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Abstract
Background: Pain is a challenge for patients following hematopoietic stem cell transplantation (HCT).
Objective: This study aimed to develop and test the feasibility, acceptability, and initial efficacy of a Web-based mobile pain
coping skills training (mPCST) protocol designed to address the needs of HCT patients.
Methods: Participants had undergone HCT and reported pain following transplant (N=68). To guide intervention development,
qualitative data were collected from focus group participants (n=25) and participants who completed user testing (n=7). After
their input was integrated into the mPCST intervention, a pilot randomized controlled trial (RCT, n=36) was conducted to examine
the feasibility, acceptability, and initial efficacy of the intervention. Measures of acceptability, pain severity, pain disability, pain
self-efficacy, fatigue, and physical disability (self-report and 2-min walk test [2MWT]) were collected.
Results: Participants in the focus groups and user testing provided qualitative data that were used to iteratively refine the mPCST
protocol. Focus group qualitative data included participants’ experiences with pain following transplant, perspectives on ways
to cope with pain, and suggestions for pain management for other HCT patients. User testing participants provided feedback on
the HCT protocol and information on the use of videoconferencing. The final version of the mPCST intervention was designed
to bridge the intensive outpatient (1 in-person session) and home settings (5 videoconferencing sessions). A key component of
the intervention was a website that provided personalized messages based on daily assessments of pain and activity. The website
also provided intervention materials (ie, electronic handouts, short videos, and audio files). The intervention content included
pain coping advice from other transplant patients and instructions on how to apply pain coping skills while engaging in meaningful
and leisure activities. In the RCT phase of this research, HCT patients (n=36) were randomized to receive the mPCST intervention
or to proceed with the treatment as usual. Results revealed that the mPCST participants completed an average of 5 out of 6
sessions. The participants reported that the intervention was highly acceptable (mean 3/4), and they found the sessions to be
helpful (mean 8/10) and easy to understand (mean 7/7). The mPCST participants demonstrated significant improvements in preto post-treatment pain, self-efficacy (P=.03, d=0.61), and on the 2MWT (P=.03, d=0.66), whereas the patients in the
treatment-as-usual group did not report any such improvements. Significant changes in pain disability and fatigue were found in
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both groups (multiple P<.02); the magnitudes of the effect sizes were larger for the mPCST group than for the control group
(pain disability: d=0.79 vs 0.69; fatigue: d=0.94 vs 0.81). There were no significant changes in pain severity in either group.
Conclusions: Using focus groups and user testing, we developed an mPCST protocol that was feasible, acceptable, and beneficial
for HCT patients with pain.
Trial Registration: ClinicalTrials.gov NCT01984671; https://clinicaltrials.gov/ct2/show/NCT01984671 (Archived by WebCite
at http://www.webcitation.org/6xbpx3clZ)
(JMIR Mhealth Uhealth 2018;6(3):e66) doi: 10.2196/mhealth.8565
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Introduction
Background
Persistent pain is a major challenge for patients following
hematopoietic stem cell transplantation (HCT) [1-5]. This pain
can be related to diverse sources including patients’ disease,
treatment regimens, medications, or pre-existing conditions [1].
HCT patients may experience multiple sources of pain including
joint, bone, headache, mouth, gastro-intestinal, neuropathic,
and thoracic pain [1,6]. Moderate to severe pain has been
reported by 30-58% of HCT patients [4,5,7,8]. Pain occurs
before, acutely following, and in the months and years following
the transplant [4-6]. Persistent pain in patients with HCT is
related to lower levels of physical functioning, less energy, and
more psychosocial problems [4,7,9,10]. There are limitations
of analgesic regimens in HCT patients (eg, side effects and
limited relief); there is a clear need for adjuvant strategies to
manage pain in these patients [11].

Psychosocial Pain Interventions
Psychosocial interventions that teach patients with chronic
diseases skills to manage their pain can improve their abilities
to cope with and reduce the pain [9,10]. Addressing
psychosocial, cognitive, and behavioral factors related to
persistent pain may be especially important for HCT patients
[12-14] who face unique challenges and may have particularly
low levels of confidence in their abilities to control their pain
(ie, self-efficacy for pain control) [15,16]. HCT patients with
low self-efficacy for pain control are more likely to report high
levels of pain disability and other bothersome symptoms [17,18].
As such, a psychosocial pain intervention designed to help HCT
patients manage their pain in the context of their unique
pain-related challenges may prove to be particularly beneficial.
Psychosocial pain protocols are typically delivered in-person,
require patients to travel to a medical center setting, and/or are
not tailored to the unique challenges faced by HCT patients
[19-21]. Patients undergoing HCT face substantial burden
resulting from the life-threatening, chronic illness that has led
to HCT, invasive treatment regimens (including HCT), and
interruptions to their normal routines and functioning. When
undergoing HCT, patients are required to spend several days
pre- and post-transplant in an inpatient or intensive outpatient
setting. Then, patients and their caregivers transition to
temporary housing that is in close proximity to the medical
center to receive several weeks of daily outpatient care. Finally,
after weeks of intense care in the medical center setting, they
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are discharged home as they continue to recover, often many
miles from the clinic. These unique challenges can increase pain
and make pain management particularly difficult. Using mobile
health (mHealth) technologies to deliver psychosocial pain
interventions may increase the feasibility, acceptability, and
efficacy of these interventions for HCT patients.

Study Objectives
The objective of this line of research was to develop a mobile
health pain coping skills training (mPCST) protocol, designed
to address the specific pain and psychosocial challenges of HCT
patients. We used an iterative development model to design the
protocol; methods from grounded theory were followed [22].
First, we developed an initial mPCST intervention for HCT
patients using our study team’s expertise and experience in
PCST, cognitive-behavioral pain interventions, mobile health
technology, and the treatment of HCT. We then conducted focus
groups with both HCT patients and providers to refine and adapt
the intervention. Following this, the enhanced intervention was
delivered to a separate small group of patients who completed
user testing. Qualitative data gathered from each stage of
development were used to inform the subsequent modification
of the intervention.
A pilot randomized controlled trial (RCT) was conducted to
examine the feasibility, acceptability, and initial efficacy of the
final mPCST protocol. The first aim of the pilot RCT was to
show that the mPCST protocol would be feasible (ie, accrual,
attrition, and adherence) and acceptable. The second aim was
to examine the initial efficacy of the mPCST protocol (compared
with a treatment as usual condition) on pain severity, pain
disability, pain self-efficacy, fatigue, and physical disability (ie,
self-report and 2-min walk test [2MWT]).

