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ABSTRACT

Chronic pain is one of the most common reasons for visit to primary medical centers. Evidences show that
cognitive-behavioral therapy is the effective therapy in chronic pains. The present study evaluates the effectiveness
of cognitive-behavioral therapy on alexithymia and pains self-efficacy of patients with chronic pain. For this
purpose, in a quasi-experimental plan and pre-test and post-test kind with control group, 45 patients with chronic
musculoskeletal pain who visited to the therapeutic-sanitary centers in Ahwaz city were selected by using the
available sampling method and they were assigned randomly in two experimental and control groups. Groups were
tested in terms of alexithymia and self-effectiveness of pain at first. Then behavioral-cognitive training was
presented in the time of 8 sessions of 90 minutes to the group and after ending the training program and three
month consistency period, both groups were tested in terms of alexithymia and self-efficacy of pain. analyzing data
by multivariate covariance method showed that the behavioral-cognitive therapy has been effective on alexithymia
and pain intensity of patients with chronic musculoskeletal pain and these effects remain on patients in the high
amount in the consistency stage, too. According to the results, behavioral-cognitive therapy causes to increasing the
self-efficacy of pain and reducing the alexithymia and harmful effects of pain to the least level by changing non-
efficiency behaviors, correction of adverse cognitions and destructive emotions related to pain.

Keywords. accepting and commitment, cognitive emotion reguatsensitivity anxiety, cognitive disorder, self-
efficacy

INTRODUCTION

Human may experiences the pain in any age. Paimeiphenomenon which is experienced any persomgitine
life [1]. International Association for the Study ain [2] introduces the pain as the unpleasans@y or
emotional experience which is related to real deptial damage. Experiencing the pain is formedvay sensory
and emotional dimensions. Sensory dimension op#ie expresses the pain intensity and emotionaéniaon of
that shows the dissatisfaction amount of the pefsam experiencing the pain. Pain is divided totagoain and
chronic pain in terms of time period. Acute pairussially the result of the illness or injury andttaless than three
months, while chronic pain continues for at ledseé months and can be associated with tissue daorabe
recurring over the time [3, 4].

Pain is the most common reason for visits of p#di¢a the doctor. According to the evaluations freath three
person, one person suffers from chronic pain, wsan that is frequently related to reduction itd fuality and
high levels of mental distress [5, 6]. Based omrdasts, chronic diseases will be the main causleath and public
disability in 2020 and will be allocated two-thirds all diseases to themselves [7]. Researches s$hatvpain
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process is not appear only by stimulating nerveptars or affected by particular physical illnesd @jury, but the
early signs of pain are associated with set ofalegical and psychological phenomenon and culteadufres.
Events that enter in the mind as the receptionssandory information and mental factors play aiBaant role in
selecting and abbreviation of these perceptionsis;Thain is not only the direct and sensory redué to nerve
transmission system from bottom to top, but it dyaamic and active process which many factorspian role in
controlling or resonance of that in ascending aedcdnding process of the nervous system; So otlgeafost
important areas for evaluating the pain is the ablpsychological factors as the predictor of thed8, 9].

According to the done researches of Kosrurek, GgegBousou, &Trife[10], Lumley, Smith, & Longo[11],
Hosoi[12] one of the effective psychological fastayn the chronic pain is alexithymia, disability éognitive
processing and regulation of emotions is namedthigria [13].

Alexithymia is the multi-dimensional structure foeth by difficulty identifying feeling and differencbetween
bodily sensations related to emotional stimulatidifficulty describing feeling for others and lired visualization
power which is determined as the poverty in fant@ispbjective cognitive style [non-visual], pragmaand fact-
based or externally oriented thinking [14]. In th@nion of researchers, reduction of expressingtiem® basically
is a kind of poverty or bad-regulation of emotions.

