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SUMMARY 
• The approach taken to evaluate the current published scientific evidence on the 

efficacy, effectiveness and economic consequences of multidisciplinary pain 
programs (MPPs) for patients with chronic pain (CP) not related to cancer, was to 
analyze and synthesize the findings from systematic reviews (SRs) including 
meta-analyses.  Given the cost and consequences of CP, whether MPPs are 
therapeutically and financially effective are important issues of consideration. 

• MPPs in this report are defined as being a comprehensive approach that involves 
coordinated interventions among a variety of disciplines working together in the 
same facility in an integrated way with joint goals and with ongoing 
communication.  The patient is considered to be an active participant who assumes 
significant responsibility within the rehabilitation process with the staff playing a 
teaching and consulting role. 

• The rationale for MPPs as a therapeutic approach is to provide simultaneous 
assessment and management of somatic, behavioural and psychosocial components 
of CP.  MPPs aim to improve quality of life outcomes, to increase patient 
independence and to restore physical, psychological, social, and occupational 
functioning. 

• Treatment strategies available at MPPs usually vary from centre to centre in terms of 
the setting (inpatient versus outpatient), number of hours and days involved, and 
type, intensity, and nature of treatment modalities offered.  Patients seen at MPPs 
are often not representative of all those with CP and alternatively, not all CP patients 
should attend MPPs.  As tertiary centres, MPPs are generally selected for patients 
with complex and long-standing pain problems. 

• From the twelve SRs on the effectiveness of MPPs, five met the inclusion criteria.  
Four of these SRs focused on MPPs as the primary intervention of interest, whereas 
one SR considered MPPs among several other interventions. 

• The results from a recent good quality SR tend to support the effectiveness of 
intensive MPPs for chronic low back pain patients in terms of their effects on 
functional improvement and pain reduction.  The results from one clinical trial 
included in one of the SRs support the use of MPPs in patients with chronic pelvic 
pain in terms of daily activity level and self-rating scales. 

• The other SRs found limited evidence and therefore the findings were considered to 
be inconclusive regarding the effectiveness of MPPs in managing CP in other 
conditions such as fibromyalgia and widespread musculoskeletal pain, and shoulder 
and neck pain. 
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• From the five SRs on the efficiency of MPPs, only one met the inclusion criteria.  The 
authors of this good quality SR concluded that it was not possible to answer the 
question on whether MPPs are cost effective or not.  They noted a lack of economic 
evaluations within the published research on multidisciplinary management of CP. 

• A standardized operational definition for a MPP is essential to ensure that future 
program comparisons or evaluations are possible to answer the challenging 
questions such as which treatment/management strategies are effective, for which 
patient group and at what costs. 

• There is a need for research on the various aspects of the multidisciplinary 
approach.  Regional Health Authorities providing MPPs for the management of CP 
not related to cancer need to conduct appropriate evaluations.  Because the 
programs vary so much in the specific techniques used to manage pain, little is 
known about which treatment or set of treatments is responsible for the observed 
improvements or which kind of patients do best under a particular form of 
individualized treatment plan.  Maintaining and monitoring outcome data systems 
should be a top priority for any MPP. 
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INTRODUCTION 
During the last decade published research has indicated that chronic pain (CP) is 
multifactorial and several interventions both invasive and non-invasive have been 
developed.  Such procedures may take the form of either single interventions or may act 
as components of multidisciplinary pain programs (MPPs).  MPPs have been 
established to address the specific and complex needs faced by individuals with CP. 

The efficacy and effectiveness of MPPs have been questioned and their 
cost-effectiveness and other economic outcomes are contested in the current health care 
environment 1, 2. 

Chronic pain has been considered among the most disabling and costly afflictions and 
one of the most common reasons for seeking medical attention 3.  In the American 
population, people with chronic pain, many of whom have had multiple failed 
interventions, make 70 million visits to physicians and 425 million visits to alternative 
health care providers each year 4-6.  CP has a devastating effect on the lives of sufferers 
and families 7 and creates a high amount of distress and disability 8. 

SCOPE OF THE REPORT 
This is the second report of a series of documents being prepared by the Health 
Technology Assessment (HTA) Unit of the Alberta Heritage Foundation for Medical 
Research (AHFMR) in response to requests from the Calgary Health Region and Alberta 
Health and Wellness (AHW) for evidence on the efficacy, effectiveness and economic 
outcomes of MPPs for CP not associated with cancer.  A previous HTA report prepared 
by the HTA Unit at AHFMR entitled Prevalence of chronic pain: an overview 9 presented 
the challenges of answering the question on the estimated prevalence of CP in the 
general population.  Estimates varied from 10.1% to 55.2% in the heterogeneous studies 
reviewed and severe CP prevalence ranged from 8% in children to 11% in adult 
populations. 

In order to establish provincial needs for a MPP, it was necessary to provide estimates 
of the prevalence of CP in Alberta.  It was decided to use a convergence approach 
where published research on CP prevalence was analyzed (Prevalence of chronic pain: an 
overview, HTA Report 9) and AHW’s administrative data linked to the National 
Population Health Survey were analysed to estimate local prevalence in Alberta 
(Chronic Pain in Alberta: A portrait from the 1996 National Population Health Survey and the 
2001 Canadian Community Health Survey, Health Surveillance, AHW; in press). 

Using the 1996 National Population Health survey data, this report provides an 
estimate of the prevalence of CP among Albertans.  It was estimated that 11.2% of 
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Albertans suffer some level of CP and about 2.3% suffer from severe CP.  As the 
proportion of individuals suffering from CP increases with age, it is projected that CP 
will represent an important health problem as the population in Alberta ages over the 
coming decades. 

Two main questions will be addressed: 1) What is the strength of the evidence on the 
efficacy/effectiveness of MPPs in patients with CP? and 2) What is the evidence on the 
efficiency of providing MPPs for treating CP patients? 

In order to evaluate the current published scientific evidence on the efficacy, 
effectiveness and economic consequences of MPPs for patients with CP, the approach 
taken was to analyze and synthesis the findings from systematic reviews (SRs) 
including meta-analyses.  Information from Canadian clinical guidelines is also 
provided.  The search strategy and methodological approaches used for this report are 
outlined in detail in Appendices A and B.  Results from primary studies conducted after 
the completion of the most updated SRs are not included.  This limitation becomes 
important if new research results from good quality studies should alter the overall 
findings. 

BACKGROUND 
The International Association for the Study of Pain (IASP) defines pain 10 as “an 
unpleasant sensory and emotional experience associated with actual or potential tissue 
damage or described in terms of such damage”.  As a multidimensional and complex 
phenomenon made up by sensation, emotion, experience and behaviour, pain is 
considered the “5th vital sign” when evaluating patients 11.  Three general types of pain 
have been described: acute, episodic and chronic pain 12. 

CP is defined here as pain not associated with cancer that exists beyond an expected 
time frame for healing (usually taken to be three 13 or six months 14) and associated with 
protracted illness or as a symptom of a recurring condition 7, 15, 16. 

The Canadian Pain Mechanisms, Diagnosis and Management Consortium considers CP 
to have severe consequences on the physical, psychological, social, and economic 
dimensions of the lives of sufferers and families 17.  The health-related quality of life of 
CP sufferers has been documented as being among the lowest observed for any medical 
condition 18.  Many individuals have associated sleep and appetite disturbances and 
become less physically active.  These factors lead to an overall deterioration of physical 
functioning 19. 

The indirect costs for the family of patients with CP are often underestimated 20 and as 
medical costs escalate and disability increases, patients and their families feel 
progressively more distressed 21.  CP is a costly condition for society due to health care 
expenditures and indirect costs associated with disability compensations and loss of 
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productivity resulting from absenteeism 21.  Approximately 45% of Americans require 
treatment each year for pain at a cost of $85 to $90 billion 22.  When combined with the 
expense of financial compensation and loss of an estimated 700 million work days each 
year to pain related disabilities 22, means that the estimated annual cost of CP in 
America is over $100 billion 23.  Given the cost and consequences of CP, whether MPPs 
are therapeutically and financially effective are important issues for consideration 24.  
Despite the growing interest in MPPs for CP patients and health care providers, 
scepticism among third-party payers regarding the efficacy and cost-effectiveness of 
MPPs persists 21. 

Patients with CP present a clinical challenge in view of the physical, cognitive, 
emotional, behavioural and social factors that often interfere with pain management.  
The traditional biomedical model, based on a cause-and-effect approach used in 
treating acute pain, falls short when applied to CP.  When CP is treated as only a 
symptom of a body disease, the role of these very complex factors and effects are 
ignored, and result in poor treatment outcomes 25, 26. 

From a biopsychosocial perspective, CP is the result of complex interactions among 
biological changes, psychological status, and the social and cultural contexts that shape 
the diversity of its clinical presentation (severity, duration, and outcomes), as well as 
the patient’s perceptions and response to illness 11, 26, 27.  The biopsychosocial model for 
CP has allowed the development and establishment of a multi-dimensional therapeutic 
approach that recognises the complexity of the factors contributing to the individual 
expression of CP.  The rationale for such a therapeutic approach is to provide 
simultaneous assessment and management of somatic, behavioural and psychosocial 
components of CP 28. 

MULTIDISCIPLINARY PAIN PROGRAMS 
The pioneer of pain programs was John J. Bonica.  In the 1950s he developed an 
interdisciplinary approach designed to integrate the efforts of several health-care 
providers to restore function, alleviate pain wherever possible and improve pain 
management skills.  Although Bonica’s original model has changed due to 
improvements in pain treatment techniques and changes in reimbursement, the basic 
principle remains the same 29. 

There are many terms used to signify MPPs. For example terms such as “multimodal 
treatments”, “multidisciplinary facilities (multidisciplinary pain centre, and 
multidisciplinary pain clinic)”, “multidisciplinary approach”, “multicomponent 
treatments”, “interdisciplinary team”, “multidisciplinary team”, “chronic pain 
rehabilitation”, “functional rehabilitation”, “multidisciplinary care” have been used 
interchangeably in the literature to describe MPPs.  It is important therefore, to clarify 
some of the terms used: 
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• Multimodal therapy can be defined as the concomitant use of diverse, separate 
therapeutic interventions under the direction of a single practitioner 30. 

• Multidisciplinary treatment entails more than one health care discipline provider who 
may not always be “under the same roof” treating the pain condition 30, 31.  Each 
treatment stands alone without requirement for input from the other, that is, there is 
no distinct need for one discipline to synchronize therapy with the work of other 
health professionals 32. 

• Interdisciplinary treatment is a comprehensive approach that involves coordinated 
interventions among a variety of disciplines working together in the same facility in 
an integrated way with joint goals and with ongoing communication 1, 5.  
Interdisciplinary pain treatment considers the patient as an active participant who 
assumes significant responsibility within the rehabilitation process with the staff 
playing a teaching and consulting role 29, 33. 