Methods
Participants
All participants were recruited from the adult bone marrow
transplant clinic (ABMT) at a major academic medical center.
Eligible patients were >21 years old, had cancer that led to
transplant, and had at least one clinical post-transplant pain
score of ≥3/10. Exclusion criteria included cognitive impairment
(eg, dementia, psychosis) and inability to converse in English.
Eligible health care providers were recruited through ABMT
administrators and included nurse practitioners, physician’s
assistants, and registered nurses.
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Development of the Mobile Pain Coping Skills Training
Protocol
An initial mPCST protocol was developed that was informed
by the investigators’ expertise in several areas including PCST
protocol development [9,23-31], mHealth applications [32-34],
and observational studies of pain and other symptoms in HCT
patients [8,35]. Traditional PCST protocols have been delivered
over several weekly sessions (eg, 6-12), conducted face-to-face
at a major medical center or sometimes by telephone, and are
often about an hour long [36-39].
Most PCST protocols include some combination of the
following content and skills training. A rationale is provided
[40,41] to help patients understand that pain is a complex
experience influenced by thoughts, feelings, and behaviors.
Patients are taught several skills (eg, relaxation training,
cognitive-restructuring, activity pacing, pleasant activity
planning, imagery, problem solving, and goal setting)
[21,23,31,42] to enhance their ability to cope with their pain by
changing their thoughts, feelings, and behaviors. Sessions focus
on reviewing content and skills practice from the previous
session, learning a new skill, skill rehearsal, and home skills
practice planning for the upcoming week.
The initial mPCST protocol we proposed included 6, 50-min
sessions delivered over a period of 6-10 weeks. This protocol
included several innovative features designed to address the
unique challenges faced by HCT patients: it was brief, bridged
the intensive outpatient (1 session) and home (5 sessions)
settings, and used videoconferencing via an iPad for delivery
in patients’ homes. The initial mPCST session was designed to
occur in-person in the medical center setting before discharge
home to allow facilitation of a relationship between the therapist
and patient, and to establish care that bridges intensive outpatient
and home care. The subsequent 5 sessions were to be delivered
to the patients in their home environment through the use of
videoconferencing (iPad and Skype). Videoconferencing (vs
in-person and/or telephone delivery) provided the following
important advantages: (1) it allowed patients who lived far from
the medical center to engage in the intervention, (2) there is
evidence that educational and psychosocial content is better
communicated through videoconferencing than through
telephone [43], and (3) social cognitive theory suggests
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videoconferencing could lead to improvements in pain
self-efficacy by having patients practice and receive feedback
on skills in their home environment (ie, where they need to
implement skills daily) [44].
The initial intervention included didactic and experiential
components, which were summarized in handouts and on the
study website. Homework on how to incorporate material from
the session into daily life was also given to facilitate skill
acquisition and generalization of skills use into their normal
routine [45,46]. Adherence was promoted by reviewing
homework at the beginning of each session, developing action
plans for skills use, and providing positive reinforcement. The
study website provided patients with a place to have a daily
connection with the mPCST intervention by recording their
symptoms and skills use, accessing study materials, and
receiving tailored feedback based on their daily assessment of
skills practice.
Figure 1 displays mPCST for the HCT focus groups, user
testing, and RCT development process.

Focus Groups
Intervention Design Focus Groups
Two participatory design focus groups (n=10) were conducted
to guide investigators in tailoring the mPCST protocol to meet
the unique needs of HCT patients with pain. Focus group guides
were developed based on the investigators’ experience, past
work, and the larger empirical literature. Group discussions
focused on the patient’s experiences and challenges of HCT
pain, intervention content, and intervention characteristics (eg,
material types, topics).

Intervention Development Focus Groups
Two intervention development focus groups allowed participants
(n=11) to evaluate the tailored mPCST protocol materials
developed in the intervention design focus groups. These groups
were conducted using both in-person examples and a visual
demonstration of the iPad and Skype system; patients were
asked to provide the research team with objective information
on challenges in using and preferences for delivery using this
modality.

Figure 1. Mobile pain coping skills training (mPCST) for hematopoietic stem cell transplantation (HCT) focus groups, user testing, and randomized
controlled trial (RCT) development process.
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Intervention Evaluation Focus Groups

Acceptability

The final two focus groups comprised HCT patients (n=4) and
providers (n=10). Providers recruited for the focus groups were
clinical providers in the ABMT clinic and had no other role in
this study. Using the feedback from the intervention design and
development focus groups, the evaluation focus group was
geared toward the final refinement of the mPCST protocol and
technology. Participants were provided with a description of
the intervention protocol, were asked detailed questions about
specific components of the protocol (eg, daily measures, iPad
technology, and use of pedometer), and were provided with an
example of the materials that would be given to the potential
participants (eg, iPad, patient manual, and handouts). Providers
were asked to review and provide feedback on the patient
manual and session handouts, and to use the study website on
the iPad.

Acceptability was assessed with the client satisfaction
questionnaire (CSQ), 10-item version [47]. CSQ was completed
by participants in the mPCST intervention group at the
post-treatment assessment. The measure was shown to have
good reliability (Cronbach alpha=.96).

User Testing

Pain disability was measured with the pain disability index [49].
This 7-item scale measures the degree of a patient’s disability
within 7 life domains and has demonstrated good reliability and
validity [49]. Internal consistency at pretreatment was Cronbach
alpha=.91.

User testing of the developed mPCST protocol was conducted
with 7 participants who reported HCT-related pain. Participants
completed the 6-session mPCST protocol and were asked to
provide feedback following each session. The information
collected was used to further refine the intervention protocol.

Pilot Randomized Controlled Trial
A separate group of participants (n=36) were randomized to
either the mPCST or treatment-as-usual, control group. Pre(before randomization) and postintervention assessments
included measuring pain severity, pain disability, pain
self-efficacy, fatigue, and physical disability (ie, self-report,
2MWT). Self-report assessments were completed via the study
website; the 2MWT was conducted at the medical center.
Participants randomized to mPCST completed the first session
following their baseline study assessment and before discharge
home. The time between the baseline assessment and first
session was on average 4.5 days (SD 9) and from the first
session in the hospital to the first session at home was on
average 10.5 days (SD 10). Participants who did not have
Internet access to participate in videoconferencing and
Web-based assessments from home or who desired to have
study-provided hardware were loaned a tablet computer (ie,
iPad) equipped with 3G Internet access; most participants
elected to use the study-provided iPad to complete the
intervention. Participants randomized to treatment as usual were
also loaned a tablet computer as needed to complete
assessments.

Measures
Pilot RCT participants completed self-reported measures of
acceptability, pain severity, pain disability, pain self-efficacy,
fatigue, and physical disability. Demographic and medical
variables were also collected.

Feasibility
Feasibility was assessed by examining overall accrual, attrition,
and adherence.
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Pain Severity
Pain severity was assessed with the 4-item brief pain inventory
[48]. Patients rated their pain from 0=no pain to 10=worst pain
imaginable in response to average pain, worst pain, least pain,
and pain right now over the past 7 days. An average of the 4
items was used to create a single pain severity score. Internal
consistency at pretreatment was found to be Cronbach
alpha=.90.

Pain Disability

Pain Self-Efficacy
Self-efficacy for pain control was measured using the 5-item
self-efficacy for pain subscale of the chronic pain self-efficacy
scale measure (pretreatment Cronbach alpha=.86) [50].

Fatigue
Fatigue was measured with the patient-reported outcomes
measurement information system adult fatigue profile short
form (6 items) [51,52]. This scale has good precision across
different levels of fatigue and has demonstrated good reliability
(>.90) [52]. Internal consistency in this sample at pretreatment
was Cronbach alpha=.95.

Physical Disability
Self-reported physical disability was measured with the
functional assessment of cancer therapy well-being scale (FACT;
7-items). FACT has demonstrated good internal consistency,
criterion validity, and sensitivity to change [53]. Internal
consistency at pretreatment in this sample was Cronbach
alpha=.84. Physical disability was also assessed using an
objective measure, the 2MWT. The 2MWT is a laboratory-based
assessment of patients’ physical disability that measures the
functional capacity for physical lifestyle activity. The 2MWT
provides a self-paced, timed test of the total distance in meters
that a patient is able to walk over a 2-min period, and it has
been shown to be sensitive to change following medical
treatments. The 2MWT has shown moderate correlations with
physical disability [54].

Analytic Strategy
Focus groups were audio-recorded and 2 group leaders took
field notes. Audio files were transcribed by a member of the
research study team; a second team member performed a quality
check by replaying the audio file and editing the transcript as
needed. Grounded theory methods were used to evaluate the
data gathered from the focus groups. Audio recordings were
reviewed using open coding (ie, in vivo) and memoing by 3
JMIR Mhealth Uhealth 2018 | vol. 6 | iss. 3 | e66 | p. 4
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members of the study team to generate repeated concepts. These
results were categorized into 5 major themes through selective
coding methods.
For the RCT, descriptive statistics were calculated for
demographic, medical, feasibility, study self-report variables
(ie, acceptability, pain severity, pain disability, pain
self-efficacy, fatigue, and physical disability), and 2MWT.
Analysis of variance (ANOVA), chi-square, or Fisher exact
tests were used, as appropriate, to examine baseline differences
between groups on medical and demographic variables.
Outcome analyses were conducted using both an intent-to-treat
approach (last value carried forward) and complete case analysis.
The results of both the analytic strategies were comparable.
Results using the complete case analysis approach are presented
below. Paired t tests were used to examine within group
differences from baseline to follow-up on study outcome
variables (ie, pain severity, pain disability, self-efficacy for pain
management, fatigue, and physical disability). The magnitudes
of the effect sizes were defined according to standard convention
for Cohen d (small=0.2, medium=0.5, large=0.8) [55].