In the same way, damage in the capacities of em@iiocessing and emotion regulation bases on hjewia may
be a risk factor for appearing and continuing timel& of medical and psychiatric diseases [15]. Betefindings of
Porcelli, Tulipani, Maiello, Cilenti, &Todarello B]; Lumley, Smith, & Longo [11], Lumley [17], Memmg, &
Krause[18], Huber, Suman, Biasi, & Carli [19] shtvat alexithymia is related to the pain in a pdtigmoup with
chronic pain. In addition, many evidences show talaixithymia and difficulty have relationship in ysical
identification such as inflammatory bowel disea®@][ chronic back pain [21], and impairment of bgpdiain [22]
and tension headache [23].

Also pain self-efficacy beliefs, is another maigtéa which expresses so many observed behaviorgligadilities
in patients with chronic pains. For example Woby[Rdve shown that lower levels of self-efficiencglibfs in
patient with chronic backache is associated witlorarpain intensity and high physical disability. dpinion of
Bandura [25] self-efficiency is described as théebeof the person to his ability in order to optwa particularly
for obtaining desirable results and this can beatiffe in amount of the person’s effort and stapilin confronting
with irritant problems and experiences.

Formerly also Arnstein showed that insufficiencyseff-efficacy in controlling the pain is an impamt predicator
from disability intensity and depression in patievith chronic pain. Totally, higher levels of se#fficacy play
useful role for improvement and retention of theidel effects of rehabilitation [27, 28] and haweimportant
effect in amount of utilization from coping straiteg with pain [29], controlling pain and disabili{$0] adaptive
psychological functioning [31] and obtaining deblearesult of therapy in patients with chronic pdirue to the
multi-dimensional nature of chronic pain, the catrapproaches in pain management have increasixgigeded
from physical and pharmacological treatment apgreac and have considered multidimensional and
interdisciplinary approaches that include multidisienal therapies such as combination of pain natidics,
physical, behavioral and psychological therapiagiréht psychological approaches in managementeotckmonic
pain includes interventions that the purpose ofrtlige achieving to more self-management, changirtavier and
changing cognition instead of direct destroyingaii [32].

In the approach of behavioral-cognitive therapyréatment of the chronic pain it is assumed thaisicering to
effective emotional and cognitive factors on thindaads to improvement and preservation of tharapeesults.
This assume is completely compatible with gate robmif pain theory which shows the pain perceptothe result
of a complex interaction of afferent from pain netes and mediating factors such as subliminal wtim
environmental events, emotional reactions and tiogsi [33].

Behavioral-cognitive therapy of pain managemeneferred to the family from clinical interventiotisat focus on
behavioral-cognitive approach. All methods of bebeal-cognitive are the same in having a set obtbgcal
assumptions about interaction between environmeeta@nts, cognitions and behaviors that have eftact
subjective reception of clear indication of pairnisT intervention consists of elements such asngiswareness
about the physiology of pain, role of cognitivettas in feeling the pain, identification of the ffigent thoughts,
cognitive restructuring, training coping skills ipain, training activity- rest cycle, planning thetivity. In fact,
since the existence of the pain causes to negatda and anxiety in patients, during the treatmtnis; insight is
given to patients that they have disastrous anariact thoughts into illness treatment and treatmpeocess which
leads to show the negative and selective biaseio fiealth and betterment process. For this purpodeehavioral-
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cognitive therapy, it is trained to patient to itiBnnegative inefficient thoughts, to challengeitand replace them
with positive thoughts by using cognitive restructg technique. Another goal of behavioral-cogmtitherapy of
pain management is learning active coping skillpatient to better pain controlling and regulatgai®re emotions
caused by pain. Active coping strategies suchyagtto acting despite the existence of pain andtténtion to pain
training cycle of rest activity, activity planninggchnique and using the attention deviation stiasegcan be
replaced with passively coping strategies, suchre#ddng on others to controlling the pain and liion of
activities. In other words, using the rest activitycle, attention deviation strategies and plannaagivity,
inattention to pain and continuing to daily aciedt leads to increasing the self-efficacy feelifigpain, reducing
negative unpleasant thoughts and increasing tffiereiiftiation of body sensations, emotional regofa@nd finally
adequacy feeling in the person [34].

