G

SAMPLE STUDY GUIDE
WITH LIMITED QUESTIONS




Copyright © 2026 by Examzify - A Kaluba Technologies Inc. product.

ALL RIGHTS RESERVED.

No part of this book may be reproduced or transferred in any form or by any means, graphic,
electronic, or mechanical, including photocopying, recording, web distribution, taping, or by any
information storage retrieval system, without the written permission of the author.

Notice: Examzify makes every reasonable effort to obtain accurate, complete, and timely
information about this product from reliable sources.




Table of Contents

070 )7/ T |1 1
Table of CONtENTS ... 2
INtrodUCtion .. 3
How to Use This GUIAE ... 4
QUESTIONS ..o 5
AN WIS e 8
EXPlanations ... 10

N Xt S P S oo e 15




Introduction

Preparing for a certification exam can feel overwhelming, but with the right tools, it becomes
an opportunity to build confidence, sharpen your skills, and move one step closer to your
goals. At Examzify, we believe that effective exam preparation isn't just about
memorization, it's about understanding the material, identifying knowledge gaps, and
building the test-taking strategies that lead to success.

This guide was designed to help you do exactly that.

Whether you're preparing for a licensing exam, professional certification, or entry-level
qualification, this book offers structured practice to reinforce key concepts. You'll find a
wide range of multiple-choice questions, each followed by clear explanations to help you
understand not just the right answer, but why it's correct.

The content in this guide is based on real-world exam objectives and aligned with the types
of questions and topics commonly found on official tests. It's ideal for learners who want to:

* Practice answering questions under realistic conditions,
* Improve accuracy and speed,

* Review explanations to strengthen weak areas, and

* Approach the exam with greater confidence.

We recommend using this book not as a stand-alone study tool, but alongside other
resources like flashcards, textbooks, or hands-on training. For best results, we recommend
working through each question, reflecting on the explanation provided, and revisiting the
topics that challenge you most.

Remember: successful test preparation isn't about getting every question right the first
time, it's about learning from your mistakes and improving over time. Stay focused, trust the
process, and know that every page you turn brings you closer to success.

Let's begin.
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How to Use This Guide

This guide is designed to help you study more effectively and approach your exam with
confidence. Whether you're reviewing for the first time or doing a final refresh, here's how to
get the most out of your Examzify study guide:

1. Start with a Diagnostic Review

Skim through the questions to get a sense of what you know and what you need to focus on.
Your goal is to identify knowledge gaps early.

2. Study in Short, Focused Sessions

Break your study time into manageable blocks (e.g. 30 — 45 minutes). Review a handful of
questions, reflect on the explanations.

3. Learn from the Explanations

After answering a question, always read the explanation, even if you got it right. It reinforces
key points, corrects misunderstandings, and teaches subtle distinctions between similar
answers.

4. Track Your Progress

Use bookmarks or notes (if reading digitally) to mark difficult questions. Revisit these
regularly and track improvements over time.

5. Simulate the Real Exam

Once you're comfortable, try taking a full set of questions without pausing. Set a timer and
simulate test-day conditions to build confidence and time management skills.

6. Repeat and Review

Don't just study once, repetition builds retention. Re-attempt questions after a few days and
revisit explanations to reinforce learning. Pair this guide with other Examzify tools like
flashcards, and digital practice tests to strengthen your preparation across formats.

There's no single right way to study, but consistent, thoughtful effort always wins. Use this
guide flexibly, adapt the tips above to fit your pace and learning style. You've got this!
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Questions




1. Which CRPS category includes decreased range of motion and motor
dysfunction?

A. Motor/Trophic

B. Vasomotor

C. Sudomotor/Edema
D. Cognitive

2. In chronic non-cancer pain, when are opioid therapies considered
appropriate?

A. First-line for all chronic pain.
B. No risks involved.

C. Risks include dependence, tolerance, constipation, overdose; intended for

selected cases after nonopioids fail; use lowest effective dose with monitoring
and safety planning.