The term “multidisciplinary” is commonly used in the research literature to define a 
comprehensive model of treatment that is most consistent with the definition of an 
“interdisciplinary” approach.  The term MPP used in this report refers to an 
interdisciplinary formulation of treatments for the management of CP. 

Characteristics of MPPs 
The IASP 34 defines four types of pain centres according to the level of 
comprehensiveness of the treatment and the range of problems treated.  The four types, 
modality-oriented clinics, pain clinics, multidisciplinary pain clinics, and 
multidisciplinary pain centres, are outlined in Table 1.  This report focuses on the latter 
two types of MPPs (interdisciplinary in nature) for CP patients. 
Table 1: IASP Classification of pain centres (adapted from 5, 14, 34, 35) 

1.  Modality-oriented clinics 
• Facilities with one or two medical 

specialities. 
• Provide treatments limited to a specific 

intervention. 
• Have no emphasis on integrated, 

comprehensive, interdisciplinary approach. 
• Do not provide comprehensive assessment 

or management of CP.  

2.  Pain clinics 
• Specialised in a particular diagnosis or 

pain associated with a specific area of the 
body. 

• Single physician, absence of 
interdisciplinary assessment and 
management. 

• Focused on diagnosis and management of 
patients with CP. 

3.  Multidisciplinary pain clinics 
• Staffed by a diverse group of health care 

professionals comprised of physicians, 
psychologists, nurses, physical therapists, 
occupational therapists, case managers, 
and other specialists working as a team.  

4. Multidisciplinary pain centres 
• Interdisciplinary in nature.  At least three 

medical specialties, physicians from two 
specialties and clinical psychologist. 

• Multiple therapeutic modalities available 
offered by a wide variety of health care 
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• Specialised in the diagnosis and 
management of CP patients.  

• May have diagnostic and treatment 
facilities, which are outpatient, inpatient or 
both. 

• Do not include research, training activities 
in the regular programs and is not affiliated 
with a major education or research 
institution. 

professionals (same as #3). 
• Affiliated with major health science institutions 

and/or universities. 
• Facilities for inpatient and outpatient services. 
• Includes research, teaching and patient care 

related to acute and CP. 
• The largest and most complex of the pain 

treatment facilities. 

The nature of treatment goals in MPPs is rehabilitative rather than curative.  Emphasis 
is on specific, definable, operable and realistic 5 outcomes rather than total pain relief.  
Instead of focusing primarily on pain, MPPs aim to improve quality of life outcomes, to 
increase patient independence and to restore physical, psychological, social, and 
occupational functioning 5.  Specific goals of MPPs for CP patients are: 

• Reduce overdependence on drugs and other treatment modalities 1, 16, 36. 
• Symptomatic improvement 35. 
• Improve physical functioning levels appropriate to age and condition 16. 
• Reduce subjective pain intensity 37. 
• Help regain independence 16. 
• Master coping techniques 1 and self-management skills 37, 38. 
• Restore the ability to function productively and satisfyingly 39. 
• Decrease inappropriate use of the health care system 40. 

Treatment strategies available at MPPs vary from centre to centre in terms of the setting 
(inpatient versus outpatient), number of hours and days involved, and type, intensity, 
and nature of treatment modalities offered.  Each perspective of an interdisciplinary 
formulation has a unique logic that defines specific methods for designing treatment 
plans for a patient with CP therefore, these plans are usually formulated on an 
individual basis for assessment, treatment, and follow-up. 

MPPs may offer pharmacological interventions, physical therapy, psychological 
(cognitive-behavioural) treatment, family counselling, patient education or vocational 
counselling and, in some instances, surgery or a variety of other non-pharmacological 
modalities.  Most programs involve medication management to simplify medication 
schedules and reduce the use of opioids 1, 14, 41.  Core staff may vary from centre to 
centre depending upon the available resources and goals of the facility.  Table 2 
presents the roles of those health care providers who are usually involved in these types 
of programs. 
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Table 2: Roles of staff members at MPPs (adapted from 5, 19) 

Staff Member Functions 

Medical director/physician • Responsible for all medical issues associated with pain complaint, 
including diagnoses and management of physiologic, anatomic and 
pathologic processes. 

• Comprehensive assessment of patient, focusing on careful 
neurological and musculoskeletal examination, review of past 
interventions, and consideration of potential medical, block and 
implantation interventions. 

• May be a psychiatrist, anaesthesiologist, neurologist or other trained 
medical professional. 

Nurse/case coordinator • Role in gathering patient histories, evaluating lifestyle issues that may 
impact patients and their response to treatment, and monitoring 
medications. 

• Co-ordination of care (case management), education, and medical 
therapy. 

Psychologist • Facilitates treatment planning through comprehensive assessments of 
the patient’s psychosocial functioning, including personality, 
psychopathology, social support, level of motivation, and coping 
resources. 

• Development of psychological interventions, including education on 
the use of self-management techniques and cognitive-behavioural 
therapy. 

Physical therapist • Comprehensive assessment, that includes evaluation of strength, 
flexibility, and physical endurance, reflexes, sensation, neurologic 
indices, range of motion, and gait and postural abnormalities.  

• Evaluation of the work site and home. 
• Provides education on active physical coping skills and management 

of physical rehabilitation.  
Occupational therapist • Provides pre- and post- treatment evaluations targeting the patient’s 

daily activities. Including work and recreational activities, with regard 
to body mechanics and energy conservation.  

• Oversees the progressive increase of functional activity to return the 
patient to the maximum normal level of activity possible.  

• Works as a liaison between employers and injured workers to 
accommodate the employee with needed job modifications. 

Medical disability case 
manager 

• Monitors patient’s progress, adherence, performance and post-
treatment development. 

• Advocates for vocational and social reactivation throughout the 
program. 

• Provides occupational planning, sequencing, and identifies 
socio-economic issues. 

Pharmacist • Comprehensive review of past and current pharmacological 
interventions including the use of herbal and homeopathic substances. 

• Provides education on appropriate use of pharmacological 
interventions. 
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MPPs have come under criticism.  It has been stated that they tend to be time 
consuming for the providers and the patients 32, 33, 37.  Debates continue on whether they 
should be offered on an outpatient or inpatient basis.  These factors influence resource 
requirements 36.  Since MPPs involve health-care providers from several disciplines, it 
has been argued that a potential shortcoming of this approach is that access to such a 
range of health-care providers is usually limited and that the patient’s care is rarely 
coordinated, even when the program considers itself to be interdisciplinary-grounded19. 

Characteristics of patients at MPPs 
Patients with CP have different characteristics based on referral patterns or 
self-selective factors.  For example, the features and characteristics of CP patients may 
be heterogeneous.  Patients seen at  MPPs are often not representative of all those with 
CP and alternatively, not all CP patients should attend MPPs 24, 35. 

As tertiary centres, MPPs are generally selected for patients with complex and 
long-standing pain problems.  Compared with community samples of individuals with 
CP, MPPs patients have previously failed less intensive interventions, have higher rates 
of opioid useage and analgesic intake, and a higher prevalence of surgery.  Likewise, 
they have greater functional impairment, experience higher levels of emotional 
problems, more constant pain and more negative attitudes about the future, and have 
been seen by a wide range of physicians resulting in a greater level of health-care 
utilization 1, 18, 24, 35. 

In view of this, it seems reasonable to assume that CP patients who attend MPPs have 
the most recalcitrant problems.  It is important to take these patient characteristics into 
consideration when evaluating the efficacy of MPPs as appropriate patient selection 
ensures that the intervention is used only for those who are most likely to benefit. 

MPPs in Alberta 
A MPP was set up on a demonstration/pilot basis in Calgary.  The Calgary Chronic 
Pain Centre (CCPC) uses an interdisciplinary approach for the assessment and 
treatment of people who experience CP in one of three areas: musculoskeletal pain, 
pelvic pain in women and daily headaches.  The pilot program (Tripartite Project) is 
currently funded by Alberta Health and Wellness, the Calgary Health Region, and is 
supported by the Alberta Medical Association.  Rationale, goals and key components of 
the program are consistent with those reported in the literature on MPPs. 

Health professionals work as a team in one location.  The assessment and treatment 
team includes: specialist physicians, family physicians, psychologists, physiotherapists, 
occupational therapists, nurses, pharmacists and kinesiologists.  Among the main 
characteristics of care provision at the CCPC are a thorough on-site assessment, 
development of an individual care plan, and the discussion of the care plan in 
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conference with the patient, family members, family physician and the CCPC team.  
The patient actively participates in the process. 

The Calgary program is but one example of the services available in Alberta for CP 
management.  In addition, other facilities in Alberta provide care to this patient group, 
each operating with different staffing, funding, and access arrangements.  These include 
the LifeMark Health Institute, The University of Alberta’s Multidisciplinary Pain Centre 
and the facilities of the Workmen’s Compensation Board, Columbia Health and Orion 
Health, amongst others. 

The Canadian Pain Mechanisms, Diagnosis and Management Consortium 17 notes that 
few cities in Canada have pain clinics that provide MPPs by an integrated team of 
specialists.  New clinics are being developed.  Only recently has the monitoring of pain 
practices been included in accreditation standards.  The revised standards from the 
Canadian Council on Health Facilities Accreditation now contain components requiring  

documentation of pain assessment and management, including patients’ responses to 
treatment for pain.  The Canadian accreditation standards give clear direction to 
Canadian hospitals that ongoing assessment of the effectiveness of pain management is 
expected 17. 

CANADIAN CLINICAL PRACTICE GUIDELINES 
Five Canadian clinical practice guidelines (CPGs) on the management of CP were 
developed by the Colleges of Physicians and Surgeons of Alberta 42, Manitoba 43, New 
Brunswick 44, Ontario 45 and the Canadian Pain Mechanisms, Diagnoses and 
Management Consortium 17.  The Colleges of Physicians and Surgeons consider the 
most appropriate therapeutic paradigm for most CP patients should follow a 
rehabilitative model rather than an acute medical model.  They also agree that the goals 
of any intervention should be functional restoration (including physical, psychological 
and social function), symptomatic relief and comfort improvement.  Several relevant 
outcomes in these guidelines include: pain reduction, limiting adverse effects, and 
reduction of pain therapy as well as quality of life improvement, optimal utilization and 
cost of services. 

The Canadian Pain Mechanisms, Diagnosis and Management Consortium 17 also 
recognises that traditional approaches to the management of CP have been generally 
unidimensional and that the multidimensional nature of CP demands a broadly based 
approach. 

All of the reviewed CPGs recommend the use of an interdisciplinary/multidisciplinary 
team approach that includes physicians, psychologists, and physical/occupational 
therapists. 