In a research, the effect of behavioral cognitioeditation on positive capital of psychological afvgrnment

employees was evaluated, the results of this relsedrowed that this meditation has the great effagbromotion

of psychological capital and increasing its sulasigdi means improvement of performance, optimismpeho
resiliency and self-efficiency level of employeesthe workplace[35]. In another research, with phepose of

evaluating the effectiveness of cognition therapyself-efficacy of women pain with breast cancesgitalization

in Tehran governmental hospitals, researchers fohaidtraining the mindfulness is effective in ieasing the self-
efficacy and improvement of mood disease [36].

Review study that was conducted by Merkes[37], gwbithat from the study which had entrance critavighe
study and focused on disorders such as fibromanahpain, rheumatoid arthritis, type 2 diabetéspaic fatigue
syndrome, multiple chemical sensitivity and cardiesular heart diseases, all of them in additioeriphasize on
positive results of therapy in behavioral-cognitib@ad been added behavioral-cognitive managemesgnitochave
any special side effect and negative consequences.

Morley, Williams, &Hussain [38]also reported thenatal effectiveness of behavioral-cognitive therapositive

and high in chronic pain management. In additiesearchers found that multidisciplinary approaciigish one of
their components had been based on psychologieaventions, have more short-term and long-termcésfon the
pain and improvement of daily function and job ebple. For example, emotional reactions which ptgishow to
their pain not only influence on experience of thrirrent pain intensity, but it is also effectime duration of their
disability and disablement [39]. Also in anothesearch that was evaluated to effect of group behnalvcognitive
therapy on improvement of pain multi-faceted signgatients with chronic backache with four-montidw-up

period, results of variance analyze with repeatedsures showed that group behavioral-cognitieeatly has led
to significant reduction of mean scores of paintirfateted signs of test groups compared with adiet group
[40].

Generally, according to above issues and role dfatieral-cognitive on inefficient processing methpan
improvement of patients moods with chronic paie, prurpose of this research is evaluating efficadyetavioral-
cognitive therapy on alexithymia and self-efficgatients pains with chronic pain in Ahwaz city.

MATERIALSAND METHODS

This research is a kind of quasi-experimental vpitatest-posttest plan with the control group. lis §hlan, that
formed by two groups of[experimental and contriig,pre-test form was implemented for both groupbthen the
post-test form was implemented after applying weation in this research. The statistical poputataf this
research was all patients with chronic musculosiefeain who visit to Therapeutic Sanitary centaerthe Ahwaz
city. 30 available patients that had entry criteara volunteered to participate in these meetingevselected in
order to choosing sample and then were assigndgbeasimple randomly method into two groups of 1ople
[experimental and control] according to researchppses and having satisfaction to presence in d¢isearch.
Presence Criterions in the sample included: 1)tifyamg the catching musculoskeletal chronic paintbe expert,
2) having the age range between 20-50 years oldha®)ng minimum literacy and reading, 4) not having
hospitalization precedent in a psychiatric part.

The tools used in this research Included

1- Case-finding chronic pain questionnaire

This test has been compiled by AsghariMoghaddam[B&ye 58 articles that in addition to diagnosid aase-

finding people with chronic pain, evaluates vari@spects of chronic pain. Chronic pain questiomnaiere used
for evaluation initial chronic Pain and receive agmaphic information. The test is composed of défe parts

.subject specifies Its status on the multiple resps. Some of the areas of test are graded orDtheale that a zero
score show no 10-point and 10-score is show theirmam mark [41]. Reliability coefficient of the teby using
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Cranach’s alpha method, alpha and retest, respéctieceive 88/0, 79/0 and 78/0 in research by &buReyshahri.
Review test validity by editing a few criteria qtieas was done that was correlation between Caitguestions and
chronic pain questionnaire 0.68=r was [p>0.01].

This questionnaire was used to evaluate chronit @ad demographic Information’s first receivedié®tion 7 and
8).