D. Should be used without monitoring.

3. Pediatric low back pain may have which long-term association?
A. No long-term effects
B. Increased risk of adult low back pain
C. Protection against back pain later

D. Increased risk of scoliosis requiring surgery

4. Muscle senescent changes include which finding?

A. Fatty infiltration into muscle correlated with back pain and decreased physical
function

B. Muscle fiber hypertrophy with increased function
C. Increased mitochondrial density with better energy
D. Decreased adipose tissue around muscle with improved function

5. Which pain measurement is most suitable for research requiring fine
baseline discrimination in pain intensity?

A. Numeric Rating Scale

B. Visual Analog Scale

C. Brief Pain Inventory

D. McGill Pain Questionnaire Present Pain Rating Index
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6. Which tool is designed to assess kinesiophobia?
A. Pain Catastrophizing Scale
B. Fear-Avoidance Beliefs Questionnaire
C. Tampa Scale for Kinesiophobia
D. PROMIS measures

7. Which statement about aging and pain-related mobility is true?
A. Pain has little effect on mobility
B. Pain is commonly associated with mobility and ADL issues
C. Mobility improves with pain
D. Pain is rare to affect ADLs

8. Which statement best describes the indications for SNRIs or TCAs in
neuropathic pain?

A. SNRIs (duloxetine, venlafaxine) for diabetic neuropathy and postherpetic
neuralgia.

B. SNRIs are never indicated in neuropathic pain.
C. TCAs are contraindicated in all neuropathic pain.
D. Both SNRIs and TCAs are recommended for all patients with neuropathic pain.

9. What does the Brief Pain Inventory assess, and how is it used clinically?
A. Pain location only.
B. Quality of sleep impact.

C. Pain intensity and interference with function; used to monitor treatment
response and functional impact.

D. Pain duration only.

10. Telomere erosion is described as being associated with pain.
A. Not related to pain
B. Causes pain relief
C. Is associated with pain
D. Only occurs in non-pain conditions
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Explanations




1. Which CRPS category includes decreased range of motion and motor
dysfunction?

A. Motor/Trophic
B. Vasomotor

C. Sudomotor/Edema
D. Cognitive

CRPS is organized into symptom clusters that map to underlying mechanisms. Decreased range of motion and
motor dysfunction sit squarely in the motor/trophic cluster, which covers how CRPS affects movement and
muscle function, not just blood flow or sweating. This category includes issues like limited ROM, stiffness,
weakness, dystonia, tremor, and other motor changes, as well as trophic changes to skin, hair, and nails that
reflect tissue-level involvement. Vasomotor changes focus on vessel tone, color, and temperature, while
sudomotor/edema covers sweating and swelling. The cognitive label isn't a primary CRPS category for these
physical signs. So the motor/trophic grouping best accounts for the observed decreased ROM and motor
dysfunction.

2. In chronic non-cancer pain, when are opioid therapies considered
appropriate?
A. First-line for all chronic pain.
B. No risks involved.

C. Risks include dependence, tolerance, constipation, overdose; intended for
selected cases after nonopioids fail; use lowest effective dose with monitoring
and safety planning.

D. Should be used without monitoring.

Opioids in chronic non-cancer pain are not first-line medicine. They carry real risks—dependence and tolerance,
constipation, overdose, and potential misuse or overdose especially with other sedatives or in vulnerable
patients—and they often don't produce lasting improvements in function. Because of this, they're considered
only for a small, carefully selected group of patients who have not achieved adequate relief with nonopioid
treatments (such as nonopioid medications, adjuvants, physical therapy, and other therapies) and after a
thorough risk-benefit assessment. If an opioid is pursued, start with the lowest effective dose and choose the
safest option, with clear, realistic functional goals rather than aiming only for pain reduction. Establish a safety
plan and monitor closely over time: regular reassessment of pain and function, adverse effects, adherence, and
signs of misuse; use of risk-reduction tools like treatment agreements, periodic urine drug testing, and
monitoring programs as appropriate. Be prepared to adjust, taper, or discontinue if benefits do not outweigh
risks. Always integrate opioids with a broader, multidisciplinary approach and nonpharmacologic strategies to
support function and quality of life.
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3. Pediatric low back pain may have which long-term association?
A. No long-term effects
B. Increased risk of adult low back pain

