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Abstract  

Chronic pain in the U.S. affects millions of adults and the numbers are expected to continue 

rising, alongside rates of chronic disease which often accompany chronic pain. It has become 

increasingly complex to manage chronic pain which is only further complicated by the opioid 

epidemic. While the primary care setting is most often where chronic pain patients are treated, 

the focus is often primarily on the physical complaints.  Current best practices suggests primary 

care provider education incorporate a biopsychosocial approach to support the best possible 

outcomes.  Current evidence suggests that holistic primary care provider education is necessary 

to achieve optimal outcomes and efforts should be focused on improving self-management. 

This project examined chronic pain management education delivery by primary care providers to 

identify potential gaps in education from the patient's perspective. A survey was developed with 

40 items based on the Pain Assessment Screening Tool and Outcomes Registry (PASTOR), 

currently used by the military. The electronic survey was completed entirely online, with a total 

sample of 26 adult participants. The survey research revealed the largest deficits in pain 

education related to areas of behavioral change. The results indicated a need for improving 

education delivery to include a broader range of topics affecting chronic pain. Increasing 

knowledge of pain influencing factors can support more successful self-management in patients. 

The survey results informed practice improvement recommendations, using a two-pronged 

educational approach to improve chronic pain care education delivery in the primary care setting. 

Prong one was the development of a comprehensive patient pain education poster for primary 

care offices. Prong two was a provider education brochure detailing survey results and pain 

practice resources.    

Keywords: Chronic pain, patient perceptions, primary care providers, patient education, self-

management, holistic pain management, integrative pain management. 
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Chapter One:  Statement of the Problem, Project Aims and Objectives 

Chronic Pain 

Pain is a common human experience across the world, developing for a multitude of 

reasons. It can be encountered during any life stage but generally signals when something is 

wrong (IOM, 2011).  Pain can be a natural warning signal helping to protect us so we can survive 

(IOM, 2011).  According to the Institute of Medicine [IOM], (2011), pain is generally a unique 

experience because it involves individual biological, psychological, and social factors. Therefore, 

pain is experienced differently across different populations (IOM, 2011).   

Ordinarily, pain begins as an acute response and can progress to chronic, depending on 

this range of factors.  While serving a vital function, it can be considered maladaptive when 

persistent and lasting longer than anticipated (IOM, 2011).  With a single root cause, the 

anticipated duration of pain can be projected and tends to resolve within a reasonably predictable 

time frame.  According to IOM, (2011), though pain is a universal experience, chronic persistent 

pain development can often be avoided.   

Chronic pain can be defined as pain lasting beyond the expected time frame, typically 

persisting beyond three months and longer than normal healing time (IOM, 2011).  With chronic 

or persistent pain, abnormalities in pain processing can occur, resulting in changes to nervous 

system functions, including pain sensation, interpretation, modulation, and transmission, which 

could qualify it as a neurological disease (IOM, 2011).  Considering the complex network of 

influencing factors involved with pain and its processing, the impact of chronic pain reaches far 

beyond physical symptoms.                                                                                            

 Although millions of Americans are already affected by pain, its prevalence continues to 

rise and contribute to national rates of disability, morbidity, and mortality (IOM, 2011).  The 
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IOM (2011) asserts that pain depends upon factors which include genetics, health status, brain 

pain processing, cultural, social and pain experiences in childhood including the context of 

cognitive and emotional pain occurrence.  Thus, the most promising holistic approach 

recommendation is to comprehensively address chronic pain using a biopsychosocial, 

interdisciplinary approach (IOM, 2011).  This paper intends to explore chronic pain patient 

education perceptions, relationship with their primary care pain provider, and perceived ability to 

self-manage.            

 Question and Statement of the Problem  

Chronic pain is estimated to affect around 30% of the US population, making it a 

significant health care problem (Cheatle, 2016).  The number of adults affected by chronic pain 

is greater than the total of heart disease, diabetes, and cancer combined (Steglitz, 2012).  In other 

words, the number of Americans affected by chronic pain alone spotlights the importance of 

addressing this as a healthcare problem.  The IOM report (2011) "Relieving Pain in America: A 

Blueprint for Transforming Prevention, Care, Education, and Research" sought to find solutions 

for this national healthcare problem.  The IOM report is one of the most comprehensive pain 

research works to date, which examined much data toward creating solutions for the current 

challenges in pain care.    