Alberta Heritage Foundation for Medical Research 
Health Technology Assessment 
 

8



Multidisciplinary pain programs for chronic pain: evidence from systematic reviews 

The Canadian guidelines do not seem to have been independently developed as they 
appear to be based on a core statement that was progressively adopted by the different 
Colleges of Physicians and Surgeons in each of the provinces (Alberta, British 
Columbia, Manitoba, New Brunswick, and Ontario).  Recommendations are based on a 
mixture of consensual and evidence-based statements.  The paucity of documentation 
on how the CPGs were developed does not allow for an evaluation on whether there 
was a biased selection of evidence, a skewed interpretation of that evidence or an 
idiosyncratic set of values that may have affected the processes 46. 

The guidelines from the College of Physicians and Surgeons of Ontario 45 provided 
information on the limitations of the guidelines and the levels of evidence on which the 
recommendations were based.  The evidence-based recommendations for the 
effectiveness of “multimodal” interventions for very specific pain syndromes are 
described in Table 3. 
Table 3: Evidence-based recommendations for multimodal interventions in CP (adapted 

from College of Physicians and Surgeons of Ontario 45) 

Condition Conclusions Level of Evidence 

Chronic Low back Pain Effective 
Recommended 

Level III (well-designed trials without 
randomisation, single group pre-post, 
cohort, time series, or matched case-
controlled studies). 

Neck with/without limb 
pain 

Recommended on the basis 
of efficacy with other CP 
syndromes 

No systematic reviews 

Generalized soft tissue 
pain 

No information. No systematic reviews. 

Pain with psychological 
factors 

Effective 
Recommended 

Level V (opinions of respected authorities, 
based on clinical evidence, descriptive 
studies, or reports of expert committees). 

Although the CPGs recommend MPPs for CP patients, the evidence for its support is 
weak.  It is not clear from the guidelines when and how MPPs should be provided.  
Differences in patient selection, types of interventions included in the programs and the 
degree of treatment intensity needed to produce a certain level of improvement, are 
factors that are not clearly described in the CPGs. 

EVIDENCE OF EFFECTIVENESS FROM SYSTEMATIC REVIEWS 
From the thirteen systematic reviews identified, five 2, 47-50 met the inclusion criteria.  
Four out of five were Cochrane Reviews 2, 48-50 (see Appendices E and F for description 
and summary of results of SRs).  Eight SRs were excluded 51-58 (see Appendix D for 
reasons of exclusion). 
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Four SRs 47-49, 57 focused on MPPs as the primary intervention of interest, whereas one 
Cochrane SR 50 considered MPPs among several other interventions. 

Flor et al. 47 conducted a meta-analysis of 65 controlled and non-controlled studies 
published from 1960 to 1990 to determine the relative effectiveness of multidisciplinary 
treatments for patients with chronic low back or heterogeneous pain.  Patients 
included in the studies (3,089 patients) were those with the greatest amount of 
psychosocial dysfunction associated with CP. 

Multidisciplinary treatment was defined by Flor et al. as an interdisciplinary approach 
in a multidisciplinary pain clinic (private, university-based practices) provided either 
on an outpatient or inpatient basis.  The interventions consisted mainly of a 
combination of psychological, medical and physical or occupational therapies.  The 
average duration of the treatments was 7 weeks (range 1 to 31 weeks) and the average 
number of hours spent in treatment was 96 hours (range from 4 to 264 hours).  The 
comparison groups were: 1) no treatment, 2) being on a waiting list, 3) medical 
treatment, 4) placebo treatment, 5) second treatment, and 6) other (not specified).  The 
outcome measures included somatic, psychophysiological, behavioural (i.e. return to 
work, use of the health care system, medication intake, observable pain behaviours, 
activity levels), and verbal-subjective measures (interference, mood and others).  
Assessments were grouped and analysed based on the time since the completion of 
treatment.  Group one studies were those whose patients were followed up for up to 6 
months after completion of treatment (short-term outcomes) and group 2 studies had 
follow up periods longer than 6 months (long-term outcomes).  The quality of primary 
studies was assessed using the Glass et al. criteria for internal validity of the study. 

The review found that multidisciplinary treatments are superior to no treatment, being 
on a waiting list and single discipline treatments (such as medical treatment or physical 
therapy) in terms of pain reduction, activity level and mood improvement, health care 
utilization, medication intake and return to work.  Treatment effects achieved with 
MPPs appeared to be maintained over time (up to 7 years).  The review concluded that 
although the studies that were assessed supported the effectiveness of multidisciplinary 
treatments, the studies were of marginal methodological quality.  The authors 
suggested that future research needed to focus on improving the quality in the study’s 
design. 

Based on ten randomized controlled trials (RCTs) published between 1966 and 1998 
(1,964 patients), Guzman et al.’s review 49 assessed the effect of multidisciplinary 
biopsychosocial rehabilitation in patients with chronic disabling low back pain.  To be 
considered a multidisciplinary biopsychosocial program, a minimum of a physical and 
one other dimension (psychological, social/occupational) needed to be provided.  The 
intervention was provided either on an inpatient or outpatient basis.  The content of the 
programs in the individual studies was variable.  There were two main program 
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categories based on duration of treatment: daily intensive programs (more than 100 
hours of therapy) and once or twice a week programs (less than 30 hours of therapy).  
Control subjects received non-multidisciplinary inpatient or outpatient rehabilitation, 
usual care, or no treatment (waiting list).  The outcome measures considered were pain 
severity, global improvement, functional status, quality of life, and employment status 
(time to return to work, proportion of patients working at follow up, or return to 
normal activities).  Short and long-term outcomes were not reported separately, as was 
the case with the Flor et al. review 47. 

Two independent reviewers using the van Tulder criteria 59 assessed the 
methodological quality of the individual studies.  Two clinical reviewers also judged 
the clinical relevance of the individual studies using a modified version of the Shekelle 
et al. criteria 60.  Due to the heterogeneity of the target populations, interventions and 
outcome measures among the individual studies, no attempt was made to combine the 
results.  The findings were summarized by strength of evidence and the nature of the 
intervention and control treatments.  Evidence was considered to be strong when 
multiple high quality RCTs produced generally consistent findings.  Evidence was 
considered to be moderate when multiple low quality RCTs or one high quality and one 
or more low quality RCTs produced generally consistent findings.  Evidence was 
considered to be limited when findings were based on one RCT, or if the findings from 
the RCTs were inconsistent. 

The review concluded that there was strong evidence to support the use of intensive 
multidisciplinary programs (> 100 hours) to improve function in CP patients when 
compared to CP patients receiving inpatient or outpatient non-multidisciplinary 
treatments.  There was moderate evidence to support this intensive approach in 
reduction of pain when compared with CP patients who received outpatient 
non-multidisciplinary rehabilitation or usual care.  Less intensive multidisciplinary 
outpatient programs (< 30 hours) did not improve pain, function or vocational 
outcomes in patients with chronic disabling low back pain when compared with those 
receiving non-multidisciplinary outpatient therapy or usual care.  The results for 
vocational outcomes were contradictory.  Some trials reported improvements in work 
readiness, while others showed no significant reduction in sickness leaves.  Few trials 
reported effects on quality of life measures or global assessments.  The authors noted 
that it is unclear whether the observed improvements are due to the intensity of the 
interventions under study or to the use of a functional restoration approach.  Due to the 
variation in the description of multidisciplinary approaches in the primary studies, the 
authors suggest that it may be inappropriate to refer patients for multidisciplinary 
rehabilitation without knowing the actual content of the specific programs. 

Karjalainen and colleagues reviewed 48 four RCTs and three clinical controlled trials 
(CCTs) published from 1966 to 1998 to assess the effectiveness of multidisciplinary 
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biopsychosocial rehabilitation for fibromyalgia and widespread musculoskeletal pain 
(1,050 patients).  To be considered as multidisciplinary, the rehabilitation program had 
to consist of a physician consultation plus a psychological, social or vocational 
intervention, or a combination of these.  The intervention could be provided either in an 
inpatient or outpatient setting.  The included studies were very heterogeneous with 
regards to populations, content of interventions and follow-up periods.  Comparison 
groups consisted of those on the waiting list, provision of education, conventional 
treatment and aerobic exercise.  Pain intensity, global status, disorder specific functional 
status, generic functional status or quality of life, ability to work (e.g. return to work, 
sickness absence), health care consumption and costs, and satisfaction with treatment 
were considered as appropriate outcome measures.  Results were not reported 
separately for short or long-term outcomes or analysed separately on treatment 
intensity. 

Two independent reviewers using the van Tulder’s criteria 59 assessed the 
methodological quality of the individual studies.  Two experts in the field of 
rehabilitation also assessed the clinical relevance of the individual studies by evaluating 
whether the patients, health care setting and interventions were sufficiently described in 
order to apply the results to current practice.  No attempts were made to perform a 
meta-analysis or to combine the results due to the heterogeneity in the target 
populations, interventions and outcome measures among the studies.  Alternatively, 
findings were summarized according to the strength of the evidence, and the nature of 
the intervention and control treatments. 

This review concluded that the level of scientific evidence regarding multidisciplinary 
programs for fibromyalgia and widespread musculoskeletal pain is limited and that 
there is no quantifiable benefit for this approach in treating these conditions. 

Another Karjalainen et al. review 2 assessed the effectiveness of multidisciplinary 
biopsychosocial rehabilitation for neck and shoulder pain (177 patients) based on one 
RCT and one controlled clinical trial (CCT) that were published between 1966 and 1998.  
The intervention under review was described as consisting of a physician consultation 
plus a psychological, social or vocational intervention, or a combination of these 
provided in either an inpatient or outpatient setting.  Duration of the intervention 
ranged from 5 to 8 weeks.  Comparison groups received traditional care or 
multidisciplinary rehabilitation with a clinical psychologist acting as a supervisor.  The 
outcome measures considered were pain intensity, global status, disorder specific 
functional status, generic functional status or quality of life, ability to work (e.g. return 
to work, sickness absence), health care consumption and costs, and satisfaction with 
treatment. 

Two independent reviewers assessed the methodological quality of the individual 
studies using the van Tulder criteria 59.  Two experts in the field of rehabilitation 
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assessed the clinical relevance of the individual studies by evaluating whether the 
patients, health care setting and interventions were described in sufficient detail to 
apply the results to current practice.  No attempt to perform a meta-analysis was made 
due to the heterogeneity in the target populations, interventions and outcome measures 
among the individual studies.  Alternatively, findings were summarized by the strength 
of the evidence and nature of the intervention and control treatments. 

On the basis of two available trials, both rated as low regarding their methodological 
quality, the review found that multidisciplinary programs for neck and shoulder pain 
did not differ from traditional care in any of the assessed outcomes at 12 and 24 months 
follow up.  The review concluded that it could not be shown that MPPs are better than 
usual care.  The level of scientific evidence regarding MPPs for neck and shoulder 
patients is limited. 