C. Protection against back pain later
D. Increased risk of scoliosis requiring surgery

Pediatric low back pain often signals a pattern that can extend into adulthood. When children experience back
pain, they are more likely than their peers without early back pain to report back pain as adults. This reflects a
mix of biological, psychological, and lifestyle factors that can sustain pain beyond the initial episode—less
activity due to fear of pain, poorer conditioning, sleep and mood factors, and ongoing pain sensitivity.
Importantly, this is an increased risk, not a certainty, and it can be mitigated by early, comprehensive
management that emphasizes staying active, addressing psychosocial concerns, and teaching about pain
biology. The other possibilities—no long-term effects, protection against back pain later, or a general link to
scoliosis requiring surgery—do not fit the common long-term pattern seen with pediatric back pain.

4. Muscle senescent changes include which finding?

A. Fatty infiltration into muscle correlated with back pain and decreased physical
function

B. Muscle fiber hypertrophy with increased function
C. Increased mitochondrial density with better energy
D. Decreased adipose tissue around muscle with improved function

As muscles age, they frequently undergo fatty infiltration, where fat replaces some of the muscle tissue
(myosteatosis). This fatty change reduces the amount of contractile tissue available to generate force, helping to
explain why back pain and overall physical function often worsen with age. In this context, fatty infiltration into
muscle being linked to back pain and decreased function is the most consistent finding of muscle senescence.
The other patterns don't fit the aging process: muscle fibers tend to lose size and function rather than
hypertrophy with aging; aging is associated with reduced mitochondrial quality rather than increased density
and energy production; and intermuscular fat tends to accumulate rather than decrease, which is not associated
with improved function.

5. Which pain measurement is most suitable for research requiring fine
baseline discrimination in pain intensity?

A. Numeric Rating Scale
B. Visual Analog Scale

C. Brief Pain Inventory
D. McGill Pain Questionnaire Present Pain Rating Index

For research requiring fine baseline discrimination in pain intensity, you want a measurement that yields a truly
continuous value so tiny differences aren't lost. The Visual Analog Scale achieves this by using a 100 mm line
where the participant marks their pain level; the result is a continuous measurement in millimeters, allowing
detection of very small differences between individuals or time points and providing high sensitivity for baseline
comparisons. In contrast, a Numeric Rating Scale limits responses to discrete steps (like 0 to 10), which
reduces precision and can mask subtle baseline differences. The Brief Pain Inventory and the McGill Pain
Questionnaire Present Pain Rating Index involve multiple items and dimensions, which is useful for broader
assessments but introduces additional variability and is less focused on precise single-dimension intensity
discrimination at baseline. So for fine baseline discrimination in pain intensity, the Visual Analog Scale is the
best choice.

Sample study guide, visit https://painsciencera3.examzify.com
for the full version with hundreds of practice questions



6. Which tool is designed to assess kinesiophobia?
A. Pain Catastrophizing Scale
B. Fear-Avoidance Beliefs Questionnaire
C. Tampa Scale for Kinesiophobia
D. PROMIS measures

Kinesiophobia is fear of movement stemming from the anticipation of pain or reinjury, and measuring it
specifically requires a tool that targets that fear and its impact on activity. The Tampa Scale for Kinesiophobia is
designed for this purpose, with items that assess how much fear of movement and avoidance influence a
person'’s willingness to move or exercise and how strongly they believe that movement could cause harm. This
specificity makes it the best choice for quantifying kinesiophobia. In contrast, the Pain Catastrophizing Scale
focuses on catastrophic thoughts about pain in general, not specifically on movement-related fear. The
Fear-Avoidance Beliefs Questionnaire looks at beliefs about how pain relates to activity and work and how those
beliefs drive avoidance, which is related but not a direct measure of fear of movement itself. PROMIS measures
are broad health outcomes that can include pain or physical function but are not dedicated to assessing
kinesiophobia.