Results
Focus Groups and User Testing
Participants included 32 individuals with HCT pain who had
undergone autologous (87%, 28/32) or allogeneic (13%, 4/32)
stem cell transplant and reported having post-transplant pain.
Participants were 50% female (16/32), 72% Caucasian (23/32),
and were aged between 43 and 76 years (mean 61). Majority of
the participants were married (84%, 27/32) and 53% (17/32)
had a college degree or higher. Participants were on average 20
(SD 14) months post-transplant. The provider intervention
evaluation focus group consisted of 10 providers, all of whom
were females and held a position within nursing care for HCT
patients (5 nurse practitioners, 2 clinical nurse specialists, 1
registered nurse, 1 outpatient clinic nurse manager, and 1 clinical
research nurse).

Focus Group Results
Review of focus group recordings and field notes revealed 5
overall themes. Each theme is presented and described below;
theme order is reflective of the order of content presented to the
focus group and not related to rank or importance. A description
of how the intervention protocol was modified based on each
theme is provided. Textbox 1 provides representative patient
quotes related to each theme.

Theme 1: Pain Experiences Pre- and Post-Transplant
and Strategies Used to Cope With Pain
Participants reported experiencing post-transplant pain. The
majority also reported having pain before transplant, with some

http://mhealth.jmir.org/2018/3/e66/

XSL• FO
RenderX

Somers et al
reporting increased pain following the transplant. Patients
reported that reasons for pain were neuropathy, graft versus
host disease symptoms, joint inflammation, and pre-existing
osteoarthritis. Neuropathy was frequently reported in hands and
feet, whereas osteoarthritis pain was most commonly described
in the hips, knees, hands, and feet. Participants in focus groups
reported that pain was worse when they were sedentary and
improved when they were busy and moving. Notably, many
participants also endorsed significant sleep or fatigue problems
following transplant.
Participants reported using the following measures to manage
their pain: taking pain medications, wearing supportive shoes,
receiving gentle massages, participating in regular exercise (eg,
physical therapy, chair yoga, stationary biking, walking, and
elliptical training), relying on their faith (eg, attending church,
prayer, and scripture reading), being active in volunteer work
(eg, cancer groups), and participating in hobbies (eg, cooking
or baking, gardening, reading, and playing a musical
instrument). Participants acknowledged that participating in
these activities helped to distract them from their pain. On the
basis of this theme, information was added to the protocol that
describes the pain experiences of other transplant patients and
suggestions from other patients about helpful pain coping
strategies.

Theme 2: Post-Transplant Activities and Limitations in
Activities
Participants in the intervention development focus groups were
asked to brainstorm pleasant activities that they could begin
again or start anew post-transplant. Participants listed playing
a musical instrument, watching grandchildren, visiting friends
and children, traveling, gardening, getting a pet, planning dinner
parties, baking and cooking, getting manicures or pedicures,
being more involved in their church, and volunteering.
Interestingly, many participants also mentioned an increased
post-transplant desire to participate in activities they find
meaningful. Figure 2 displays patient intervention materials
showing how this information was integrated into the study
protocol.
Participants also stated that their pain limited their abilities to
engage in leisure or recreational activities. In particular, several
participants noted that their abilities to engage in daily exercises
(eg, biking, running) had decreased or diminished. Participants
also reported overdoing activities related to their work, family,
and leisure time. Focus group participants recommended
extending and expanding the information provided to
participants on pleasant, meaningful, and leisure or recreational
activities. This information was added to both the therapist
protocol and patient handouts.
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Textbox 1. Representative quotes from focus group participants related to each theme.
Theme 1: Pain experiences and pain coping strategies
•

It’s a hard balance [getting off pain meds] because you can’t just stop. When you scale back, we’re trying to work it out, so I’m gradually dosing
down.

•

Always wind up with my hips hurting the most [post-transplant].

•

Honestly I can say I went from horrendous pain and can say I’m in no pain sitting here. It felt like a huge rubber band around my chest. And it
was just as tight as it could possibly be. I couldn’t lie down; I would sit up and rock, just rock and pray, until I finally fell asleep.

•

I wonder if my chemo and the whole situation didn’t just age my whole body, and the pains that I feel now might have been pains I wouldn’t
feel, 5, 6, 17 years from now but that I think I’m feeling now.

•

I have a lot of bone pain, but I had it before the transplant because the chemo was eating away at the bones in my back, so I’ve had some surgery
on my back to help with that. The pain in my back got better during the transplant because I was in so much pain everywhere else.

•

I’ve had some trouble with neuropathy. I still feel it, but I’m not taking anything for it.

•

I’m feeling more pain now post-transplant. After the transplant was when I really started having the pain.

•

Foot and leg cream—it has done wonders.

•

Walking is the best thing for me when I have pain.

•

I find that at night, even putting socks on makes a difference [in regards to the pain].

•

I need to sit properly; if I didn’t have support in my lower back the pain is immediate. Breathing helps, in through the nose out through the mouth.

Theme 2: Activities and limitations in activities
•

I was a very athletic person, and still am, I try to keep up with my kids. I had my walking stick, I had to stop and rest for a bit.

•

I take breaks. I love baking Christmas cookies, but I can’t stand that long anymore. I’ll do a little bit; then take a break. Funny ways to do it and
still get something accomplished.

•

My husband bought me a piano for Christmas because I’ve always wanted to play it. I just forget everything. It is really a good relaxer.

•

I love to garden, even on my worst days, I take a bucket and sit out there. Not only did I get something accomplished, but I did something I really
enjoy.

•

You’re finally home and you’re like I can do something, but you’re not allowed to.

•

Right now I’m just getting out of seclusion so I’m not able to do much, but we’re planning to take trips.

•

Now I have a totally different perspective on life, and it’s nice to get out and do something.

Theme 3: Pain-related cognitions
•

I just try to deal with it.

•

Sometimes I just live with it because I don’t want to take the pain meds.

•

I feel better when I do anything.

•

I made it through the first time, if I have to go it through again, I know what to expect and I can do it again.

•

My cancer is back [in reference to thinking about the pain].

•

How long is this [pain] going to last?

•

It’s been 2 years, and if something strange happens [related to pain], I still worry.

•

When you don’t really have any symptoms, it’s scary.

Theme 4: Advice for other transplant patients
•

Don’t try to fight it [the pain]. Let the doctors know. It’s not their first rodeo.

•

We’re not supposed to be proud at a time like this; we’re supposed to be honest.

•

Would have been helpful to have spoken to some who had been through transplant beforehand.

•

It does make you have to learn how to do things, such as learning how to take medication. And washing my hands, I’m good at that now.

Theme 5: Feedback on the mobile pain coping skills training (mPCST) protocol
•

I’d call my daughter for help [with the iPad]. [I] wouldn’t try if she wasn’t there, she is a real techie. It could be managed with her.

•

I can barely turn a computer on.
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•

I’ve been wearing a pedometer for about 3 years, so I wouldn’t have a problem. I do it already.

•

I’d be willing to give this [the iPad and videoconferencing] a try with help.

Figure 2. Intervention handout for pleasant and meaningful activities for hematopoietic stem cell transplantation (HCT) patients.