Finally, Stones et al. 50 SR was conducted to identify and review several interventions 
for treating chronic pelvic pain in women.  Several treatments (lifestyle, psychological, 
physical, medical, surgical and other therapies) were assessed.  MPP (6 months of 
duration) was compared to standard care.  Pain, quality of life, resource utilization and 
adverse outcomes were the measures reported. 

Two independent reviewers assessed the methodological quality of individual studies 
using a standard checklist developed by the Cochrane Menstrual Disorders and 
Subfertility Group based on the guidelines of the Cochrane Handbook. 

Only one high quality RCT (106 patients) compared standard care versus a 
multidisciplinary approach that included physiotherapy, psychology, attention to 
dietary and environmental factors was included.  Patients were followed over a 1 year 
period.  A multidisciplinary approach led to a positive outcome based on a self-rating 
scale and daily activity (Odds Ratio: 4.15, 95% confidence interval 1.91 to 8.99) but not 
on pain scores.  The authors concluded that there is evidence from a single RCT to 
support MPPs for chronic pelvic pain in women. 

Methodological issues in systematic reviews on efficacy and 
effectiveness of MPPs 
Four SRs 2, 47-49 assessed the effectiveness of MPPs for a variety of musculoskeletal 
problems in adult populations and one SR 50 assessed the effectiveness of a MPP, along 
with other interventions, for chronic pelvic pain.  Explicit inclusion and exclusion 
criteria regarding the participants, interventions, comparison groups and outcome 
measures were reported in all SRs.  These studies’ characteristics were not comparable.  
Whereas Guzman et al. 49, Stones et al. 50 and the two reviews by Karjalainen et al. 2, 48 
considered only RCTs and CCTs, Flor et al. 47 included controlled and non-controlled 
studies.  Estimating treatment effects in the absence of a control group and pooling 
together controlled and non-controlled studies implies a high risk for bias. 
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The reviews focused on selected clinical outcomes, ignoring data on physical 
measurements and psychological scales.  There was not a consistent assessment of the 
short-versus long-term effects and the treatment intensity of MPPs. 

The search strategy was fully described in the reviews by Guzman et al. 49, Karjalainen 
et al. 2, 48, and Stones et al. 50 and included manual searches for relevant journals and 
sometimes expert consultation.  This approach ensured that publication bias was 
minimized in these reviews, although funnel plot graphs or formal tests were not 
performed to assess this assumption.  On the other hand, the search strategy by Flor et 
al. 47 was not fully described, precluding the reproducibility of the review process. 

At least two independent reviewers in the Guzman et al. 49, Stones et al. 50, and 
Karjalainen et al. 2, 48 reviews selected the studies and extracted data using standardized 
forms.  It was not clear in the Flor et al. 47 review whether one or more reviewers 
independently selected the studies, however two independent raters coded the 
variables of interest using standardized data collection forms. 

The quality of the included studies was also independently assessed by reviewers in the 
Guzman et al. 49 and Karjalainen et al. 2, 48 reviews using a set of criteria (van Tulder 
1997, 1999) that have been shown to be comprehensive enough to judge the 
methodological quality of the included trials.  Stones et al. 50 used a standard checklist 
developed by the Cochrane Menstrual Disorders and Subfertility Group and Flor et 
al. 47 assessed the internal validity of the studies based on the Glass et al. 1981 criteria.  
It was not clear however if this quality assessment 47 was independently conducted.  It 
is interesting to note that the Guzman et al. 49 and Karjalainen et al. 2, 48 reviews added 
an assessment of the clinical relevance of individual studies.  This added component to 
the assessment helps to identify if the results may be applicable to current clinical 
practice. 

Discrepancies between the reviewers regarding selection, data extraction and quality of 
the studies were resolved through consensus in the Guzman et al. 49 and Karjalainen et 
al. 2, 48 reviews.  Stones et al. 50 resolved the disagreements through consultation with a 
third reviewer.  No attempts to calculate formal agreement measures were made in any 
of these four reviews.  Flor et al. 47 calculated a kappa agreement measure to inform 
inter-rater reliability in data extraction. 

As stated above, Flor et al. 47 pooled controlled and non-controlled studies into a 
meta-analysis, whereas Guzman et al. 49 and Karjalainen et al. 2, 48 avoided combining 
heterogeneous studies to provide single estimates of treatment effects.  This 
conservative approach may be more appropriate to avoid bias in the assessment and 
summarization of the results. 

In summary, the Cochrane SRs 2, 48-50 included in this report are of higher 
methodological quality than the earlier SR 47.  The Cochrane reviews were more 
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standardized in their reporting of the methods and presentation of the results.  This 
may be related to the fact that they were conducted more recently and that the 
methodology of SRs may have improved over time. 

EVIDENCE OF EFFICIENCY FROM SYSTEMATIC REVIEWS 
From the six reviews on the efficiency of MPPs, only one 61 met the inclusion criteria 
(see Appendices E and F for description and summary of results) and the remaining 
five were excluded 21, 24, 62-64 (see Appendix D for reasons of exclusion). 

Thomsen and colleagues 61 evaluated the available evidence on the economic 
effectiveness of MPPs in the management of CP.  Their analysis was based on 14 reports 
of nine studies (1,032 patients) published between 1966 and 1999.  Restriction to RCTs 
was not done.  Cost-analyses, cost description studies, and cost outcome descriptions 
were included.  MPPs were defined according to the IASP guidelines and at least the 
services of three different medical specialists or health care providers were required to 
meet the definition of a MPP.  CP was defined as pain lasting 6 months or more.  
Outcome measures were categorized into therapeutic measures, quality of life 
measures, and changes in resource use or benefits. 

The senior author using a methodological checklist based on O´Brien et al. 65, 
Drummond et al. 66, and Goosens et al. 67 assessed the methodological quality of the 
individual studies.  No attempts were made to perform a meta-analysis or to combine 
the results. 

Out of the four RCTs included in this SR, two RCTs were full economic evaluations, 
studies that considered both economic and health consequences for more than one 
intervention (cost-effectiveness analysis and cost-utility analysis in fibromyalgia; and 
cost-effectiveness analysis in chronic low back pain).  The intent of these two RCTs was 
to determine the importance of adding a cognitive component to an education/operant 
strategy.  A generic multidimensional quality of life instrument, a modification of the 
McMaster Utility Measurement Questionnaire, was used. 

In the RCT of MPPs for CP in patients with fibromyalgia it was found that the inclusion 
of the cognitive component increased health care costs but gave no additional 
improvement in quality of life compared with the educational component alone.  In the 
RCT of MPPs for chronic low back pain it was determined that adding the cognitive 
component to an operant treatment did not result in significant cost differences nor 
showed an improvement in quality of life when compared to operant treatment alone.  
It should be noted that these two RCTs did not allow for long term evaluations as the 
waiting list controls were taken into active treatment after only 10 weeks. 

Thomsen and colleagues observed that sensitivity analyses were performed by the 
authors of the two RCTs using a number of alternative calculations.  The results from 
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the RCTs were insensitive to particular assumptions and hence their results may be 
considered with greater confidence.  Discounting of costs, however, was not done in the 
RCTs.  Thomsen et al. 61 noted that this was a weakness in particular when dealing with 
costs and consequences that have different timing.  It is necessary to discount the 
figures and to convert future costs and benefits into comparable present values.  
Without discounting the benefits of MPPs, this approach to managing chronic pain may 
appear to be more costly. 

The remaining two RCTs for the management of chronic low back pain were incomplete 
cost-effectiveness analysis as the unit cost of resources were not identified and thus the 
resource use was not costed in monetary terms.  The authors of these two RCTs 
compared a full functional restoration program with no treatment and two shorter 
programs (active physical training plus back school and active physical training plus 
psychological pain management).  Specific instruments that focused on aspects of health 
status relevant to patients with non malignant CP were used in the RCTs. 

At four months and at one year, the full functional program was superior to no 
treatment or treatment in less intensive programs from the patients’ point of view as 
well as from an economic perspective.  Thomsen and colleagues noted that authors of 
the RCTs did not discount their figures nor conduct a sensitivity analysis to determine 
the robustness of their conclusions. 

Three of the other five studies included in this SR used control groups and were a cost 
outcome description (fibromyalgia), a cost description (chronic pain), and a cost 
analysis (chronic back pain).  Since these studies were partial analyses their results will 
not be presented. 

Thomsen and colleagues point out that there is a lack of economic evaluations within 
the research of multidiscipline pain treatment.  They conclude that not only is there an 
apparent lack of knowledge of the principles of economic evaluations; there are serious 
methodological problems in study designs and choice of outcome measures.  Outcomes 
were mostly measured in terms of different aspects of pain and physical function.  As 
CP is a complex biopsychological condition, health related quality of life measures are 
more valid indicators of whether a management strategy is effective or not.  Overall 
they conclude that it was not possible to draw any conclusions on the clinical or 
economic effectiveness of MPPs for conditions with non malignant CP. 

Methodological issues in systematic reviews on economic outcomes 
of MPPs 
Thomsen et al. 61 used explicit inclusion and exclusion criteria regarding the 
participants, characteristics of the interventions, and outcome measures.  The review 
was not limited only to the inclusion of RCTs due to the sparse number of studies 
found.  The outcome measures were defined broadly (therapeutic measures, quality of 
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life measures, and changes in resource use or benefit).  This breadth of the inclusion 
criteria suggests that it is unlikely that relevant studies were disregarded.  The search 
strategy was fully described in such a way that the strategy could be replicated.  One 
senior reviewer assessed the methodological quality of the individual studies using a 
methodological checklist based on the criteria proposed by several authors in the fields 
of epidemiological and economic evaluations.  It is unknown however if the checklist 
used allows for reliable comparisons in the quality ratings when it is applied by more 
than one reviewer. 

No attempt to conduct a meta-analysis of individual economic evaluations was made, 
avoiding the inappropriate combination of studies that were heterogeneous in both 
study design and economic analyses.  Based on the results reported in the Thompsen et 
al. review 61 it is not possible to make generalizations regarding effectiveness of MPPs 
compared to other alternatives. 

SUMMARY OF RESULTS FROM REVIEWS 
It should be highlighted that the SR 47 based on studies published between 1966 to 1990 
recommended the use of MPPs for CP patients whereas the more recent Cochrane 
reviews (studies published between 1966 to 1998) were cautious in supporting the 
effectiveness of MPPs for several CP conditions (low back pain, fibromyalgia and 
widespread pain, shoulder and neck pain, and chronic pelvic pain) (see Table 4 for 
summary of conclusions). 
Table 4: Summary of conclusions for efficacy and effectiveness of MPPs  

Condition Conclusions Level of Evidence 

Chronic Low back Pain 49 Effective Strong. Multiple high quality RCT 
producing generally consistent findings. 