The IOM (2011) asserts that a majority of pain care and management should occur 

through primary care and self-management.  One of the IOM research finding recommendations 

was that pain care be customized based upon the individuals experience, with a recommendation 

to promote and enable pain self-management within the health care system (IOM, 2011).  In 

other words, the current approach to pain care needs to be broadened and more holistically 

focused.  The IOM (2011) points out that effective pain care begins with the patient and foremost 
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self-management, where the patient is empowered to self-manage before flare-ups occur, prevent 

further injury and be able to manage their pain.  

Therefore, this Practice Inquiry Project (PIP) utilized a biopsychosocial lens to explore 

patient's perceptions of chronic pain education received from their primary care providers to 

identify gaps in pain education. Further data regarding relationship with provider and perceived 

ability to self-manage was collected; however, the primary focus was on identifying gaps in 

holistic pain education delivery. The project examined pain education provided in primary care 

to address educational gaps from the patient perspective.  One question asked was in adult 

patients with chronic pain: what are the potential gaps, as reported by patients, in chronic pain 

education delivery from primary care provider(s), which might affect a patients ability to self-

manage?  According to the IOM (2011), pain patients often do not have sufficient education, 

resources, or support to encourage or sustain active self-management practices.  While every 

person is entitled to adequate pain relief, management, and optimal wellness, chronic pain 

complexities can make it more challenging to achieve and optimize the patient's pain relief 

without sufficient self-management ability. 

The absence of a biopsychosocial approach may be one of the most significant barriers 

for patients to learn how to optimally manage or reduce their pain to a level consistent with their 

highest possible level of wellness.  While many known barriers exist concerning effective and 

adequate pain management related to chronic pain, a holistic approach has the potential for 

powerful implications, as the IOM report discusses (IOM, 2011).  Some known barriers are 

expanded upon and discussed within this paper; however, scant evidence-based research focuses 

solely on the patient's viewpoint of their healthcare delivery and impact.  This project supports 
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the inclusion of the patient's voice and perspective as a resource for improving pain care 

education and self-management. 

In recent years, the opioid epidemic and pharmacologic focus of symptom management 

has contributed to many gaps in pain care and education.  Much of patient teaching time is 

focused on medication management, which may compel patients to attempt to self-manage 

without sufficient supportive education (IOM, 2011).  In other words, if a patient is not receiving 

a comprehensive and holistic education for their chronic pain management, they may be 

navigating blindly without proper guidance from their healthcare provider.  With the current state 

of pain management care focused on symptom management, pain care does not appear to be 

widely addressed with a holistic model or framework.  Even more rare is examination or 

inclusion of the patient perspective with their pain care priorities and perceptions.  This project 

would like to amplify patient voice and perspective, in large part, because they have acquired 

expertise which has primarly been gained through living with the experience of pain regularly.  It 

is essential to bring that viewpoint more into the forefront of pain management conversations and 

use the gaps to improve current practice. 

    Background and Significance     

 More than a hundred million Americans are affected by chronic pain, which is why there 

is tremendous value to society and individuals to address it (IOM, 2011).  Chronic pain and 

chronic disease often go hand in hand. Of the top ten leading causes of death seven are from 

chronic disease, and in 2010 half of the US adult population was afflicted by chronic disease 

(Fallon, 2015).  Chronic pain rates are predicted to grow as Americans experience diseases 

associated with chronic pain such as cardiovascular disorders, diabetes, arthritis, cancer, and 

others (Cherry et al., 2010).  The Centers for Disease Control and Prevention [CDC] (2020) 
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reported that one quarter of U.S. adults have two or more chronic diseases that contribute to the 

leading causes of death and disability.  The IOM (2011) points out that prevalence of acute and 

chronic pain is likely to continue rising due to the relationship between high chronic disease rates 

and chronic pain.  According to the IOM (2011), chronic pain has distinct pathology and can be 

considered a “disease in itself” with the nervous system changes and cognitive and psychological 

correlates.  According to Ceko et al. (2020), studies have now demonstrated that some brain 

regions function differently in those with chronic pain versus those who are healthy.   