Theme 3: Pain-Related Cognitions
Focus group participants were asked about their thoughts
(negative and positive) surrounding their pain experience preand post-transplant. Many patients worried that their pain might
indicate disease recurrence or progression. For example,
participants endorsed the following cognitions: “What are they
going to find at my next check-up appointment?,” “My cancer
is back,” and “Something is wrong.” For others, thoughts were
associated with perceptions of their pain and their abilities to
reduce their pain. Negative thoughts included the following: “I
want to get rid of this,” “How long will this pain last?,” “Will
this ever go away?,” and “Why me?.” Overall, participants said
that staying positive yet realistic was the best way for them to
cope with these negative cognitions related to post-transplant
pain. Positive thoughts that helped patients cope with pain and
combat the aforementioned negative cognitions included the
following: “This too shall pass,” “I am blessed,” and “This is
my life right now.” Common negative and positive cognitions
about pain provided by focus group participants were used as
examples in the protocol during sessions with the therapist and
in patient handouts.
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Theme 4: Advice for Other Transplant Patients
We asked participants what pain-related information they wish
they had known before their own transplant. Group members
acknowledged that it would have been helpful to receive more
information on neuropathy and the different types of pain that
might be experienced post-transplant. More broadly, participants
expressed a desire for communication with prior transplant
patients regarding the pain experience and general
transplant-related information. Most of the participants agreed
that having someone who had gone through a similar situation
to talk to about their pain was helpful and comforting, and that
such an outlet should be made available to HCT patients
approaching transplant. On the basis of this consistent
observation acknowledged across the focus groups, patient
materials were updated to reflect advice from other transplant
patients. The most common suggestion among HCT patients
was to communicate any pain, discomfort, or other concerns to
the medical team and caregivers rather than holding back. Group
members advised future patients to be honest about their pain
and about what physical and emotional help they needed. Figure
3 shows how the theme of advice for other transplant patients
was incorporated into the patient handouts. Throughout the
protocol, we used language that indicated that the information
had come directly from other HCT patients.
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Figure 3. Intervention handout examples using advice from other transplant patients.

Theme 5: Feedback on the Mobile Pain Coping Skills
Training Protocol
Focus group participants provided feedback on the mPCST
protocol and technology. The majority of participants agreed
that they would be willing to use the iPad, Skype, and website
technology with adequate instruction. Many of the participants
reported that it would be helpful to have a connection with their
medical team and a therapist during the transition to
post-transplant life, as they often missed the daily contact with
their medical team once discharged from daily care. This
feedback reinforced our position that the most appropriate timing
of this protocol was once the patient returned home. Participants’
responses also led to the inclusion of detailed instruction in the
use of the technology (eg, iPad, Skype) for this study in the
patient handouts.

Provider Results
Providers recommended that the study team collect daily fatigue
levels in addition to daily pain scores and daily steps due to
their strong observed relationship between pain and fatigue.
Providers also expressed that it would be worthwhile to have
participants wear a pedometer to track activity. One aspect of
the website that was particularly popular with the providers was
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the Just for You feedback box designated for individualized
therapist feedback for participants (See Figure 4). Providers
also made suggestions about the appearance of the website (ie,
use an easy to read font and color scheme).
Providers were asked how they currently help patients who
experience post-transplant pain. The most common methods
recommended by providers to deal with pain were medication
and/or distraction. When providers recommended exercise, they
frequently advised patients to use a recumbent bike, exercise
bands for muscle strengthening, and yoga or chair yoga.
Providers were asked to outline the most commonly reported
challenges that patients face 5 to 10 weeks post-transplant
besides pain. Fatigue, nutrition, and depression were listed as
frequently encountered problems, and it was recommended that
information be included in our protocol to help patients deal
with such issues. For fatigue, providers underscored that patients
should avoid going back to bed if tired; rather, they should take
brief cat naps throughout the day. They also recommended
establishing a routine to keep busy and making a point to get
dressed every morning as well as pacing and prioritizing
activities. Finally, when patients have pain, psychological issues
such as depression are prevalent post-transplant, and providers
recommended that study therapists be aware of this and
encourage patients to seek help when needed.
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Figure 4. Intervention website page providing patient with tailored feedback.

User Testing Results
User testing (completed with separate participants than from
the focus group) was designed to identify problems with the
mPCST protocol and videoconferencing technology. Overall,
participants reported enjoying the relationship they fostered
with their therapist first in-person and then by
videoconferencing. Participants noted that they looked forward
to sessions and appreciated having someone to talk to about
their pain and progress each week. Progressive muscle relaxation
and goal-setting skills were reported to be especially helpful.
Although participants acknowledged that some skills presented
were new, they described that it was helpful to receive a
refresher course for previously learned skills (eg, problem
solving, goal setting) to remind them of the importance of the
skill and how the skill applied to pain management.
Overall, positive feedback was common, yet 2 noteworthy
criticisms were reported. One participant believed the 6-session
protocol felt too condensed for the amount of information
delivered. Another participant recommended we tailor the
sessions to suit the individual needs of different patients, for
example, spending more or less time on certain sessions
depending on the patient’s specific needs and preferences. Three
testers reported difficulties in using the iPad and connecting
with their therapist via videoconferencing; these difficulties
were resolved and all participants were able to finish the
protocol. We added visual information to the directions for the
protocol based on these technical difficulties. All participants
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reported videoconferencing to be more convenient than
in-person pain coping skills training sessions. Two of the 7
user-testers indicated it would be beneficial to also include the
caregiver in these sessions due to the stress experienced by
caregivers of HCT patients. Along these lines, 1 patient indicated
the title of the protocol could be changed to “Pain and Stress
Coping Skills Training” due to the relevance of the coping skills
introduced in the intervention for both pain and stress
management. Table 1 provides an overview of the mPCST
content and how the mPCST content was adapted for HCT
patients.

Pilot Randomized Controlled Trial Results
The pilot RCT participants (n=36; different than all previous
participants) were on average 56 (SD 12) years old and 50%
female (18/36). Most participants were white (83%, 30/36) and
17% were black (6/36). The majority of participants were
married (81%, 29/36) and just over half (56%, 20/36) had a
college and/or professional degree. Most participants received
an autologous HCT (83%, 30/36); 61% (22/36) had been
diagnosed with multiple myeloma, 19% with lymphoma (7/36),
and the remaining with various other hematological diseases.
The average time since cancer diagnosis was 22 months (SD
30). Participants reported 1 other medical comorbidity, on
average, with hypertension (28%, 10/36), osteoarthritis (14%,
5/36), diabetes (11%, 4/36), and sciatica (11%, 4/36) being the
most common. There were no significant differences in medical
or sociodemographic variables by the treatment group.
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Table 1. Mobile pain coping skills training (mPCST) protocol adaptations made for hematopoietic stem cell transplantation (HCT) patients.

a

Session

Pain coping skills content

Adaptations for mPCSTa for HCTb patients

1

•
•
•

Psychoeducation on pain
Gate-control theory
Progressive muscle relaxation

•
•
•
•

HCT patients pain experiences
Audio of relaxation
Relaxation video didactic
Track daily pain

2

•
•

Mini-relaxation practice
Imagery for relaxation

•
•
•

Procedure-related mini-relaxation
Mini-practices in routine returning home
Pair mini-practices with lifestyle recommendations (eg, walking) to increase
use of both

3

•
•

Activity rest cycle
Pleasant and meaningful activity planning

•
•
•
•
•

Activities that HCT patients report overdoing
Conceptual addition of meaningful activities
Activities suggested by HCT patients
Volunteer activity ideas
Physical activity for HCT patients

4

•

Examining unhelpful thoughts

•

Pain related thoughts reported by other HCT patients

5

•

Problem solving

•
•
•
•
•

Theme of life after transplant
Pain related challenges for HCT patients
Pain management suggestions from other HCT patients
Training in asking for support from family and friends
General advice from other HCT patients

6

•

Moving forward

•
•
•

Life priorities
New life goals reported by HCT patients
Training in shifting goals in response to physical health

mPCST: mobile pain coping skills training.

b

HCT: hematopoietic stem cell transplantation.