2- Toronto questionnaire Alexithymia

This scale has been created by Taylor in 1986 hed has been reconsidered by Taylor, &Bagby[42]s Belf-
Rating Scale contains 20 articles as expressecerszad that measures three dimensions of the difficn
recognition and identifying feelings [7 article€ifficulty in describe feelings [5 articles] andduses on the
external experiences [8 articles|measures basédkert 5 criteria from strongly agree [1] to stigly disagree [5].
The minimum scale of this score is 20 and the marins 100. Over the 60 scores are consideredeaghaimia
with high-intensity and lower than 52 scores amsstaered as alexithymia with low-intensity. In tBersian version
the alexithymia scale of Cronbach's alpha coefiicieas been calculated equal to 0.85 for totaleseaid in
diagnosis and recognition and identifying feddinglifficulty in describe feelings and focus on téeternal
experiences has been calculated equal to , 0.82,ahd 0.72 for the subscales of the difficultypectively [43].

In addition, the validity of this scale in anottstudy [44] by value of 0.74 Cronbach's alpha hanbwbtained for
recognition and identifying feelings, 0.61 for difflty in describe feelings and 0.50 for focus dwe texternal
experiences and reliability equal to 0.72 has bleported with retest method in another research [45

In the present research Cronbach’s alpha methodsplitshalf method were used to determine the bdltst of
alexithymia questionnaire that was equal to 0.68 arvl that shows acceptable reliability coeffitiem the
mentioned questionnaire.

3) Pain self-effectiveness questionnaire

In this study the self-effectiveness scale androfiiitg chronic disease were used to measure pireffectiveness
that has been made and normalized in Stanforddeapological studies center by Lorig and et al, RORersian

version of this scale has been validated for ptibg [46] with chronic back pain by Iranian resders. This scale
has six items each of the items of this scale skcbetween I'm not sure [0] to I'm quite sure [1@HaViinimum and

maximum raw scores of this scale oscillate betwgand 60.

The findings of these researchers were achievéabiltly coefficient of this scale in 0.05 level @a&] to 0.87 by
using Cronbach's alpha. That it is approved in seoimpsychometric criteria. These researchers elstuated the
internal consistency of this scale as exceller®]0= o] and Retest coefficients equal to 0.73 and cafia@h

coefficient of item -total score for each itemstlie 0.73 up to 0.87 domain. In the present rebetar determine
the reliability of the pain self-efficacy questi@ire was used .Cronbach's alpha method and spfitieat was

equal to 0.60 and0.64 that show acceptable ratiabbefficient of the mentioned questionnaire.

The research methodology in this research is gy that after selection of sample from the ideghpopulation
subjects fully randomly were divided into two graufexperimental and control] then pretest was divos two
groups. Then independent variable in this researgans Cognitive behavior therapy method were tadghing
90-minutes in eight sessions for five weeks, areheweek two sessions.

In addition, experimental group's subjects didmeakive any intervention, then after running tragnsessions from
both groups [experimental and control] pretest ved®n, so the test results compared in two expetahend
control groups.

RESULTS

A-descriptive findings
In this section, data was collected and analyzesliitpble statistical methods.

As it seen in table 1, in the before experimentainf, average scores of subjects in terms of algxita in

behavioral-cognitive and control groups are respelgt 69.67 and 71.07, their standard deviationraspectively
9.65 and 10.44, in posttest form after experimeetaling of subjects average scores in behaviogtitoe and
control groups are respectively 58.07 and 70.53thei standard deviation are respectively 8.4054.@nd also in
posttest form in follow-up period, average scoresubjects in terms of alexithymia in behaviorafnitive and
control groups are respectively 46.67 and 66.87theid standard deviation are respectively 8.86 HEh@7. Also in
the before experimental form, average scores géstsin terms of self-efficacy of pain in behawdbcognitive and
control groups are respectively 17.60 and 17.47 the@t standard deviation are respectively 3.90 arg@0, in

posttest form after experimental ending of subjestsrage scores in behavioral-cognitive and corgroups are
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respectively 25.13 and 16.73 and their standardatiem are respectively 4.03 and 2.40, also in tegstform in
follow-up period, average scores of subjects inavaral-cognitive and control groups are respetfids.93 and
16.40 and their standard deviation are respecti&elyd 1.92.