 The IOM (2011) describes pain as "a universal experience but unique to each individual" 

(See Figure 1).   Chronic pain is abstract, as it has many variables, levels, and meanings.  

Chronic pain cannot be categorized neatly or sufficiently described as a single word since it is a 

complex process, and its description involves many layers and variables.  A network of 

interconnected factors affects every individual pain experience, making it a complex condition to 

treat without approaching it holistically (See Figure 2).                

      Definitions                          

 The International Association for the Study of Pain [IASP] (2019) defines pain as "an 

unpleasant sensory or emotional experience associated with actual or potential tissue damage, or 

described in terms of such damage".  The IASP (2019) definition seems to focus more on the 

physical attributes or contributors to pain.  However, a more expanded definition of pain, offered 

by Gutiérrez Lombana and Gutiérrez Vidal (2012) explains pain as "a sensation affected by 

social, cultural, genetic, molecular, cellular, physiological, physical and psychological factors, all 

of them inter-related".   With the sources and myriad of potential contributing factors, pain can 

be experienced very differently from person to person (IOM, 2011).  The IOM (2011) suggests 

that pain is inclusive of and affected by all the factors previously discussed.                              



CHRONIC PAIN   

 

11 

 Chronic pain impacts quality of life, productivity, and is harmful (IOM, 2011).  Higher 

costs, additional resources, unncessary suffering can result with insufficient pain management or 

not addressing the whole person (IOM, 2011).  The "prevention of chronic pain, from acute, 

depends on the initial treatment and insult, in addition to "patient-related risk factors" (HHSNPS, 

2017).  Chronic pain is one of the most frequent reasons adult seek medical care (Dahlhamer et 

al., 2018).             

 The IOM (2011) argues that self-management is the first step and repeated step in the 

pain relieving process. For those experiencing chronic pain, "self-management is a key treatment 

modality”(Lukewich, Mann, VaDenKerkhof, & Tranmer, 2015).  Self-efficacy is closely 

intertwined with self-management.  According to Keefe et al. (2008), one part of successful pain 

self-management requires some belief in their own ability to manage their pain.  In other words, 

when the patient believes they can self-manage, they are more likely to be successful in doing so.  

It falls largely on primary care providers to provide the support and inspiration needed to begin 

empowering patients to successfully self-manage (IOM, 2011).  Chronic pain self-management 

support needs to be prioritized by providers and pain patients to optimize outcomes (Luke, 

Mann, VanDenKerkhof, & Tranmer, 2015).  However, given the many challenges in managing 

patients with pain, often the person in pain and their families carry "the burden of controlling 

pain” (IOM, 2011).                     

 The IOM (2011) asserts the use of a strict biomedical medical approach is simply 

insufficient to address the complex nature of the pain experience. For those with persistent pain, 

a biopsychosocial and interdisciplinary approach offers the most potential for successful pain 

management along with an interdisciplinary team.  The biopsychosocial model offers a holistic 

or whole-person approach.  The biopsychosocial approach encompasses the combination of 
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"biological, psychological, and social, family, cultural contexts of pain", which is being used by 

most specialists treating chronic pain today (Gatchel et al., 2007).  Dersh (2006) argues the 

failure to use a biopsychosocial approach will significantly increase prolonged disability in a 

number of chronic pain patients.         

 To maximize effective pain care, patients need a comprehensive assessment and 

sufficient education about the continually changing pain management process (IOM, 2011).  As 

Kawl (2012) explains, patients are more likely to have a higher function and tend to use less pain 

medication when utilizing positive lifestyle changes and health-directed behaviors.  Lee, 

Crawford, and Swann (2014) suggest that outcomes are maximized using complementary and 

integrative medicine (CIM) patient-centered therapies.  Self-management supports a foundation 

for patients to navigate and actively participate in the optimal wellness level achievable.   