Chronic pelvic pain 50 Likely to be effective Moderate. One high quality RCT. 
Fibromyalgia and 
widespread pain 48 

Inconclusive Limited. Low quality and non-powered 
RCTs. Findings among RCT were 
inconsistent. 

Neck and shoulder pain 2 Inconclusive Limited.  Low quality and non-powered 
RCTs. Findings among RCT were 
inconsistent. 

The conclusions from the four Cochrane reviews provide the best available evidence on 
the effectiveness of MPPs for CP.  Guzman et al. 49 reported that when compared to non 
multidiscipline rehabilitation or usual care there was strong evidence to support 
intensive MPPs (>100 hours) resulting in improved functional status, moderate 
evidence that intensive MPPs reduced pain, and limited evidence to support the use of 
less intensive MPPs (<30 hours) in patients with disabling low back pain.  The 
Karjalainen et al. reviews 2, 48 concluded that the evidence was limited for the 
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effectiveness of MPPs in patients with fibromyalgia and widespread musculoskeletal 
pain, and shoulder and neck pain when compared to usual care.  Stones et al. 50 
concluded that there was some evidence (from a single high quality RCT) to support 
MPPs (treatment intensity 6 months) for patients with chronic pelvic pain when 
compared to standard care resulting in positive outcomes in self-rating scales and daily 
activity level but not in pain scores. 

Caution should be exercised when generalizing the results as the programs are not 
standardized, treatment plans are usually individualized and there are no data 
demonstrating the necessary and sufficient components of MPPs.   The various 
components of the MPPs for CP were not well enough described to allow for the 
assessment of each component.  Thus, it is not known whether the observed outcomes 
may be attributable to a particular treatment modality or to the interactions among the 
multiple treatments.  Also unknown is the effect of other factors such as the duration 
and intensity of therapy required for certain conditions, the type of health care 
professionals that should be involved, and the level of involvement of the patients and 
their families.  To address the question of effectiveness for MPPs all of these variables 
when available should have been extracted from the studies and analysed. 

The authors of the SRs usually grouped the studies either according to short and long 
term outcomes or treatment intensities.  Evaluations of the effect of MPPs depend upon 
the assessment criteria used and the nature and selection of the patients who are 
treated.  Amongst the most common outcome measures used to evaluate treatment 
effects were pain reduction, medication intake, health care use, increased activity 
including return to work, and psychological and social outcomes.  The effectiveness of 
MPPs needs to be evaluated on each of these measures. 

Differences in CP treatment options and in socio-economic settings of the various 
studies must also be considered as suggested by Guzman et al. 49  “The final judgement 
will depend on societal resources, available alternatives, and the value attached to the 
observed decreases in human suffering from CP”. 

The SR by Thomsen et al. 61 provides the only evidence on the economic effectiveness of 
MPPs for patients with CP.  Based on the results of this SR, no conclusions can be 
drawn on the economic impact of MPPs.  Their review of the available evidence was 
unable to determine whether MPP was cost effective or not.  The lack of standardized 
methods to report results in economic evaluations has hampered the use of data on 
costs and financial benefits in evidence-based reviews of economic effectiveness.  Data 
were notably sparse and studies were generally of poor methodological quality.  
Another limitation of the current research is that it has not compared the economic 
advantages or disadvantages of MPPs to other alternatives such as surgery, nerve block 
and spinal cord stimulators taking into account the related costs of potentially adverse 
events and iatrogenic problems (personal communication D. Turk). 
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The choice to conduct a systematic review of systematic reviews for this report means 
that a number of important variables of interest were left unexplored.  Furthermore, 
another shortcoming of this approach is that studies published beyond 1998 were not 
included in the analyses of the findings summarized in this report. 

CONCLUSIONS 
Although the results from an earlier published SR support the effectiveness of MPPs, it 
was rated as a poor quality SR.  The results from a recent good quality SR tend to 
support the effectiveness of intensive MPPs for chronic low back pain patients in terms 
of their effects on functional improvement and pain reduction.  The Canadian clinical 
guidelines are consistent with the conclusions from this review.  The results from one 
clinical trial support the use of MPPs in patients with chronic pelvic pain in terms of 
daily activity level and self-rating scales.  The other SRs found limited evidence and 
therefore the findings were considered to be inconclusive regarding the effectiveness of 
MPPs in managing other conditions such as fibromyalgia and widespread 
musculoskeletal pain, and shoulder and neck pain. 

The Calgary Chronic Pain Centre provides multidisciplinary treatment for 
musculoskeletal, pelvic CP as well as daily headaches.  The current evidence published 
in good quality SRs support the effectiveness of MPPs for the management of patients 
with chronic low back pain and is likely to support MPPs for patients with chronic 
pelvic pain.  It is unknown whether the conclusions drawn for some CP groups apply to 
others or whether treatment effects for certain conditions will be as effective for treating 
patients with other conditions associated with CP. 

Although the descriptions of MPPs provided in the SRs were heterogeneous, it can be 
assumed that they have similarities with the program provided at the Calgary Chronic 
Pain Centre.  Although some of the SRs often did not refer to the intervention as MPP, it 
was the content of the intervention (physician consult, physical, psychological and 
social/occupational dimensions) rather than the name given to the intervention that 
was important for inclusion in this report.  Furthermore, patient involvement was not 
explicitly identified in the SRs. 

There is still a need for research on the various aspects of the multidisciplinary 
approach.  Regional Health Authorities providing MPPs for the management of CP not 
related to cancer need to set up appropriate data collection systems and conduct 
appropriate evaluations.  Because the programs vary in the specific techniques used to 
manage pain, little is known about which treatment or set of treatments is responsible 
for the observed improvements or which kind of patients do best under a particular 
form of individualized treatment plan.  A standardized operational definition for a MPP 
is essential to ensure that future program comparisons or evaluations are possible to 
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answer the challenging questions such as which treatment/management strategies are 
effective, for which patient group and at what costs. 

At present, it is not possible to make any valid recommendations regarding the optimal 
content and duration of MPPs due to the heterogeneity of the MPPs presented in the 
literature that was reviewed.  Based on current clinical practice and on published trials 
it is possible to make recommendations about content in general but what is unclear is 
what specific components are the most effective (personal communication M. van 
Tulder). 

As health resources are to be used to increase or maintain health status, there is a need 
to assess not only the clinical effectiveness of intervention strategies but also their 
efficiencies.  Based on the results of only one good quality SR it was concluded by the 
authors of that review that it was not possible to answer the question on whether MPPs 
are cost effective or not.  They noted a lack of economic evaluations within the 
published research on multidisciplinary management of CP. 

Economic consequences of MPPs should be assessed from an individual, family and 
societal perspective.  Quality of life measures are important for clinical consequences 
and economic outcomes incorporating health status valuations are useful utility 
measures. 

Maintaining and monitoring outcome data systems should be a top priority of any 
MPP.  More research is needed, especially good quality RCTs with an economic 
evaluation component, to assist future decision-making and program planning. 
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APPENDIX A: SEARCH STRATEGY 
The following databases and information sources were searched to identify the 
literature and related materials for both Sections 1 and 2: 

Database/Date Searched Terms Used 
PubMed 
<1991- January 19, 2003>  

((chronic disease AND pain) OR (chronic pain)) AND 
(multidisciplin* OR multimodal* OR multidisciplinary 
OR multi-disciplinary OR multimodal OR multi-modal 
OR interdisciplinary OR inter-disciplinary) AND 
(((systematic OR systematically OR systematical) 
AND (review OR reviews OR reviewed OR 
reviewing)) OR systematic[sb] OR metanalysis OR 
meta-analysis OR metaanalysis OR ((critical OR 
critically) AND ( (appraisal OR appraised OR 
appraise OR appraises))) 

CINAHL (Ovid) 
<1991-December 2002> 
EMBASE (Ovid) 
<1991-January 2003> 
MEDLINE (Ovid) 
<1991-January 2003> 
PsycInfo (Ovid) 
<1991-January 2003> 
EBM Reviews (Ovid) 
Cochrane Database of Systematic Reviews 
<4th Quarter 2002> 
ACP Journal Club 
<1991 to September/October 2002> 
Database of Abstracts of Reviews of 
Effectiveness 
<4th Quarter 2002> 
Cochrane Central Register of Controlled 
Trials 
<4th Quarter 2002> 

  1     chronic pain.mp 
  2     multidisciplinary.mp. 
  3     multi-disciplinary.mp. 
  4     multimodal.mp. 
  5     multi-modal.mp.  
  6     interdisciplinary.mp.  
  7     inter-disciplinary.mp.  
  8     1 and (2 or 3 or 4 or 5 or 6 or 7) 
  9     (systematic$ and review$).mp. 
10     (critical$ and apprais$).mp. 
11     (metaanaylysis or metanalysis or meta 
        -analysis).mp. 
12     8 and (9 or 10 or 11) 

BioethicsLine (Ovid) 
<1991-December 2000> 

exp* pain AND exp* chronic disease 

HealthSTAR (Ovid) 
<1991- January 2000> 

exp* pain AND exp *chronic disease 
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Database Searched Dates/Terms Used 

CRD databases 
<Up to January 2003> 
Database of Abstracts of Reviews of 
Effectiveness (DARE)  
NHS Economic Evaluations Database 
(NHSEED) 
Health Technology Assessment Database 
(HTA) 

Pain AND (multidiscipline OR interdisciplin OR 
multimodal) 

Cochrane Database of Systematic Reviews 
(Update software) 
<2002 Issue 1> 

(chronic next pain) AND (multidisciplinary OR lti-
disciplinary OR interdisciplinary OR inter-
disciplinary) 

Websites 

<Up to January 19 2003> 
CMA Practice Guidelines-CPG Infobase 
National Guideline Clearinghouse 
ECRI website  
Statistics Canada 
Health Canada 
36 INAHTA members websites 

chronic pain OR (chronic AND pain) AND 
multidisciplinary 

NEOS library catalogue Keyword search: Chronic AND pain AND (program? 
OR systematic) 

Internet websites of note: Canadian Consortium on Pain Mechanisms 
Diagnosis and Management  www.curepain.ca 
Chronic Pain Association of Canada 
www.ecn.ab.ca/cpac 
The Canadian Pain Society 
www.canadianpainsociety.ca 
North American Chronic Pain Association of 
Canada www.chronicpaincanada.org 
American Chronic Pain Association 
www.theacpa.org 
American Pain Society (annual meeting abstracts at 
Medscape.com) 
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• General exclusion of literature on pain associated with cancer. 

• It was decided that specific medical condition terms (such as, rheumatoid arthritis, 
fibromyalgia) are not used in the search because there are numerous conditions 
related to pain.  Searching for all those terms would take an extended period of time 
and generate large search results with less precision, which is not desirable for the 
time constraints. 