Tablel. Descriptive features of variablesin three periods of before experimental, after experimental and follow-up period

cycle group Variables average standard variation number
. . alexithymia 69.67 9.65
re test Cognitive Behavioral effectiveness of pain 17.60 3.90 15
P control alexithymia 71.07 10.44 15
effectiveness of pain 17.47 1.80
. . alexithymia 58.07 8.40
Past test Cognitive Behavioral effectiveness of pain 25.13 4.03 15
control alexithymia 70.53 10.54 15
effectiveness of pain 16.73 2.40
. . alexithymia 46.67 8.86
Follow-u Cognitive Behavioral effectiveness of pain 35.93 6 15
p control alexithymia 66.87 12.07 15
effectiveness of pain 16.40 1.92

B- Related findingsto research hypothesis
The multivariate analysis of covariance [MANCOVAR®/ used with observance of its assumptions fointgse
research hypothesis based on this: behavioral-tegiis effective on alexithymia and pain self-efity.

Table2. Evaluating the assumptions of variance homogeneity

Variables F df df2 Sig
alexithymia 3.18 1 28 0.08
effectiveness of pain 1.31 1 28 0.26

As it has been presented in table 2, accordinbi$p the obtained significant level is more thabb)so data has not
undermined the assumption of equality of variarezesr.

Table3. Evaluating equality of variance-covariancematrix

Box.sm F df df2 Sig
4.84 1.48 3 141 0.21

Also by observing the statistics of table 3 we fthdt box test is not significant. Insignificandebox test [F [3 &
1.41] - 0.21, p-0.215] shows that correlation agstion of variance-covariance matrix is not rejected

Tabled. Results of analyzing multivariate analysis of covariance [MANCOVA] by controlling the pre-test and analyzing posttest of
alexithymia and pain self-efficacy of experimental and control groups

Test Value Hypothesis df Error df F Sig
Pillai's trace 0.89 2 25 1.02 0.001
Wilks' lambda 0.10 2 25 1.02 0.001
Hotelling's trace 8.20 2 25 1.02 0.001
Roy's largest root 8.20 2 25 1.02 0.001

As it is observed in table 4, significant levelsatiftests show that there is significant differehetween subjects of
experimental and control groups at least in terfnene of the dependent variables [alexithymia aadh self-
efficacy]. To realize the difference, results deefs test between subjects have been shown ia fabl

Table5. Result of analyzing one-way covariancein text [MANCOVA] on scores of alexithymia and pain self-efficacy posttest of two
experiment and control groups

Variables F df Sig
alexithymia 50.48 1 0.001
effectiveness of pain 89.89 1 0.001

As it is seen in table 5, there is significant elifnce between patients who have trained the bmtadgiognitive
[experimental group] than patients who have natlethhis method [control group] in terms of alexithia and pain
self-efficacy [p<0.001]. So the main hypothesis of this researcoigirmed.
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CONCLUSION

At it is expressed, the hypothesis of this reseavals with the purpose of evaluating the effect ehdvioral-
cognitive therapy on alexithymia and pain selfegftly of patients with chronic pain in Ahwaz cityndlings of 1 to
7 tables showed that there is significant diffeeehetween patients who have trained the behaviogtitive
[experimental group] than patients who have natliethhis method [control group] in terms of alexithia and pain
self-efficacy [p>0.001] and this means that behavioral-cognitiveahg is effective on reduction of alexithymia
and increasing the self-efficacy of patients paithwhronic pain in Ahwaz city and these effectsoatemain in
follow-up stage in patient so the research hypdatheas confirmed. Results of this research abtaxitaymia is
indirectly similar to research results of ClarkB&ck [47], Gilson, Freeman, Yates, & Freeman [&&ge, Sowden,
Chorlton, Edeleaun [49], Branstetter, Wilson, Hidendt,& Mutch [50], Buhrman, Nilsson-lhrfeldt, Jamt, Strém,
& Andersson [51], Mehrabi, Fathi, Davazdah emé&Rajab [52], Rafiei, Sohrabi, Shams & Foruqi [53faabout
pain self-efficiency is directly similar to reselaresults of Hossini, & Jamshidifar Sanaei,[36prMdy, Williams,
& Hussain [38], Hoffman, Papas, Chatkoff, & Keif3®], Rafieei, Sohrabi, Shams and Forughi [53], iRédn
Bougar [40].