 One major challenge, affecting pain care, is the United States (U.S.) healthcare 

segmentation of care into specialties (IOM, 2011).  With each specialty seeing patients with 

acute and chronic pain related conidtions, the challenge is that pain is part of every speciality yet 

it "belongs to no one" (IOM, 2011). Essentially, there is nowhere patients can routinely go just 

for pain because patients usually see the specialist affiliated with their condition (IOM, 2011).  

 Once a patient reaches a point of severe and chronic pain, generally after dealing with a 

painful condition for years, they are unlikely to have access to a pain specialist (IOM, 2011).  

This circumstance is where primary care providers can embrace pain management training as 

equally as other areas of medicine (IOM, 2011).  The IOM (2011) cautions that healthcare 

professionals lack education in evolving pain care plus pain prevention and treatment best 

practices. "Effective pain care involves many individuals, beginning with the patient and various 

treatments" (IOM, 2011).  Even though there is increasing importance being placed on patient-
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centered and collaborative primary care, it may still be in its infancy to some degree (IOM, 

2011).             

 While national pain strategies and guidelines are continually being assessed and 

developed, they are often narrowly focused on pharmacologic management aspects and related 

complications. The need for education in using the biopsychosocial approach and deep 

understanding and empathy for chronic pain patients and their experiences is necessary for 

successful chronic pain management.  Not only does comprehensive training matter, but the 

patient-provider relationship strength also influences the pain treatment effectiveness and 

progress made (IOM, 2011).           

Impact                                                                                                                  

 According to the IOM (2011), severe pain strongly influences every aspect of a person's 

quality of life, and insufficient treatment leaves the burden of pain control affects those in pain 

and their families most heavily.  Since pain can be an “invisible kind of illness”, meaning it is 

not generally obvious to others, that even healthcare providers can have biases when treating 

chronic pain (IOM, 2011).  This is particularly applicable to those living with pain for an 

extended time; even those close to the chronic pain patient might not be fully aware of the 

impact the pain has on the person peo(IOM, 2011).       

 The cumulative impacts of pain on individuals and society are too numerous to include in 

this paper; however, it is clear a consistent holistic, and individual approach to chronic pain 

management is desperately needed.  Providing holistic and comprehensive education offers the 

patient an opportunity for effective and appropriate self-management of chronic pain, which may 

improve those individuals' lives and may reduce other impacts such as social and fiscal factors.  

Generally, when a person progresses to chronic pain, they are likely unaware of all the impacts 
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and toll it may take on their life if they are not sufficiently prepared for the challenges of living 

with chronic pain.  Those with two or more types of chronic pain are reported to be nearly three 

times more likely to report a suicide attempt (IOM, 2011).  In other words, the level of suffering 

from chronic pain is not always apparent by just physically looking at a person; it requires an in-

depth assessment to determine risks.  Notwithstanding, chronic pain can is a constantly evolving 

experience, with difficulty predicting, which is part of what makes its impact so great.  

     Project Goals                                                                       

 The overall goal of the project used a holistic framework to examine the chronic pain 

education delivered to patients by their PCP and identify potential gaps.  This project examined 

patient perceptions of the holistic educational content delivered by their primary care provider, 

treating them for pain.  The project intention looked toward examining what can be done to 

identify potential educational gaps and improve pain education practice.  The gaps identified 

were then used to create a holistically focused chronic pain education poster, emphasizing its 

elements. The project utilized the most current evidence-based literature after building a 

foundation from a landmark study, the IOM (2011) report "Relieving Pain in America: A 

Blueprint for Transforming Prevention, Care, Education, and Research" as a major resource. 

 The IOM report (2011) included strong recommendations for a biopsychosocial 

education pain program, which contributes greatly to exploring chronic pain patients' perceptions 

of education delivered by their primary care providers.  The IOM (2011) recommendations 

support a biopsychosocial approach to more effectively manage chronic pain and achieve better 

pain outcomes, which result in lower health care costs plus the potential for better patient quality 

of life.             