7. Which statement about aging and pain-related mobility is true?
A. Pain has little effect on mobility
B. Pain is commonly associated with mobility and ADL issues

C. Mobility improves with pain
D. Pain is rare to affect ADLs

Pain in older adults often limits how smoothly someone can move and how independently they can perform daily
tasks. Degenerative or inflammatory conditions like osteoarthritis or back pain raise pain during movement,
which reduces walking distance, balance, and the ability to transfer in and out of chairs or beds. This pain also
fuels fear of movement, fatigue, and disturbed sleep, all of which further diminish activity and contribute to
deconditioning and functional decline. Because of these interconnected effects, mobility problems and
difficulties with activities of daily living are common when pain is present in aging. The idea that pain has little
effect on mobility, that mobility would improve with pain, or that pain rarely affects ADLs doesn't align with that
pattern.

8. Which statement best describes the indications for SNRIs or TCAs in
neuropathic pain?

A. SNRIs (duloxetine, venlafaxine) for diabetic neuropathy and postherpetic
neuralgia.
B. SNRIs are never indicated in neuropathic pain.

C. TCAs are contraindicated in all neuropathic pain.
D. Both SNRIs and TCAs are recommended for all patients with neuropathic pain.

SNRIs and TCAs help neuropathic pain by boosting serotonin and norepinephrine signaling, which strengthens
the body'’s descending pain-inhibitory pathways. This mechanism makes these antidepressants effective for
certain neuropathic pain conditions where pain processing is altered, not for every patient or every type of
neuropathic pain. Among neuropathic pain scenarios, diabetic neuropathy and postherpetic neuralgia have the
strongest evidence supporting use of SNRIs (such as duloxetine or venlafaxine). This is why those indications
are the best fit: these conditions are where the medications have demonstrated meaningful pain reduction and
are commonly used in practice. It's important to tailor therapy to the individual, since TCAs can have
anticholinergic and cardiac risks, and not all neuropathic pains respond to these drugs.
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9. What does the Brief Pain Inventory assess, and how is it used clinically?

A. Pain location only.
B. Quality of sleep impact.

C. Pain intensity and interference with function; used to monitor treatment
response and functional impact.

D. Pain duration only.

The Brief Pain Inventory focuses on two things: how intense the pain is (severity) and how much that pain gets in
the way of daily activities (interference with function). Clinically, patients rate their pain on numeric scales and
rate how pain interferes with areas like general activity, mood, walking ability, work, relationships, sleep, and
enjoyment of life. This gives a concise, numerical profile of both pain burden and functional impact. Because you
can track these scores over time, the BPI is useful for monitoring how a patient responds to treatment and for
guiding decisions about adjusting medications, therapy, or other interventions to reduce both pain and its
functional consequences.

10. Telomere erosion is described as being associated with pain.
A. Not related to pain
B. Causes pain relief
C. Is associated with pain

D. Only occurs in non-pain conditions

Telomere erosion reflects cumulative biological stress and aging. In chronic pain, ongoing stress responses and
inflammation tend to accelerate cellular aging, and studies have found shorter telomeres in people with
persistent pain. This makes the idea that telomere erosion is associated with pain the best description, because
the relationship is about correlation rather than a simple cause-effect or a condition with no relation. It's not
presented as causing pain relief, nor as something that only happens outside pain conditions.
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Next Steps

Congratulations on reaching the final section of this guide. You've taken a meaningful step
toward passing your certification exam and advancing your career.

As you continue preparing, remember that consistent practice, review, and self-reflection
are key to success. Make time to revisit difficult topics, simulate exam conditions, and track
your progress along the way.

If you need help, have suggestions, or want to share feedback, we'd love to hear from you.
Reach out to our team at hello@examzify.com.

Or visit your dedicated course page for more study tools and resources:

https://painsciencera3.examzify.com

We wish you the very best on your exam journey. You've got this!