Manual searches of reference lists of relevant studies were done to retrieve further 
studies.  Other studies were identified by external experts.  No language restrictions 
were applied; however, specific databases for literature in other languages (e.g. 
LILACS) were not searched. 
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APPENDIX B: METHODOLOGY 
The decision to exclude SRs published before 1991 was based on the interest of the 
Information Sharing Group on CP to retrieve only fairly recent SRs in this field.  SRs 
were defined as a type of scientific study that used a replicable, systematic and 
transparent approach to search the literature, assessed the methodological quality and 
validity of primary studies, extracted, analysed and synthesized relevant data 68.  The 
SR could be qualitative or quantitative. 

Criteria for selection of SRs on effectiveness: 
Inclusion criteria:  

SRs could include controlled and non controlled studies and focus on the efficacy and 
effectiveness of MPPs (as defined by the authors of the SRs) for CP patients (as a whole 
group or according to specific diagnostic categories).  A quality assessment tool(s) was 
used to assess the methodological quality of the selected studies. 

Exclusion criteria: 

Narrative reviews or non-SRs and primary studies on MPPs were excluded.  SRs 
assessing individual interventions were excluded.  SRs on combined therapy that was 
not defined as MPP (using similar terms) were not considered. 

Data extraction and quality assessment of SR:  

One of the authors (MO) selected the relevant articles to be included in the report and 
data were extracted using standard forms.  Two reviewers (MO, CH) independently 
assessed the methodological quality of the SRs using a checklist adapted from several 
sets of criteria 69-74.  This checklist was specifically developed for the purposes of this 
report.  Briefly, the checklist includes aspects that assess appropriateness of the research 
question and methods, the search strategy, inclusion and exclusion criteria, the 
methodological quality assessment of the primary studies, the combination of the 
results from primary studies, and the interpretation of findings.  To ensure that the 
checklist developed was reliable, a simple agreement measure was estimated (86%) 
based on the independent ratings from both researchers.  Discrepancies in quality 
appraisal were then solved by discussions (see Appendix C for a summary of the critical 
appraisal of SRs).  No attempts to contact the authors for clarification were made. 

Criteria for selection of SRs on efficiency: 
Inclusion criteria:  

SRs as defined could include controlled and non controlled studies.  They should focus 
on economic evaluations of MPPs (cost-benefit, cost-effective and cost-utility analyses) 
for CP patients (as a whole group or according to specific diagnostic categories) and use 
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Multidisciplinary pain programs for chronic pain: evidence from systematic reviews 

of an appropriate quality assessment tool(s) to assess the methodological quality of the 
selected studies. 

Exclusion criteria: 

The same as defined for SRs on effectiveness.  SRs on financial compensation and 
disability claims were excluded. 

Data extraction and quality assessment of SR:  

One of the authors (MO) selected relevant articles to be included in the report and data 
were extracted using standard forms.  Considering that the methodology of 
summarizing the findings of economic evaluations is not as well established as that 
applied to systematic reviews on clinical effectiveness, a formal critical appraisal of the 
SRs on economic studies was not conducted.  Nonetheless, criteria suggested by 
Jefferson et al. 75 were applied by one of the reviewers (MO).  Briefly, this set of criteria 
refers to the comprehensiveness of the search strategy, if the inclusion criteria used to 
select individual studies were appropriate, if the assessment of the studies was 
reproducible, if the design/or methods and/or topic of included studies were broadly 
comparable, if the overall results are reproducible and if the results would help to guide 
resource allocation. 

Results and data report: 
A qualitative analysis of the results is presented in the text of this report.  Appendices E 
and F summarize the characteristics and main findings reported in each of the SRs. 
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APPENDIX C: CRITICAL APPRAISAL OF SYSTEMATIC REVIEWS ON THE EFFICACY AND EFFECTIVENESS OF MPPS 
FOR CP (adapted from 69-74) 

STUDIES 
CRITERIA 

Guzman et al. 2002 49 Karjalainen et al. 
2002 2 

Karjalainen et al. 
2002 48 

Stones et al. 
2002 50 

Flor et al. 
1992 47 

Study question formulated ● ● ● ● ● 
Participants ● ● ● ● ● 
Interventions ● ● ● ● ● 
Comparators ● ● ● ● ◐ 
Outcome measures ● ●  ● ● 

Ex
pl

ic
it 

in
cl

us
io

n/
ex

cl
us

io
n 

cr
ite

ria
 

Study design (RCT and/or CCT only) ● ● ● ● ◐ 

Electronic databases described ● ● ● ● ● 

S st
ra

te
gy

 
ea

rc
h 

Other sources described ● ● ● ● ● 

Standard data extraction method ● ● ● ● ◌ 
Independent extraction by at least two reviewers ● ● ● ● ● 

D
at

a 
ex

tra
ct

io
n 

Measure of inter-rater agreement ◌ ◌ ◌ ◌ ● 

Criteria used to assess the validity of included studies ● ● ● ● ● 

Q
as

se
ss

m
en

t 
ua

lit
y Inter-observer agreement for quality assessment 

reported 
◌ ◌ ◌ ◌ ◌ 
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APPENDIX C: CRITICAL APPRAISAL OF SYSTEMATIC REVIEWS ON THE EFFICACY AND EFFECTIVENESS OF MPPS 
FOR CP (adapted from 69-74) (cont’d) 

Qualitative review ● ● ● N/A N/A 
Meta-analysis N/A N/A N/A ● ● 

D
at

a 
sy

nt
he

si
s 

Overall pooling N/A N/A N/A ● ● 

Precision of the results reported  N/A N/A N/A ● ● 
Tests of homogeneity N/A N/A N/A ● ◌ 

 

Test for publication bias ◌ ◌ ◌ ◌ ● 
Conclusions supported by results ● ● ● ● ● 

C
on

cl
us

io
ns

 

Methodological limitations discussed ● ● ● ● ● 

Conflict reported (if any) ● ● ● ● ◌ 

 

Source of funding stated ● ● ● ● ◌ 

STUDIES 
CRITERIA 

Guzman et al. 2002 49 Karjalainen et al. 
2002 2 

Karjalainen et al. 
2002 48 

Stones et al. 
2002 50 

Flor et al. 
1992 47 

Reported: ● 

Partially reported: ◐  

Not reported: ◌ 
Not applicable: N/A 
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APPENDIX D: EXCLUDED SYSTEMATIC REVIEWS 
Table 5: Excluded systematic reviews on efficacy and effectiveness of MPPs for CP 

Authors Title Comments (reasons for exclusion) 

Aker PD, Gross AR, 
Goldsmith CH, Peloso P 
(1996) 56 

Conservative management of 
mechanical neck pain: 
systematic overview and meta-
analysis.  BMJ 1996;313:1291-
1296 (23 November) 

Did not assess explicitly 
multidisciplinary programs.  Individual 
interventions were assessed. 

Cutler RB, Fishbain DA, 
Rosomoff HL, Abdel-Moty 
E, Khalil TM, Rosomoff 
RS (1994) 57 

Does nonsurgical pain center 
treatment of chronic pain return 
patients to work? A review and 
meta-analysis of the literature 
Spine 19(6): 643-652. 

The study did not fully meet the 
definition of a SR.  An evaluation of the 
methodological quality or validity of 
individual studies was not conducted. 

Guzman J, Esmail R, 
Karjalainen K, 
Malmivaara A, Irvin E, 
Bombardier C (2001) 51 

Multidisciplinary rehabilitation for 
chronic low back pain: 
systematic review.  BMJ 2001; 
322(7301): 1511-6. 

Duplicate publication. 

Morley S, Eccleston C, 
Williams A (1999) 53 

Systematic review and meta-
analysis of randomized 
controlled trials of cognitive 
behaviour therapy and behaviour 
therapy for chronic pain in 
adults, excluding headache. 
Pain 1999; 80 1-13. 

Focused on cognitive behaviour 
therapy and behaviour therapy.  

Oliver K, Cronan TA, 
Walen HR (2001) 52 

A review of multidisciplinary 
interventions for fibromyalgia 
patients: where do we go from 
here? J Musculoskeletal Pain 
2001; 9(4): 63-80 

The study did not fully meet the 
definition of a SR.  An evaluation of the 
methodological quality or validity of 
individual studies was not conducted. 

Rossy LA, Buckelew S, 
Dorr N, Hagglund KJ, 
Thayer JF, McIntosh MJ, 
Hewett JE, Johnson JC 
(1999) 54 

A meta-analysis of fibromyalgia 
treatment interventions.  Ann 
Behav Med 1999; 21: 180-191. 

Focused on “nonpharmacological 
treatments” that combined “physically-
based and psychologically-based 
treatments” with no further definition.  
Combined interventions are not 
equivalent to the multidisciplinary 
definition provided in this report. 

Sim J, Adams N (2002) 58 Systematic review of 
randomized controlled trials of 
nonpharmacological 
interventions for fibromyalgia.  
Clin J Pain 2002;18(5):324-36. 

Multidisciplinary treatments were not 
considered but combinations of 
therapies (such as integrated group 
therapy, education plus physical 
therapy and relaxation) that do not fit 
the definition of multidisciplinary 
treatments considered in the report 
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Multidisciplinary pain programs for chronic pain: evidence from systematic reviews 

Table 5: Excluded systematic reviews on efficacy and effectiveness of MPPs for CP 
(cont’d) 

Authors Title Comments (reasons for exclusion) 

van Tulder MW, Koes 
BW, Bouter LM (1997) 55  

Conservative treatment of acute 
and chronic non-specific low 
back pain.  A systematic review 
of randomized controlled trials of 
the most common interventions.  
Spine 1997; 22 (18) 2128-2156.  

Individual interventions were 
assessed. 

Table 6: Excluded systematic reviews on economic evaluation of MPPs for CP 

Authors Title Comments (reasons for exclusion) 

Okifuji A, Turk DC, 
Kalauokalani D (1999) 21 

Clinical outcome and economic 
evaluation of multidisciplinary 
pain centers. Handbook of pain 
syndromes:  Biopsychosocial 
perspectives.1999. Block, 
Andrew R.; Kremer, Edwin F; et 
al. (eds). Lawrence Erlbaum 
Associates, Inc., Publishers, 
Mahwah, NJ.  

Narrative review 

Rohling ML, Binder LM. 
(1995) 63 

Money matters: a meta-analytic 
review of the association 
between financial compensation 
and the experience and 
treatment of chronic pain. Health 
Psychology 1995; 14(6): 537-
547. 

The review was focused on disability 
compensation. 

Turk DC, Okifuji A. (1998) 
24 

Efficacy of multidisciplinary pain 
centres: an antidote to 
anecdotes. Bailliere’s Clin 
Anaesth 1998; 12:103-119. 

