Power 3.1: tests for correlation and regression analyses. Behav Res
Methods. 2009;41(4):1149-1160.[CrossRef]

34. prime CohenJA. Psychol Bull. 1992;112(1):155-159.
35. Poulin P, Shergill Y, Romanow H, et al. Researching what matters

to improve chronic pain care in Canada: a priority-setting part-

nership process to support patient-oriented research. Can J Pain.
2018;2(1):191-204.[CrossRef]

36. Kne T, Young R, Spillane L. Frequent ED users: patterns of use over

time. Am J EmergMed. 1998;16:648-652.[CrossRef]
37. Public Health Agency of Canada. Joint Statement from the Co-

Chairs of the Special Advisory Committee on the Epidemic of Opi-
oid Overdoses on New Data Related to the Opioid Crisis.; 2019.

https://www.canada.ca/en/public-health/news/2019/12/joint-

statement-from-the-co-chairs-of-the-special-advisory-committee-

on-the-epidemic-of-opioid-overdoses-on-new-data-related-to-the-

opioid-crisis.html

38. Fenton J, Agnoli A, Xing G, et al. Trends and rapidity of dose taper-

ing among patients prescribed long-term opioid therapy, 2008–2017.

JAMA. 2019;2(11):e1916271.

39. Oosterhaven J, Wittink H, Mollema J, Kruitwagen C, Devillé W.

Predictors of dropout in interdisciplinary chronic pain manage-

ment programmes: a systematic review. J Rehabil Med. 2019;51(1):2-
10.[CrossRef]

AUTHOR BIOGRAPHY

Yaadwinder Shergill, DC is a Chiroprac-

tic Doctor at One Elephant Integrative

Health Team and Research Associate at

TheOttawaHospital Research Institute in

Ottawa, Ontario, Canada.

How to cite this article: Shergill Y, Poulin P, Rice D, et al. An

interdisciplinary program for familiar faces with chronic pain

visiting the emergency department—randomized controlled

trial. JACEP Open. 2022;3:e12628.

https://doi.org/10.1002/emp2.12628

https://www.canada.ca/en/public-health/news/2019/12/joint-statement-from-the-co-chairs-of-the-special-advisory-committee-on-the-epidemic-of-opioid-overdoses-on-new-data-related-to-the-opioid-crisis.html
https://www.canada.ca/en/public-health/news/2019/12/joint-statement-from-the-co-chairs-of-the-special-advisory-committee-on-the-epidemic-of-opioid-overdoses-on-new-data-related-to-the-opioid-crisis.html
https://www.canada.ca/en/public-health/news/2019/12/joint-statement-from-the-co-chairs-of-the-special-advisory-committee-on-the-epidemic-of-opioid-overdoses-on-new-data-related-to-the-opioid-crisis.html
https://www.canada.ca/en/public-health/news/2019/12/joint-statement-from-the-co-chairs-of-the-special-advisory-committee-on-the-epidemic-of-opioid-overdoses-on-new-data-related-to-the-opioid-crisis.html
https://doi.org/10.1002/emp2.12628

	An interdisciplinary program for familiar faces with chronic pain visiting the emergency department-randomized controlled trial
	Abstract
	1 | INTRODUCTION
	1.1 | Background
	1.2 | Importance
	1.3 | Goals of this investigation

	2 | METHODS
	2.1 | Study design and time period
	2.2 | Study setting and time period
	2.3 | Population
	2.4 | Procedure
	2.5 | Familiar faces chronic pain intervention
	2.6 | Treatment as usual
	2.7 | Data collection and measures
	2.8 | Data analysis and screening
	2.9 | Demographic and medical characteristics
	2.10 | Intervention effectiveness
	2.11 | Effect sizes and differentiating statistical and clinical significance
	2.12 | Sample size

	3 | RESULTS
	3.1 | Patient demographics
	3.2 | Intervention effectiveness using intention-to-treat principles
	3.3 | Intervention effectiveness among patients classified as completers

	4 | LIMITATIONS
	5 | DISCUSSION
	AUTHOR CONTRIBUTIONS
	CONFLICTS OF INTEREST
	ORCID
	REFERENCES
	AUTHOR BIOGRAPHY