 According to the IOM (2011), effective pain care begins with the patient.  The chronic 
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pain survey utilized a biopsychosocial framework for patients to evaluate the pain education they 

received from their primary care providers, their relationship with their provider, and perceived 

ability to self-manage.  The answers were then evaluated for potential gaps and the need for 

improvement in education delivery.  Close examination of the patient's perceptions of chronic 

pain education delivered by their primary care providers with their perceived self-management 

ability offered insight into educational gaps needing further attention.     

 From a patient's perspective, identifying further gaps provides needed information to 

contribute to practice improvement using best practices with a biopsychosocial approach.  The 

project survey intended to incorporate the patient's valuable voice and perspective as an essential 

part of improving chronic pain care and increasing patient-centeredness. The education gaps 

identified were then used to create an educational poster to improve future practice.  

     Project Aims and Objectives    

 The aims and objectives are as follows:                 

Specific Aim #1                                                                                                                         

Examine evidenced-based recommendations supporting effective holistic chronic pain care 

management.                                                    

Objective #1:  Compare and contrast findings of effective chronic pain care models by reviewing 

current and landmark evidence-based research.                                                 

Objective #2:  Identify potential facilitators and barriers to self-management.                 

Objective #3:  Identify comprehensive chronic pain survey tools.    

Specific Aim #2                                                                                                                             

Use an existing validated chronic pain survey tool framework to create a biopsychosocial survey 

to collect data from chronic pain patients about their perceptions of pain education delivered by 
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their primary care provider.                                                       

Objective #1                                                                                                                                  

Use evidence-based literature to apply the Biopsychosocial framework to survey composition.   

Objective #2                                                                                                                        

Incorporate factors identified in findings from evidence-based literature to survey questions, 

based on the Biopsychosocial approach recommendations.                            

Specific Aim #3                                                                                                                       

Recruit chronic pain adult patients with non-malignant pain and survey their perceptions of 

chronic pain management education by their primary care providers to identify potential gaps.                                   

Objective #1                                                                                                                                   

Adult participants will receive an electronic consent form, with a 5-point Likert scale format 

survey, with option to offer open-ended comments at the conclusion of the survey.                                                               

Objective #2                                                                                                                                  

Determine potential gaps in education delivered in the primary care setting, as per patient report.                                                                                                                        

Objective #3                                                     

Synthesize data to determine which areas need more attention in patient education from a patient 

perspective.                                                                                                                                

Specific Aim #4                                                                                                                           

Create a chronic pain poster and provider brochure for chronic pain practice improvement, based 

on education gaps identified from the pain survey. 

Objective #1                                                                                                                                   

Use synthesized data to construct a pain education poster and brochure using the 

Biopsychosocial model. 
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Objective #2                                                                                                                           

Determine the most appropriate distribution pathway for poster based on cumulative data 

findings. 

Objective #3                                                                                                                            

Distribute the poster and brochure to primary care practices on the island Maui. 
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Chapter 2:  Review of Literature and Conceptual Frameworks 

Chronic Pain Literature 

     Despite the rapidly growing body of knowledge related to chronic pain, the vast majority of 

literature remains focused on a pharmacologic approach with emphasis on the challenges of 

opioid management.  Chronic pain management typically focuses on a single modality that may 

be costly, not maximally effective, or have undesirable side effects such as prescription 

medications or interventional procedures (Lee, Crawford, & Swann, 2014). With the epidemic 

proportions of opioid use and prescription drug misuse, much of the literature focuses on 

ameliorating that problem through guidelines and algorithms. Recent pain care models can be 

lacking the components needed for a truly comprehensive approach (Cheatle, 2016).  

     The needs and benefits of a multidisciplinary and multimodal holistic approach is clear when 

considering the complexity of chronic pain complex and its multifactorial disease process (IOM, 

2011).  An abundance of literature from many disciplines reflects the use of multimodal and 

multidisciplinary therapies, including recommendations for the benefit of non-pharmacologic 

interventions and self-care pain management practices independently; despite that, high-quality 

research of all these combined still appears to be sparse.   