The consort diagram for the RCT is presented in Figure 5.
Ninety percent (36/40) of the intended participants were
recruited during the proposed study timeframe. Of the 36
participants recruited, 92% completed the study (n=33). Of the
3 non completers, 2 were randomized to the intervention group
and 1 was randomized to the control group. Reasons for
noncompletion included patient illness and loss to follow-up.
The Mann-Whitney U-test or Fisher exact test, whichever was
appropriate, was used to determine if the baseline characteristics
of noncompleters systematically differed from participants
completing the study. There were no significant differences in
the baseline sociodemographic characteristics between
individuals who completed the study and those who did not.
However, noncompleters reported significantly greater pain
severity at baseline when compared with completers (mean 6.17
vs 3.14; Mann-Whitney U=13.50, P=.03).
Out of all the patients accrued, 50% (18/36) were randomized
to the intervention group. Patients in the intervention group
completed an average of 5 of the 6 sessions offered to them. A
total of 14 participants completed all 6 sessions (1 in-person
and 5 via videoconferencing); on average, these participants
completed the intervention in 34 days (SD 5). Following the
final session, 85% of participants reported using the skills they
had learned on several days of the week. Participants reported
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the sessions to be helpful (mean 8/10), easy to understand (mean
7/7), and highly acceptable (mean 4/4). Overall, 75%
participants rated the intervention as excellent and 25% rated
it as good.
At baseline, there were no significant differences in outcome
variables (ie, pain severity, pain disability, pain self-efficacy,
fatigue, and physical disability [ie, self-report, 2MWT]) between
randomization groups. Within-group comparisons from baseline
to postintervention are presented in Table 2. Individuals in the
intervention group saw improvements in all variables of interest.
The pattern of effect sizes suggests that individuals in the
intervention group showed greater improvements in pain
disability (d=0.79 vs 0.69), pain self-efficacy (d=0.61 vs 0.10),
fatigue (d=0.94 vs 0.81), and on the 2MWT (d=0.66 vs 0.41),
an objective assessment of physical disability. Although
differences between the outcomes are fairly subtle, the largest
relative difference between the intervention and control groups
appears to be for pain self-efficacy, which is a natural
intermediate outcome that the intervention was designed to
address directly. The magnitude of the effect sizes was greater
for the control group with regard to self-reported physical
disability and pain severity; however, both groups evidenced
large and small-to-medium effect sizes, respectively, on these
variables.
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Figure 5. Pilot randomized controlled trial consort diagram.

Table 2. Comparative pre- and postintervention data.
Outcome variables

Pretreatment, mean (SD)

Post-treatment, mean (SD) Mean difference (SD)

95% CI

P value

d

Pain severity

3.00 (2.09)

2.69 (1.89)

0.31 (1.20)

−0.33 to 0.95

.32

0.26

Pain disability

30.26 (13.97)

19.22 (12.59)

11.04 (13.92)

3.48 to 3.63

.006a

0.79

Pain self-efficacy

60.50 (23.39)

77.13 (19.39)

−16.63 (27.42)

−31.24 to −2.01

.03b

0.61

Fatigue

18.60 (5.75)

13.27 (4.89)

5.33 (5.68)

2.19 to 8.48

.003a

0.94

b

Intervention (n=16)

Physical disability

12.36 (4.11)

16.11 (4.14)

−3.76 (4.56)

−6.19 to −1.32

.005

0.82

2-min walk test

125.88 (19.69)

134.94 (19.05)

−9.06 (13.75)

−17.00 to −1.12

.03a

0.66

Pain severity

3.28 (2.40)

2.50 (1.87)

0.78 (1.67)

−0.08 to 1.64

.07

0.47

Pain disability

23.84 (20.11)

18.00 (15.84)

5.84 (8.50)

1.31 to 10.38

.02b

0.69

Pain self-efficacy

61.53 (25.52)

63.76 (24.52)

−2.24 (21.72)

−13.40 to 8.93

.68

0.10

Fatigue

19.29 (4.83)

15.35 (5.41)

3.94 (4.88)

1.43 to 6.45

.004a

0.81

Physical disability

11.72 (5.76)

16.61 (3.85)

−4.89 (3.80)

−6.84 to −2.93

<.001a

1.29

2-min walk test

121.12 (19.24)

126.99 (21.71)

−5.87 (14.19)

−15.40 to 3.67

.20

0.41

Treatment as usual (n=17)

a

P<.01.

b

P<.05.
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Discussion
Primary Outcomes
The goal of this study was to develop a PCST intervention that
could be used to enhance the ability of HCT patients to manage
their pain following transplant. HCT patients face many
pain-related challenges and challenges accessing behavioral
interventions post-transplant. We used both patient and provider
focus groups to adapt the effective components of existing PCST
protocols to meet the unique needs of patients following
transplant. After developing the HCT-focused protocol, we
conducted a small RCT to examine feasibility, acceptability,
and initial efficacy of the developed mPCST protocol.
The developed mPCST protocol included 1 in-person session
at the medical center between the patient and study therapist,
which led to the development of a successful working
relationship and the integration of mPCST with the patient’s
medical care. Then, once the patient returned home following
intensive outpatient care, 5 more sessions were conducted using
videoconferencing. This bridge between hospitalization and
home maintained the continuity of care as patients moved away
from the medical center. This mixed delivery modality fostered
a strong patient-therapist relationship that likely increased the
feasibility, acceptability, and efficacy of the intervention. To
our knowledge, this is one of the first studies that has examined
the use of videoconferencing to provide patients with PCST
upon their return home from inpatient or intensive outpatient
care.
Patient focus groups highlighted several areas of consideration
in the development of the intervention content including the
importance of strategies for coping with pain that was unique
to HCT patients, enjoyable activities following transplant,
pain-related thoughts following HCT, and connecting with other
HCT patients for support. Accordingly, we addressed many of
these areas in the developed mPCST protocol. For example, we
highlighted advice from other patients throughout the sessions
and in patient materials. Although we were unable to include
all patient suggestions (eg, incorporate a caregiver as an active
member of the intervention, tailoring the protocol to meet the
specific needs of each patient) into the protocol, we will consider
these suggestions in our future work.
Provider focus group information was used as one of the last
steps in refining the intervention protocol and website. Providers
emphasized the importance of helping participants track and
manage not only their pain but also their fatigue. They also
suggested that participants wear pedometers to track daily steps.
We incorporated these suggestions into this study by modifying
the study website to collect daily pain, fatigue, and steps; we
used the data clinically to help patients increase their activity
by providing feedback in the Just for You portion of the website
(see Figure 4). In our planned future work, we will incorporate
daily reports of pain, fatigue, and steps to tailor the intervention
content to meet patients’ specific needs. As technology use has
advanced from primarily Web-based platforms to mobile
phone-based platforms, it will be important to consider data
entry (eg, through apps) on hand-held devices and the provision
of immediate feedback through programming (eg, push
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notifications) in future work. In the time since provider focus
groups and the end of this study, there has been evidence that
providers find the mPCST protocol to be feasible and acceptable
to patients. First, HCT providers have continued to refer HCT
patients for pain coping skills to our clinical practice. Second,
the larger transplant program is working with our pain program
to incorporate videoconferencing pain coping skills and other
psychosocial services for HCT patients in both their clinical
practice and their research protocols.
The pilot RCT was designed to put us in a good position to
perform a more definitive RCT in a subsequent follow-up study.
Apart from assessing the feasibility of the study methods, we
asked the following 2 questions: (1) would the intervention
group improve and, if so, how much, and also which outcomes
would show the greatest improvement, and (2) how much
improvement would we see in the control group? This latter
question is critical for the design of the more definitive RCT.
We used a small pilot RCT to examine the pattern of effects for
those who received mPCST and those who did not. We found
that participants who received the intervention experienced
greater improvements in pain disability, pain self-efficacy,
fatigue, and the 2MWT, with the largest relative difference
between the intervention and control groups being for pain
self-efficacy and the 2MWT. The finding that HCT patients
completed the mPCST intervention at the intended pace of about
1 session per week adds support for past work suggesting that
videoconferencing intervention protocols compared with
in-person protocols can be completed at the pace of 1 session
per week, whereas in-person protocols can take twice as long
[56].
These outcomes suggest that mPCST is particularly likely to
help patients manage their pain in a way that might lead to
decreases in the impact of pain on their day-to-day activities
(ie, pain disability). In line with social cognitive theory, teaching
and receiving feedback on pain coping skills practice in their
own home (vs a medical center setting) may have been
particularly helpful for increasing participants’ self-efficacy for
pain management. Furthermore, the finding that an objective
measure of the physical ability (ie, the two-min walk test)
appears to have been positively impacted by mPCST has
important implications for improving patients’ physical
functioning in their daily activities. It may also be said that
helping patients control their pain and other symptoms can lead
to increased physical activity.
Both the groups evidenced small-moderate effect sizes for pain
severity. The majority of individuals participating in the RCT
had been diagnosed with multiple myeloma (62%) for which
autologous transplantation is most commonly recommended
[56]. Complete remission is achieved in only about half of all
cases following autologous transplantation [56]. Persistent pain
(ie, in bone) is common among these patients, and may result
from the disease, therapeutic interventions, or indicate disease
progression [56-60]. Typically, pain is associated with functional
limitations [57] as well as increased mood disturbance [61].
Although large changes in ratings of pain severity were not
found, participants receiving the intervention experienced greater
improvements in self-efficacy for pain control and pain disability
when compared with participants in the control group. Given
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the chronic nature of multiple myeloma and persistence of pain
in this population, an intervention that improves the patients’
confidence in their ability to manage their pain and decrease
pain disability early in their disease trajectory may be critical
for helping them better manage long-term complications.
The small effect sizes for pain severity ratings may indicate that
it is necessary to target patients with higher baseline pain levels
to find a change in pain severity. The average pain severity of
patients recruited in this study was 3 on a 10-point scale; this
relatively low pain level may not have been high enough to
demonstrate significant change from pre- to postintervention.
Another important consideration is that patients with higher
pain were less likely to complete the study and may have been
less likely to enroll; future work may want to consider
recruitment and retention strategies to provide treatment to
individuals with the highest pain levels who may need it the
most. Finally, there is evidence that changes in self-efficacy for
pain control and pain disability are critical for overall
functioning and as such, investigators may want to consider
using these variables as primary outcome variables with actual
pain severity being a secondary outcome.