Narrative review 

Turk DC, Okifuji A (1998) 
62 

Treatment of chronic pain 
patients: clinical outcomes, cost-
effectiveness, and cost-benefits 
of multidisciplinary pain centers. 
Critical Review in Physical & 
Rehabilitation Medicine 1998; 
10(2):181-208 

Narrative review 

Turk DC (2002) 64 Clinical effectiveness and cost-
effectiveness of treatments for 
patients with chronic pain.  Clin J 
Pain 2002;18(6):355-365. 

Narrative review 
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APPENDIX E: SUMMARY OF SYSTEMATIC REVIEWS 
Table 7: Summary of systematic reviews on efficacy and effectiveness of MPPs for CP 

Review Type of 
analysis 

Condition under 
study 

Characteristics 
of the 

intervention 

Follow-up periods 
considered 

Flor et al. 47 Meta-analysis 
65 controlled 
and non 
controlled trials 

Chronic low back 
pain or 
heterogeneous 
pain (3089 
patients) 

7 weeks of 
duration (range 1 
to 31 weeks) 
96 hours of 
treatment (range 
4 to 264 hours) 

Up to 6 months (short-
term) 
Longer than 6 months 
(long-term) 

Guzman et al. 
49 
(Cochrane 
review) 

Qualitative 
review 
10 RCTs 

Chronic disabling 
low back pain 
(1964 patients) 

More than 100 
hours of therapy 
Less than 30 
hours of therapy  

Information not 
available from the 
article 

Karjalainen et 
al. 48  
(Cochrane 
review) 

Qualitative 
review 
4 RCTs, 3CCTs 

Fibromyalgia and 
widespread 
musculoskeletal 
pain (1050 
patients) 

Information not 
available from 
the article 

Information not 
available from the 
article 

Karjalainen et 
al. 2 
(Cochrane 
review) 

Qualitative 
review 
1 RCT, 1 CCT 

Neck and 
shoulder pain 
(177 patients) 

5 to 8 weeks of 
treatment 

Up to 12 months 
More than 24 months 

Stones et al. 50 
(Cochrane 
review) 

 Meta-analysis 
1 RCT 

Chronic pelvic 
pain (106 
patients) 

6 months of 
treatment 

1 year 

 
 
Table 8: Summary of systematic reviews on economic evaluations of MPPs for CP 

Review Type of 
analysis 

Condition under 
study 

Characteristics 
of the 

intervention 

Follow-up periods 
considered 

Thomsen et al. 
61 

Qualitative 
review 

Chronic pain 
(1032 patients) 

2 to 10  weeks of 
duration  
 

6 months to up to 5 
years 
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APPENDIX F: CHARACTERISTICS OF INCLUDED SYSTEMATIC REVIEWS 
Table 9: Characteristics of included systematic reviews on efficacy and effectiveness of 

MPPs for CP 

Study Characteristics of the study 

Question / objectives: 
• To determine the relative effectiveness of multidisciplinary treatment for 

patients with chronic low back or heterogeneous pain. 
Inclusion / Exclusion criteria: 
Type of studies:  
• Controlled and non-controlled studies  
• Predictive studies with a single post-treatment assessment, or single case 

presentations were excluded. 
• Language restrictions not reported. 
Type of participants and condition under study: 
• Patients with chronic low back or heterogeneous pain. No other restrictions 

were applied in advance. 
Type and definition of intervention and comparison groups: 
• Interdisciplinary approach in a multidisciplinary pain clinic. No further 

description in advance. 
• Comparison groups considered: no treatment, waiting list, medical 

treatment, placebo treatment, second treatment, other (no specified). 
• Studies were excluded if single or combined interventions other than 

multidisciplinary interventions were assessed. 
Type of outcome measures considered: 

Somatic. 
Behavioural (return to work, use 
of health care system, medication 
intake, observable pain 
behaviour, activity levels). 

Pain. 
Verbal-subjective (interference, 
mood, other). 
Short-term and long-term effects. 
Psychophysiological. 

Search strategy: 
Electronic databases: 

Flor et al. 1992 47 

• 

• 

Studies published from 1960 to 
1990. 
MEDLARS (years not reported). 

Other searches: 
• 

• 

• 
• 

Hand searching of relevant 
journals 
Trace of publications in reference 
list of relevant articles 

 

PsychInfo (years not reported). 
Search terms not reported. 

• 
• 

• 
• 

• 
• 
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Table 9: Characteristics of included systematic reviews on efficacy and effectiveness of 
MPPs for CP (cont’d) 

Study Characteristics of the study 

Methods of the review: 
Selection of studies and data extraction:  
• 
• 
• 
• 

Two independent raters coded the variables of interest.  
Use of standardized data collection forms unclear. 
Inter-rater reliability was computed for a random sample (kappa: 0.88%). 
Disagreements in data extraction were resolved by discussion. 

Criteria to assess the validity of primary studies: 
• Use of four criteria to assess the internal validity of the study (based on 

Glass et al. 1981). 
• It is not clear if quality assessment was made by one or more independent 

reviewers. 
Analysis of data: 
• Meta-analysis of 65 studies (3089 patients). 
• Statistical measures: overall within- and between group effect sizes. 
• Heterogeneity between study results was not formally assessed. 

Flor et al. 1992 47 
(cont’d) 

Results and additional comments: 
• Multidisciplinary treatments for chronic low back pain are superior to no 

treatment, waiting list and single discipline treatments in terms of pain 
reduction, activity level, mood improvement, reduction on health care 
utilization, and increased return to work. Effects appear to be stable over 
time (follow-up intervals averaging 95 weeks post-treatment). 

• Methodological quality of studies included in the meta-analysis was poor. 
Therefore, results must be interpreted cautiously. 

• Meta-analysis combined controlled and non-controlled studies. 
Question / objectives: 
• To assess the effect of multidisciplinary biopsychosocial rehabilitation 

(MBPSR) on clinically relevant outcomes in subjects with chronic disabling 
low back pain. 

Guzman et al. 2002 
49 
 
Cochrane Review 

Inclusion / Exclusion criteria: 
Type of studies: 
• RCT.  
• No language restrictions. 
Type of participants and condition under study: 
• Adults (over 18 years) 
• Severe low disability secondary to low back pain for more than 3 months. 
• Studies on specific low back pain (due to infection, cancer, vertebral fracture 

or ankylosing spondylitis) were excluded. 
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Table 9: Characteristics of included systematic reviews on efficacy and effectiveness of 
MPPs for CP (cont’d) 

Study Characteristics of the study 

Type and definition of intervention and comparison groups: 
• MBPSR compared to a non-multidisciplinary control intervention. 
• To be considered MBPSR a minimum of a physical and one of the other 

dimensions (psychological or social/occupational) had to be present. 
• Back school intervention was excluded, unless it was part of a 

comprehensive program that fulfilled the MBPSR criteria. 
Type of outcome measures 
considered: 
• Pain severity 
• Functional status 
• Employment status 

 
 

• Global improvement 
• Quality of life 

Search strategy: 
Electronic databases: 
• Medline (1966 to June 1998) 
• CINAHL (1982 to June 1998) 
• The Cochrane Library (Issue 2, 

1998) 

• EMBASE (1980 to June 1998) 
• Health STAR (1975 to June 1998) 
• Search terms reported. 

Other searches: 
• Citation tracking.  
• Consultation with experts. 

 
• Hand searching of journals. 

Guzman et al. 2002 
49 (cont’d) 
 

Methods of the review: 
Selection of studies and data extraction:  
• Two reviewers independently selected the trials. 
• Data extracted by two reviewers using a standard pre-tested data extraction 

form. 
• Discrepancies between reviewers were solved by consensus. 
Criteria to assess the validity of primary studies: 
• Quality assessment by two independent reviewers. Discrepancies resolved 

by consensus or by a third reviewer. 
• A scheme recommended by the Back Review Group of the Cochrane 

Collaboration (Van Tulder criteria 59) was used to assess the methodological 
quality of the studies.  

• Two clinical reviewers assessed the clinical relevance using the Shekelle et 
al. criteria 60. 

Analysis of data 
• Qualitative analysis. 
• Results reported according to strength of evidence (strong, moderate, 

limited). 
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Table 9: Characteristics of included systematic reviews on efficacy and effectiveness of 
MPPs for CP (cont’d) 

Study Characteristics of the study 

Guzman et al. 2002 
49 (cont’d) 
 

Results and conclusions: 
• Ten RCT (12 randomised comparisons) were included (1964 patients). 
• There is strong evidence that intensive MBPSR (more than 100 hours of 

therapy) with a functional restoration approach improves function when 
compared with inpatient or outpatient non-multidisciplinary treatments. 

• There is moderate evidence that intensive MBPSR with a functional 
restoration approach reduces pain when compared with outpatient non-
multidisciplinary rehabilitation or usual care. 

• For less intensive outpatient MBPSR (once or twice a week programs with 
less than 30 hours of therapy) beneficial effects on pain, function or 
vocational outcomes could not be demonstrated when compared with non-
multidisciplinary outpatient therapy or usual care. 

• Results on quality of life and vocational outcomes are ambiguous.  
• It is unclear whether the shown improvements are due to the intensity of the 

tested interventions or to their functional restoration approach. 
• Given the variability across multidisciplinary treatments, it may be 

inappropriate to refer patients for multidisciplinary rehabilitation without 
knowing the actual content of the MBPSR program.  

Question / objectives: 
• To determine the effectiveness of multidisciplinary rehabilitation for 

fibromyalgia and widespread musculoskeletal pain in working age adults. 

Karjalainen et al. 
2002 48 
 
Cochrane Review Inclusion / Exclusion criteria: 

Type of studies:  
• Randomised controlled trials (RCT) and clinical controlled trials (CCT). 
• Studies published in languages other than English were included. 
Type of participants and condition under study: 
• “Working age adults” (18 to 65 years). 
• Fibromyalgia and widespread musculoskeletal pain. 
• Acute trauma, osteoporosis, postoperative pain, neoplasms, inflammatory or 

neurologic disease were excluded. 
Type and definition of intervention and comparison groups: 
• Inpatient or outpatient multidisciplinary rehabilitation program compared to 

several interventions (waiting list controls, education, aerobic exercise and 
conventional treatment). 

• Definition of the intervention: Physician’s consultation plus a psychological, 
social or vocational intervention, or a combination of these. 

• Predominantly medical rehabilitation (i.e. medical treatment and 
physiotherapy) was excluded.  
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Table 9: Characteristics of included systematic reviews on efficacy and effectiveness of 
MPPs for CP (cont’d) 

Study Characteristics of the study 

Type of outcome measures considered: 

• Pain intensity. 
• Global status. 
• Disorder specific functional status. 
• Generic functional status or quality 

of life. 

• Ability to work. 
• Health care consumption and costs. 
• Satisfaction with treatment. 