     Numerous factors affect a patient's experience of pain and function, including medical, social, 

psychiatric, behavioral, and educational factors, which suggests that the approach to dealing with 

chronic pain incorporates a biopsychosocial approach; however, it is not routinely utilized 

(Peppin, Cheatle, Kirsh, & McCarberg, 2015).  The IOM (2011) suggests there are a myriad of 

ways to address pain, and the medical model is too simplistic and limited. Therefore, one of the 

recommendations for chronic pain care is for most pain care delivery to be via primary care and 

self-management with individualization to the patient (IOM, 2011).  The literature reviewed for 
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this paper examines patient perceptions about self-management promoting education, care 

received, and educational content delivered.  

Databases 

 

     The databases selected to search for evidence included EBSCOhost, CINAHL Complete, 

Health Source: Nursing/Academic, Google Scholar, and Medline.  The keywords used to 

conduct searches included chronic pain, patient perceptions, patient attitudes, patient 

perspectives, primary care providers, and patient education.  Articles accepted were only those in 

English.  Acceptable dates were 2010 to the present.  The dates were chosen based on 

consideration for the inclusion of pioneering research from the 2011 IOM report. 

Landmark Study 

In 2010 the Department of Health and Human Services (HHS) and Institute of Medicine (IOM) 

entered an agreement to increase activity to address pain awareness as a public health problem in 

the United States (IOM, 2011).  The HHS, via the National Institutes of Health (NIH), called for 

a study evaluating the pain science state, care, research, and education and to help advance the 

field with its recommendations (IOM, 2011).  The IOM study began in 2010, involving a 

committee of experts from well over a dozen disciplines, pain sufferers and their advocates, to 

accurately assess the problem (IOM, 2011).    

     The landmark study by the Institute of Medicine [IOM] (2011), "Relieving Pain in America: 

A Blueprint for Transforming Prevention, Care, Education, and Research", examines the 

problem, care, education, and research related to chronic pain (IOM, 2011).  The IOM report is 

one of the most comprehensive collections of pain literature.  Most pain literature since 2011 

refers back to the findings and recommendations of the IOM report. 
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Inclusion Criteria 

      Given the vast body of literature and evolving practices related to pain and pain 

management, the search parameters were restricted to the adult population and focused on the 

most current evidence-based research, primarily of the last five years, with the inclusion of up to 

ten to allow for pioneering literature. Excluded articles were related to acute pain, malignant or 

cancer-related pain, perioperative pain, education delivery via technology, plus opioid abuse and 

management. Also excluded were articles focusing on providers from other disciplines, not 

meeting conventional primary care provider criteria, defined as Medical Doctor (MD), Nurse 

Practitioner (NP) or Physician Assistant (PA) (Medline, 2020). 

      The initial CINAHL advanced search revealed 4,396 articles on chronic pain and patient 

perceptions or attitudes or perspectives.  The search criteria were refined to include only adults 

from age 19-64, all genders, all publication types, and all geographic locations with evidence-

based selections only between January 2010 and January 2020, which revealed 1,106 articles.  

The addition of search criteria to focus on evidence-based research with the inclusion of primary 

care provider and patient education revealed only 16 articles, of which only 6 met all the 

inclusion criteria.  The remaining articles were examined for patient perceptions, attitudes, 

perspectives, and beliefs of provider knowledge and education delivery regarding chronic pain 

management.  All those meeting inclusion criteria were examined further for this project. 

Swedish Long-Term Pain Study 

A mixed-methods Swedish study explored patient and general practitioner (GP) 

perspectives about key factors affecting return to work in those with chronic pain (Lundberg & 

Melander, 2019). To narrow the study scope, the focus was mainly on motivational factors 

affecting return to work, emphasizing a push and pull framework (Lundberg & Melander, 2019).  



CHRONIC PAIN   

 

21 

Push and pull is a theoretical framework acknowledging patient and primary care provider 

perspective differences on motivation (Lundberg & Melander, 2019).  In identifying differences 

in perspective, it can allow for providers to offer support that is patient-centered (Lundberg & 

Melander, 2019). 