Limitations
This study has several limitations. First, this work was
completed through the use of iPads, which require either a data

Somers et al
plan or Internet connection to be able to videoconference with
the therapist. The intervention itself is scalable for use on either
a personal computer or mobile phone; the number of individual’s
access to a personal computer, tablet, or mobile phone is greater
than 50%, and future work should be designed to be inclusive
of all possible technology devices. Second, the RCT was
relatively small (N=36), conducted in a single medical center,
and had a short follow-up period; future work should expand
the study size, consider using multiple sites, and examine longer
term outcomes.

Conclusions
In summary, this study relied on past work and the expertise of
the large study team to develop a mobile pain coping skills
training intervention that was efficacious and could be delivered
to patients following HCT. The developed intervention was also
informed by patient and provider focus groups and included a
6-session, hybrid protocol (ie, in-person and videoconferencing).
Our pilot RCT found that the developed intervention was highly
feasible and acceptable to HCT patients with pain. Preliminary
data suggest that the developed mPCST intervention likely
improves patients’ abilities to manage their pain (ie, pain
self-efficacy), decrease pain-related disability, and decrease
symptoms of fatigue.

Acknowledgments
Funding for this project (Grant Number: 1R21CA173307-01A1) was provided by National Institute of Health (NIH) to TJS, PhD.

Conflicts of Interest
None declared.

Multimedia Appendix 1
CONSORT-EHEALTH checklist (V 1.6.1).
[PDF File (Adobe PDF File), 634KB-Multimedia Appendix 1]

References
1.

2.

3.

4.

5.

6.
7.

Niscola P, Romani C, Scaramucci L, Dentamaro T, Cupelli L, Tendas A, et al. Pain Syndromes in the setting of haematopoietic
stem cell transplantation for haematological malignancies. Bone Marrow Transplant 2008 May;41(9):757-764. [doi:
10.1038/bmt.2008.3] [Medline: 18246112]
Slovacek L, Slovackova B, Pavlik V, Hrstka Z, Macingova Z, Jebavy L, et al. Health-related quality of life in multiple
myeloma survivors treated with high dose chemotherapy followed by autologous peripheral blood progenitor cell
transplantation: a retrospective analysis. Neoplasma 2008;55(4):350-355. [Medline: 18505348]
Sherman AC, Simonton S, Latif U, Plante TG, Anaissie EJ. Changes in quality-of-life and psychosocial adjustment among
multiple myeloma patients treated with high-dose melphalan and autologous stem cell transplantation. Biol Blood Marrow
Transplant 2009 Jan;15(1):12-20 [FREE Full text] [doi: 10.1016/j.bbmt.2008.09.023] [Medline: 19135938]
Sherman AC, Simonton S, Latif U, Spohn R, Tricot G. Psychosocial adjustment and quality of life among multiple myeloma
patients undergoing evaluation for autologous stem cell transplantation. Bone Marrow Transplant 2004 May;33(9):955-962.
[doi: 10.1038/sj.bmt.1704465] [Medline: 15034542]
Anderson KO, Giralt SA, Mendoza TR, Brown JO, Neumann JL, Mobley GM, et al. Symptom burden in patients undergoing
autologous stem-cell transplantation. Bone Marrow Transplant 2007 Jun;39(12):759-766. [doi: 10.1038/sj.bmt.1705664]
[Medline: 17438588]
Byar KL, Eilers JE, Nuss SL. Quality of life 5 or more years post-autologous hematopoietic stem cell transplant. Cancer
Nurs 2005;28(2):148-157. [Medline: 15815185]
Gruber U, Fegg M, Buchmann M, Kolb H, Hiddemann W. The long-term psychosocial effects of haematopoetic stem cell
transplantation. Eur J Cancer Care (Engl) 2003 Sep;12(3):249-256. [Medline: 12919304]

http://mhealth.jmir.org/2018/3/e66/

XSL• FO
RenderX

JMIR Mhealth Uhealth 2018 | vol. 6 | iss. 3 | e66 | p. 13
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH
8.

9.

10.
11.

12.

13.

14.
15.
16.
17.

18.

19.

20.

21.

22.
23.

24.
25.
26.
27.
28.
29.
30.
31.