In discussion of expressing the effectiveness afnitive-behavioral therapy on alexithymia should 4s8d that
since alexithymia not only leads to somatizatiorsigihs and disease resonance of people by makaugdeir in
cognitive processing of emotions, but also it aarease the possibility of using non-adaptive raguh strategies
in people because of non-recognition and non-desafi the physical sensations [54].

So it seems that, changing in alexithymia aspectsst group patients [behavioral-cognitive thefamrimarily can
be considered as the result of dividing feels to part of bodily and emaotional feels and emphasizé¢he role of
body feels in stimulation of negative thoughts hramic patients which could to have effective cimttion in
reduction of alexithymia and modification of patienidentity feel [reduction of physical signs downts to
musculoskeletal pains][50].

In addition this therapy became effective by targethe bio-psycho-social factors [such as fear ifuty from
damage, perception of controlling pain, low seffeaicy for pain management, making disastrous aidted
behavioral answers such as avoiding activity, oatiop to so much activity or conversely, low adiivalternately,
exorbitance alertness to bodily senses] which hale in appearing and evolution of chronic pain &gl
subsequent disabilities [52].

In other word, behavioral-cognitive pattern cowddd to reduction of emotional distresses direatly @duction of
alexithymia indirectly by correcting improper inpeetations from physical senses, guidance of negatelf-

talking, reforming the irrational patterns of thbtigand controlling negative emotions with the ldumd efficient

and adaptive coping responses according to stjdies48]. Also, since false interpretation and p@ton from

physical senses lead to activation the mental ofioing death corms and threatening of situatidd] gb training

each one of cognitive components such as cognieenstruction, restructuring the negative emotioaining

problem solving and using efficient copying strégsg positive mental imagery and de-tension in tkisearch
could lead to reducing the stimulation of negatweotions in patients. In addition, in the discussib expressing
effectiveness of behavioral-cognitive therapy oiinpself-efficacy should be said that there are mpogsible

expresses: first, pain experiment is not the maatoir lonely for creating multifaceted signs ofrpauch as pain
intensity, pain controlling, control in daily lifegr emotional and emotive disorder in patients, fmychological,
social and context factors especially the beligftesn of patients, inefficient cognitions and himtional attitudes
about pain and its control relates to appearingssand consequences of pain and its persistertbese groups of
patients more than psychological and physical facto

Second, Inefficient thoughts, maladaptive intemgtietr of pain, cognitive distortions about the panch as pain
making disasters, excessive generalization andfifear doing behavioral-cognitive activities and @ance of pain
associated with the condition that possible to paging from negative copying strategies and nartrob feeling

on the pain are the factors that more than jusemepcing pain lead to disability feel and differesigns of pain
which all of these factors are the target of bety@iicognitive therapy. Third, reduction of abilitydoing task and
social roles because of continuing pain associatddnon-control feeling on pain lead to appearniatpted signs to
pain in patients with chronic pain. So since theppsee of behavioral-cognitive therapy is pain mamaent,

training special copying skills, correcting inefint cognitions, training relaxation and trainingamagement of
mental pressure, cognitive reconstruction and grabsolving in chronic pain management so it canravp the

pain self-efficacy in them by improving confiderered adequacy feeling in patients.
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Generally, although behavioral-cognitive therapys leeen effective on alexithymia and pain self-effic but
because of limitations such as available samplimylass number of subjects have less generalizahbility so it
is suggested that this research plan be done rdpdomd in larger sample size to results be germadlio society
with more possibility.
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