Search strategy: 
Electronic databases: 
• Medline (1966 to 1998). 
• PsycLIT (1967 to 1998). 
• EMBASE (1988 to April 1998). 
• Cochrane Controlled Trials 

Register (CCTR). 

• Cochrane Musculoskeletal Group 
trials register 

• Medic database (from Finland, 
1978 to 1998). 

• Science Citation Index search. 
• Search terms reported. 

Other searches: 
• Experts in rehabilitation area were contacted. 

Karjalainen et al. 
2002 48 (cont’d) 
 

Methods of the review: 
Selection of studies and data extraction:  
• Four reviewers independently selected the trials. 
• Data independently extracted by two reviewers using a standardized form. 
• Disagreements in selection and data extraction were discussed in 

consensus meetings. 
Criteria to assess the validity of primary studies: 
• Quality assessment by two independent reviewers. Disagreements resolved 

by consensus method. 
• Criteria list of Van Tulder 59 to assess methodological quality of studies. 
• Two experts in the field of rehabilitation assessed the clinical relevance of 

included studies. 
Analysis of data: 
• Qualitative analysis. 
• Results reported according to strength of evidence (strong, moderate, 

limited). 
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Table 9: Characteristics of included systematic reviews on efficacy and effectiveness of 
MPPs for CP (cont’d) 

Study Characteristics of the study 

Karjalainen et al. 
2002 48 (cont’d) 
 

Results and conclusions: 
• Included seven studies (1050 patients). Four RCT on fibromyalgia; three 

RCT on widespread musculoskeletal pain.  Wide variation in the precision by 
which patients, setting, interventions and follow-up were described. 

• Poor overall methodological quality of the studies. 
• Limited evidence available suggests that there is no quantifiable benefit of 

multidisciplinary rehabilitation for fibromyalgia.  Behavioural treatment and 
stress management may be important components of these programs, as 
well as education combined with physical training in long-term follow up. 

• Based on low quality and inconsistent evidence on widespread 
musculoskeletal pain, multidisciplinary rehabilitation was graded as 
ineffective. 

• The level of research-based scientific evidence regarding effectiveness of 
multidisciplinary rehabilitation for fibromyalgia and widespread 
musculoskeletal pain is limited. 

• Evidence for clinical recommendations was insufficient. 
Question / objectives: 
• To determine the effectiveness of MBPSR for neck and shoulder pain among 

working age adults. 

Karjalainen et al. 
2002 2 
 
Cochrane Review Inclusion / Exclusion criteria: 

Type of studies: 
• Randomised controlled trials (RCT) and clinical controlled trials (CCT). 
• Studies published in languages other than English were included. 
Type of participants and condition under study: 
• “Working age adults” (18 to 65 years). 
• Neck and shoulder pain. 
• Acute trauma, neoplasms, inflammatory or neurologic disease and 

postoperative pain and osteoporosis were excluded. 
Type and definition of intervention and comparison groups: 
• Inpatient or outpatient multidisciplinary rehabilitation program compared to 

traditional care, and against a group receiving multidisciplinary rehabilitation 
but with a clinical psychologist as supervisor. 

• Intervention had to include physician’s consultation plus a psychological, 
social or vocational intervention, or a combination of these. 

• Predominantly medical rehabilitation (i.e. medical treatment and 
physiotherapy) was excluded.  

Type of outcome measures considered: 
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 • Pain intensity. 
• Global status. 
• Disorder specific functional 

status. 
• Generic functional status or 

quality of life. 

• Ability to work. 
• Health care consumption and costs. 
• Satisfaction with treatment. 
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Table 9: Characteristics of included systematic reviews on efficacy and effectiveness of 
MPPs for CP (cont’d) 

Study Characteristics of the study 

Search strategy: 
Electronic databases: 
• Medline (1966 to 1998). 
• PsycLIT (1967 to 1998). 
• EMBASE (1988 to April 1998). 
• Cochrane Library. 

• Medic database (from Finland, 1978 
to 1998) 

• Science Citation Index searches. 
• Search terms reported. 

Other searches: 
• Reference checking. 

 
• Experts’ consultation in the 

rehabilitation field. 
Methods of the review: 
Selection of studies and data extraction:  
• Four reviewers independently selected the trials. 
• Data extracted by two blinded reviewers using a standard pre-tested data 

extraction form. 
• Discrepancies between reviewers were solved in consensus meetings. 
Criteria to assess the validity of primary studies: 
• Quality assessment by two independent reviewers.  Discrepancies resolved 

by consensus. 
• Criteria list of Van Tulder 59 to assess methodological quality of studies. 
• Two experts in the field of rehabilitation assessed the clinical relevance of 

included studies.  
Analysis of data: 
• Qualitative analysis. 
• Results reported according to strength of evidence (strong, moderate, 

limited) 

Karjalainen et al. 
2002 2 (cont’d) 
 

Results and conclusions: 
• Included two studies (177 patients). 
• Poor overall methodological quality of the studies. 
• The level of research-based scientific evidence regarding effectiveness of 

multidisciplinary rehabilitation for neck and shoulder pain was graded as 
limited. 

• There is insufficient evidence for clinical recommendations to be made about 
the magnitude and duration of the effectiveness of multidisciplinary 
rehabilitation compared to control interventions. 
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Table 9: Characteristics of included systematic reviews on efficacy and effectiveness of 
MPPs for CP (cont’d) 

Study Characteristics of the study 

Question / objectives: 
• To identify and review treatments for chronic pelvic pain in women in the 

reproductive age group. 
Inclusion / Exclusion criteria: 
Type of studies: 
• RCT. 
• No language restrictions. 
Type of participants and condition under study: 
• Women in the reproductive age group (not further defined). 
• Chronic pelvic pain (patients diagnosed with pelvic congestion syndrome or 

adhesions). 
• CP caused by endometriosis, primary dysmenorrhoea, pain due to active 

chronic pelvic inflammatory disease, or irritable bowel syndrome was 
excluded. 

Type and definition of intervention and comparison groups: 
• Interventions of interest may be lifestyle, psychological, medical, surgical 

and other treatments. 
• Multidisciplinary treatment was compared against referral to standard clinic 

(no further description). 
Type of outcome measures considered: 
• Pain scores in rating scales. 
• Resource utilization by patients, 

family, practitioners and hospitals. 
• Adverse outcomes. 

• Quality of life. 
• Other measures: mood, sexual 

function, time off work. 

Search strategy: 
Electronic databases: 
• Medline (1966 to 1998). 
• Cochrane Library (Database 

CENTRAL/CCTR) 

• Embase (1987 to present) 
• Search terms reported. 

Stones et al. 2002 50 
 
Cochrane Review 

Other searches: 
• Hand searches in relevant journals, conference proceedings. 
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Table 9: Characteristics of included systematic reviews on efficacy and effectiveness of 
MPPs for CP (cont’d) 

Study Characteristics of the study 

Methods of the review: 
Selection of studies and data extraction:  
• Two reviewers independently selected the trials. 
• A third reviewer acted as arbiter to solve disagreements in study selection. 
• Data independently extracted by two reviewers using forms designed 

according to Cochrane guidelines. 
Criteria to assess the validity of primary studies: 
• Quality assessment by two independent reviewers. Discrepancies resolved 

by consultation with a third reviewer. 
• Standard checklist developed by the Cochrane Menstrual Disorders and 

Subfertility Group to assess methodological quality of studies. 
Analysis of data: 
• Meta-analysis (Odds ratio under a fixed model effect). 
• Test for heterogeneity (Chi-square test). 

Stones et al. 2002 50 
(cont’d) 
 

Results and conclusions: 
• A single high quality RCT of multidisciplinary approach (physiotherapy, 

psychology, and attention to dietary and environmental factors) versus a 
conventional approach for women with chronic pelvic pain was identified (N 
= 106). 

• The use of a multidisciplinary approach led to a positive outcome in a self-
rating scale and daily activity but not in pain scores. 

• Currently available information about treatment of women with chronic pelvic 
pain provides some support for the use of a multidisciplinary approach to 
assessment and treatment.  Nonetheless, conclusions are based on a single 
RCT. 

Question / objectives: 
• To evaluate available evidence on the economic effectiveness of 

multidisciplinary pain treatment in CP patients. 

Thomsen et al. 2001 
61 
 

Inclusion / Exclusion criteria: 
Type of studies:  
• Reports concerning economic evaluations of MPP for non-cancer CP. 

Restrictions to RCT were not made.  Cost analyses, cost description studies, 
cost outcome descriptions were included. 

• No language restrictions. 
Type of participants and condition under study: 
• CP should be defined as pain lasting for 6 months or more. 
• Studies on acute and sub acute pain as well as trials on cancer patients 

were excluded.  
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Table 9: Characteristics of included systematic reviews on efficacy and effectiveness of 
MPPs for CP (cont’d) 

Study Characteristics of the study 

Type and definition of intervention and comparison groups: 
• MPPs were defined according to the IASP guidelines: MPP requires at least 

three different medical specialists or health care providers. 
Type of outcome measures considered: 
• Therapeutic measures. 
• Quality of life measures. 
• Changes in resource use or benefits. 

Search strategy: 
Electronic databases: 
• Medline (1966 to 1999). 
 

• EMBASE (1988 to 1999). 
• Search terms reported. 

Other searches: 
• Reference list of reports identified. 

Thomsen et al. 2001 
61 (cont’d) 
 

Methods of the review: 
Selection of studies and data extraction:  
• It was not clear if one or more reviewers selected the studies. 
• Use of a standardised form: not reported. 
Criteria to assess the validity of primary studies: 
• Quality assessment by the senior author.  
• A methodological checklist based on O’Brien et al. 65, Drummond et al. 66 76 and 

Goossens et al. 67 was used to categorize and select reports.  
Analysis of data 
• Qualitative analysis. 

 Results and conclusions: 
• Fourteen reports of nine studies evaluating the economic consequences of MPP 

in CP patients were identified (1032 patients).  
• Four studies were RCT. Two RCT were full economic evaluations (cost-

effectiveness analysis and cost-utility analysis in fibromyalgia and cost-
effectiveness analysis in chronic low back pain).  Two RCT were intended to be 
cost-effectiveness analyses (in chronic low back pain).  

• Five studies were a mix of non-controlled and controlled studies: one cost-
analysis (in chronic back pain), two cost-outcome descriptions (in CP and 
fibromyalgia, respectively), one cost description (in chronic low back pain) and 
one study on the quality of resources (in CP, not otherwise defined).  

• Poor overall methodological quality of the studies in terms of cost 
measurements. 

• Standard methods of costing and outcome measurement were not appropriately 
used. 

• Due to methodological problem in study designs and outcome measures used in 
individual studies, it was not possible to draw conclusions on clinical or 
economical effectiveness. 
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