Bartley EJ, Edmond SN, Wren AA, Somers TJ, Teo I, Zhou S, et al. Holding back moderates the association between health
symptoms and social well-being in patients undergoing hematopoietic stem cell transplantation. J Pain Symptom Manage
2014 Sep;48(3):374-384. [doi: 10.1016/j.jpainsymman.2013.09.019] [Medline: 24529631]
Somers TJ, Blumenthal JA, Guilak F, Kraus VB, Schmitt DO, Babyak MA, et al. Pain coping skills training and lifestyle
behavioral weight management in patients with knee osteoarthritis: a randomized controlled study. Pain 2012
Jun;153(6):1199-1209 [FREE Full text] [doi: 10.1016/j.pain.2012.02.023] [Medline: 22503223]
Keefe FJ. Cognitive Behavioral Therapy For Managing Pain. The Clinical Psychologist 1996;49(3):4.
Roeland E, Mitchell W, Elia G, Thornberry K, Herman H, Cain J, et al. Symptom control in stem cell transplantation: a
multidisciplinary palliative care team approach. Part 1: Physical symptoms. J Support Oncol 2010;8(3):100-116. [Medline:
20552923]
Jerant A, Franks P, Kravitz RL. Associations between pain control self-efficacy, self-efficacy for communicating with
physicians, and subsequent pain severity among cancer patients. Patient Educ Couns 2011 Nov;85(2):275-280. [doi:
10.1016/j.pec.2010.11.007] [Medline: 21159483]
Kwekkeboom KL, Abbott-Anderson K, Wanta B. Feasibility of a patient-controlled cognitive-behavioral intervention for
pain, fatigue, and sleep disturbance in cancer. Oncol Nurs Forum 2010 May;37(3):E151-E159 [FREE Full text] [doi:
10.1188/10.ONF.E151-E159] [Medline: 20439200]
Porter LS, Keefe FJ. Psychosocial issues in cancer pain. Curr Pain Headache Rep 2011 Aug;15(4):263-270. [doi:
10.1007/s11916-011-0190-6] [Medline: 21400251]
Bandura A, Wood R. Effect of perceived controllability and performance standards on self-regulation of complex decision
making. J Pers Soc Psychol 1989 May;56(5):805-814. [Medline: 2724068]
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. Arthritis Rheum 1989 Jan;32(1):37-44. [Medline: 2912463]
Wu LM, Austin J, Hamilton JG, Valdimarsdottir H, Isola L, Rowley S, et al. Self-efficacy beliefs mediate the relationship
between subjective cognitive functioning and physical and mental well-being after hematopoietic stem cell transplant.
Psychooncology 2012 Nov;21(11):1175-1184 [FREE Full text] [doi: 10.1002/pon.2012] [Medline: 21739524]
Somers TJ, Kurakula PC, Criscione-Schreiber L, Keefe FJ, Clowse ME. Self-efficacy and pain catastrophizing in systemic
lupus erythematosus: relationship to pain, stiffness, fatigue, and psychological distress. Arthritis Care Res (Hoboken) 2012
Sep;64(9):1334-1340 [FREE Full text] [doi: 10.1002/acr.21686] [Medline: 22505314]
Carson JW, Keefe FJ, Affleck G, Rumble ME, Caldwell DS, Beaupre PM, et al. A comparison of conventional pain coping
skills training and pain coping skills training with a maintenance training component: a daily diary analysis of short- and
long-term treatment effects. J Pain 2006 Sep;7(9):615-625. [doi: 10.1016/j.jpain.2006.02.008] [Medline: 16942947]
Porter LS, Keefe FJ, Garst J, Baucom DH, McBride CM, McKee DC, et al. Caregiver-assisted coping skills training for
lung cancer: results of a randomized clinical trial. J Pain Symptom Manage 2011 Jan;41(1):1-13 [FREE Full text] [doi:
10.1016/j.jpainsymman.2010.04.014] [Medline: 20832982]
Syrjala KL, Jensen MP, Mendoza ME, Yi JC, Fisher HM, Keefe FJ. Psychological and behavioral approaches to cancer
pain management. J Clin Oncol 2014 Jun 01;32(16):1703-1711 [FREE Full text] [doi: 10.1200/JCO.2013.54.4825] [Medline:
24799497]
Charmaz K. 'Discovering' chronic illness: using grounded theory. Soc Sci Med 1990;30(11):1161-1172. [Medline: 2360052]
Keefe FJ, Shelby RA, Somers TJ, Varia I, Blazing M, Waters SJ, et al. Effects of coping skills training and sertraline in
patients with non-cardiac chest pain: a randomized controlled study. Pain 2011 Apr;152(4):730-741 [FREE Full text] [doi:
10.1016/j.pain.2010.08.040] [Medline: 21324590]
Crisson JE, Keefe FJ. The relationship of locus of control to pain coping strategies and psychological distress in chronic
pain patients. Pain 1988 Nov;35(2):147-154. [Medline: 3237429]
Gil KM, Abrams MR, Phillips G, Keefe FJ. Sickle cell disease pain: relation of coping strategies to adjustment. J Consult
Clin Psychol 1989 Dec;57(6):725-731. [Medline: 2600243]
Keefe FJ, Abernethy AP, C Campbell L. Psychological approaches to understanding and treating disease-related pain. Annu
Rev Psychol 2005;56:601-630. [doi: 10.1146/annurev.psych.56.091103.070302] [Medline: 15709948]
Keefe FJ, Affleck G, Lefebvre JC, Starr K, Caldwell DS, Tennen H. Pain coping strategies and coping efficacy in rheumatoid
arthritis: a daily process analysis. Pain 1997 Jan;69(1-2):35-42. [Medline: 9060010]
Keefe FJ, Brown GK, Wallston KA, Caldwell DS. Coping with rheumatoid arthritis pain: catastrophizing as a maladaptive
strategy. Pain 1989 Apr;37(1):51-56. [Medline: 2726278]
Keefe FJ, Caldwell DS, Queen KT, Gil KM, Martinez S, Crisson JE, et al. Pain coping strategies in osteoarthritis patients.
J Consult Clin Psychol 1987 Apr;55(2):208-212. [Medline: 3571674]
Rosenstiel AK, Keefe FJ. The use of coping strategies in chronic low back pain patients: relationship to patient characteristics
and current adjustment. Pain 1983 Sep;17(1):33-44. [Medline: 6226916]
Wilkie DJ, Keefe FJ. Coping strategies of patients with lung cancer-related pain. Clin J Pain 1991 Dec;7(4):292-299.
[Medline: 1809442]

http://mhealth.jmir.org/2018/3/e66/

XSL• FO
RenderX

Somers et al

JMIR Mhealth Uhealth 2018 | vol. 6 | iss. 3 | e66 | p. 14
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH
32.

33.

34.

35.

36.

37.

38.

39.
40.
41.
42.

43.

44.
45.

46.
47.
48.
49.
50.
51.

52.

53.

54.

Jensen RE, Snyder CF, Abernethy AP, Basch E, Potosky AL, Roberts AC, et al. Review of electronic patient-reported
outcomes systems used in cancer clinical care. J Oncol Pract 2014 Jul;10(4):e215-e222 [FREE Full text] [doi:
10.1200/JOP.2013.001067] [Medline: 24301843]
Smith SK, Rowe K, Abernethy AP. Use of an electronic patient-reported outcome measurement system to improve distress
management in oncology. Palliat Support Care 2014 Feb;12(1):69-73 [FREE Full text] [doi: 10.1017/S1478951513000345]
[Medline: 24128592]
Somers TJ, Abernethy AP, Edmond SN, Kelleher SA, Wren AA, Samsa GP, et al. A Pilot Study of a Mobile Health Pain
Coping Skills Training Protocol for Patients With Persistent Cancer Pain. J Pain Symptom Manage 2015 Oct;50(4):553-558
[FREE Full text] [doi: 10.1016/j.jpainsymman.2015.04.013] [Medline: 26025279]
Ghazikhanian SE, Dorfman CS, Somers TJ, O'Sullivan ML, Fisher HM, Edmond SN, et al. Cognitive problems following
hematopoietic stem cell transplant: relationships with sleep, depression and fatigue. Bone Marrow Transplant 2017
Feb;52(2):279-284 [FREE Full text] [doi: 10.1038/bmt.2016.248] [Medline: 27941775]
Blumenthal JA, Babyak MA, Keefe FJ, Davis RD, Lacaille RA, Carney RM, et al. Telephone-based coping skills training
for patients awaiting lung transplantation. J Consult Clin Psychol 2006 Jun;74(3):535-544. [doi: 10.1037/0022-006X.74.3.535]
[Medline: 16822110]
Campbell LC, Keefe FJ, Scipio C, McKee DC, Edwards CL, Herman SH, et al. Facilitating research participation and
improving quality of life for African American prostate cancer survivors and their intimate partners. A pilot study of
telephone-based coping skills training. Cancer 2007 Jan 15;109(2 Suppl):414-424 [FREE Full text] [doi: 10.1002/cncr.22355]
[Medline: 17173280]
Cox CE, Porter LS, Hough CL, White DB, Kahn JM, Carson SS, et al. Development and preliminary evaluation of a
telephone-based coping skills training intervention for survivors of acute lung injury and their informal caregivers. Intensive
Care Med 2012 Aug;38(8):1289-1297 [FREE Full text] [doi: 10.1007/s00134-012-2567-3] [Medline: 22527082]
Naylor MR, Helzer JE, Naud S, Keefe FJ. Automated telephone as an adjunct for the treatment of chronic pain: a pilot
study. J Pain 2002 Dec;3(6):429-438. [Medline: 14622728]
Wall PD. The gate control theory of pain mechanisms. A re-examination and re-statement. Brain 1978 Mar;101(1):1-18.
[Medline: 205314]
Nathan PW. The gate-control theory of pain. A critical review. Brain 1976 Mar;99(1):123-158. [Medline: 183859]
Bennell KL, Ahamed Y, Bryant C, Jull G, Hunt MA, Kenardy J, et al. A physiotherapist-delivered integrated exercise and
pain coping skills training intervention for individuals with knee osteoarthritis: a randomised controlled trial protocol. BMC
Musculoskelet Disord 2012 Jul 24;13:129 [FREE Full text] [doi: 10.1186/1471-2474-13-129] [Medline: 22828288]
Price EL, Pérez-Stable EJ, Nickleach D, López M, Karliner LS. Interpreter perspectives of in-person, telephonic, and
videoconferencing medical interpretation in clinical encounters. Patient Educ Couns 2012 May;87(2):226-232 [FREE Full
text] [doi: 10.1016/j.pec.2011.08.006] [Medline: 21930360]
Bandura A. Human agency in social cognitive theory. Am Psychol 1989 Sep;44(9):1175-1184. [Medline: 2782727]
Bryant MJ, Simons AD, Thase ME. Therapist Skill and Patient Variables in Homework Compliance: Controlling an
Uncontrolled Variable in Cognitive Therapy Outcome Research. Cognitive Ther Res 1999 Aug;23(4):381-399. [doi:
10.1023/A:1018703901116]
Kazantzis N, Deane FP, Ronan K. Homework assignments in cognitive and behavioral therapy: a meta-analysis. Clin
Psychol Sci Pract 2000;7(2):189-202. [doi: 10.1093/clipsy.7.2.189]
Attkisson CC, Zwick R. The client satisfaction questionnaire. Psychometric properties and correlations with service utilization
and psychotherapy outcome. Eval Program Plann 1982;5(3):233-237. [Medline: 10259963]
Cleeland CS, Ryan KM. Pain assessment: global use of the Brief Pain Inventory. Ann Acad Med Singapore 1994
Mar;23(2):129-138. [Medline: 8080219]
Tait RC, Chibnall JT, Krause S. The Pain Disability Index: psychometric properties. Pain 1990 Feb;40(2):171-182. [Medline:
2308763]
Anderson KO, Dowds BN, Pelletz RE, Edwards WT, Peeters-Asdourian C. Development and initial validation of a scale
to measure self-efficacy beliefs in patients with chronic pain. Pain 1995 Oct;63(1):77-84. [Medline: 8577493]
Riley WT, Rothrock N, Bruce B, Christodolou C, Cook K, Hahn EA, et al. Patient-reported outcomes measurement
information system (PROMIS) domain names and definitions revisions: further evaluation of content validity in IRT-derived
item banks. Qual Life Res 2010 Nov;19(9):1311-1321 [FREE Full text] [doi: 10.1007/s11136-010-9694-5] [Medline:
20593306]
Lai J, Cella D, Choi S, Junghaenel DU, Christodoulou C, Gershon R, et al. How item banks and their application can
influence measurement practice in rehabilitation medicine: a PROMIS fatigue item bank example. Arch Phys Med Rehabil
2011 Oct;92(10 Suppl):S20-S27 [FREE Full text] [doi: 10.1016/j.apmr.2010.08.033] [Medline: 21958919]
Yanez B, Pearman T, Lis CG, Beaumont JL, Cella D. The FACT-G7: a rapid version of the functional assessment of cancer
therapy-general (FACT-G) for monitoring symptoms and concerns in oncology practice and research. Ann Oncol 2013
Apr;24(4):1073-1078. [doi: 10.1093/annonc/mds539] [Medline: 23136235]
Brooks D, Parsons J, Tran D, Jeng B, Gorczyca B, Newton J, et al. The two-minute walk test as a measure of functional
capacity in cardiac surgery patients. Arch Phys Med Rehabil 2004 Sep;85(9):1525-1530. [Medline: 15375829]

http://mhealth.jmir.org/2018/3/e66/

XSL• FO
RenderX

Somers et al

JMIR Mhealth Uhealth 2018 | vol. 6 | iss. 3 | e66 | p. 15
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH
55.
56.

57.
58.
59.

60.
61.

Somers et al

Cohen J. Statistical power analysis for the behavioral sciences. 2nd ed. Hillsdale, NJ: Lawrence Erlbaum Associates; 1988.
Rajkumar SV. UpToDate. 2016. Patient Education: Multiple Myeloma Treatment (Beyond the Basics) URL: https://www.
uptodate.com/contents/multiple-myeloma-treatment-beyond-the-basics [accessed 2018-02-27] [WebCite Cache ID
6xXLvauFi]
Niscola P, Scaramucci L, Romani C, Giovannini M, Tendas A, Brunetti G, et al. Pain management in multiple myeloma.
Expert Rev Anticancer Ther 2010 Mar;10(3):415-425. [doi: 10.1586/era.10.5] [Medline: 20214522]
Kyle RA, Gertz MA, Witzig TE, Lust JA, Lacy MQ, Dispenzieri A, et al. Review of 1027 patients with newly diagnosed
multiple myeloma. Mayo Clin Proc 2003 Jan;78(1):21-33. [doi: 10.4065/78.1.21] [Medline: 12528874]
Snowden JA, Ahmedzai SH, Ashcroft J, D'Sa S, Littlewood T, Low E, Haemato-oncology Task Force of British Committee
for Standards in Haematology and UK Myeloma Forum. Guidelines for supportive care in multiple myeloma 2011. Br J
Haematol 2011 Jul;154(1):76-103. [doi: 10.1111/j.1365-2141.2011.08574.x] [Medline: 21517805]
Bladé J, Kyle RA, Greipp PR. Presenting features and prognosis in 72 patients with multiple myeloma who were younger
than 40 years. Br J Haematol 1996 May;93(2):345-351. [Medline: 8639427]
Poulos AR, Gertz MA, Pankratz VS, Post-White J. Pain, mood disturbance, and quality of life in patients with multiple
myeloma. Oncol Nurs Forum 2001 Aug;28(7):1163-1171. [Medline: 11517849]

Abbreviations
ABMT: adult bone marrow transplant clinic
CSQ: Client Satisfaction Questionnaire
FACT: Functional Assessment of Cancer Therapy well-being
HCT: hematopoietic stem cell transplantation
mHealth: mobile health
mPCST: mobile pain coping skills training
PCST: pain coping skills training
RCT: randomized controlled trial
2MWT: 2-min walk test

Edited by G Eysenbach; submitted 27.07.17; peer-reviewed by N Marino, E Warner; comments to author 25.08.17; revised version
received 16.10.17; accepted 06.12.17; published 19.03.18
Please cite as:
Somers TJ, Kelleher SA, Dorfman CS, Shelby RA, Fisher HM, Rowe Nichols K, Sullivan KM, Chao NJ, Samsa GP, Abernethy AP,
Keefe FJ
An mHealth Pain Coping Skills Training Intervention for Hematopoietic Stem Cell Transplantation Patients: Development and Pilot
Randomized Controlled Trial
JMIR Mhealth Uhealth 2018;6(3):e66
URL: http://mhealth.jmir.org/2018/3/e66/
doi: 10.2196/mhealth.8565
PMID: 29555620

©Tamara J Somers, Sarah A Kelleher, Caroline S Dorfman, Rebecca A Shelby, Hannah M Fisher, Krista Rowe Nichols, Keith
M Sullivan, Nelson J Chao, Gregory P Samsa, Amy P Abernethy, Francis J Keefe. Originally published in JMIR Mhealth and
Uhealth (http://mhealth.jmir.org), 19.03.2018. This is an open-access article distributed under the terms of the Creative Commons
Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction
in any medium, provided the original work, first published in JMIR mhealth and uhealth, is properly cited. The complete
bibliographic information, a link to the original publication on http://mhealth.jmir.org/, as well as this copyright and license
information must be included.

http://mhealth.jmir.org/2018/3/e66/

XSL• FO
RenderX

JMIR Mhealth Uhealth 2018 | vol. 6 | iss. 3 | e66 | p. 16
(page number not for citation purposes)