      The Swedish study structured their findings into three categories of push and pull factors 

then examined the differences in responses between the patients and practitioners. In several 

instances, there were factors identified by the patient only group, which were not identified by 

the GPs.  Lundberg & Melander (2019) propose that ability to motivate patients may be limited 

by being GP's being unaware of factors important to patients.  This works in both directions, 

where the GP must also convey their viewpoints clearly so that the patient can understand their 

approach (Lundberg & Melander, 2019).   

US Integrative Pain Management Study 

           In a mixed-methods quasi-experimental US study, pain experiences were examined using 

a psychosocial framework during a 12-week timeframe (Bruns et al., 2019).  Participants were 

primary care patients with chronic pain who underwent a multimodal pain group incorporating 

four topics which were mindfulness or mind-body connection, physical movement education, 

and self-care techniques (Bruns et al., 2019).  Also, participants could choose multidisciplinary 

treatments at various times in their week (Bruns et al., 2019).   

          Mounting evidence supports integrative treatment as efficacious, as they address 

psychosocial and biological aspects of pain (Bruns et al., 2019).  In the 104 interviews of 41 

participants, a baseline was established, plus three, and six-month follow-ups.  Pre-study, the 

patients described a vicious psychologic cycle of pain, worsening with anxiety and movement, 
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along with pain not responding to increased medication management, which increased their 

sense of disempowerment and social isolation (Bruns et al., 2019). 

          Post-study, the patients reported many positive effects, such as decreased medication use, 

increased social connection, and a sense of psychological resilience (Bruns et al., 2019).  The 

study reports that patients and providers prefer having pain management options to include 

complementary and integrative health (CIH) (Bruns et al., 2019). Overall, these findings support 

using a holistic pain management approach, which demonstrated positive outcomes for the 

patient included increased resilience and hopefulness (Bruns et al., 2019).  Through a 

psychosocial approach, an opportunity ensues for patients to participate more fully in their self-

care with the potential for improving their sense of resilience and social support engagement 

simultaneously (Bruns et al., 2019). 

Canadian Equity-Oriented Health Care Study 

A Canadian longitudinal two-year study examined the impact of equity-oriented health 

care (EOHC) delivery in primary care with the relationship between selected patient-reported 

health outcomes and patient perceptions of EOHC (Gilboe et al., 2018).  EOHC is an approach 

that includes culturally safe, trauma, and violence- informed, and "contextually tailored care" 

(Gilboe et al., 2018).  This study examined longitudinal data from primary health care clinics for 

395 patients, drawn from a cohort of 567, over two years (Gilboe et al., 2018). 

As Gilboe et al. (2018) discuss, reports of adverse health care experiences are linked to 

delayed care-seeking, including those with chronic illness or a history of trauma or violence 

(Gilboe et al., 2018).  This Canadian study is among the first landmark studies to show that 

EOHC care delivery predicts better health outcomes for patients (Gilboe et al., 2018).  It 
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demonstrates that EOHC can be a vehicle for enhancing patient confidence and comfort in their 

care and in preventing and managing their health problems (Gilboe et al., 2018). 

          Chronic pain is often concurrently experienced in those with mental health issues and a 

history of violence (Gilboe et al., 2018).  EOHC places emphasis on creating contextually 

tailored care and a respectful, safe environment that helps support trust in the provider, a strongly 

associated key outcome in illness recovery (Gilboe et al., 2018). There are links to confidence in 

care and self-efficacy, which also may be aided by EOHC (Gilboe et al., 2018). 

          A path model was developed to examine self-reported physical and mental health and the 

influencing factors (Gilboe et al., 2018). Measurement was done using seven self-report scales 

including the Equity-Oriented Health Care Scale (E-HoCS), comfort & confidence with HCP, 

self-efficacy, quality of life (WHOQOL-BREF), chronic pain scale (CPS), PTSD civilian 

symptoms checklist PCL-C), depressive symptoms (CESD-R), discrimination experience, and 

financial strain index (Gilboe et al., 2018).  

          The EOHC study found that more extraordinary patient-reported experiences of 

confidence and comfort in health care services they received led to increased confidence in 

health prevention and self-management (Gilboe et al. 2018).  Depressive, PTSD, and Quality of 

life improvements were predicted with higher confidence levels (Gilboe et al. 2018). 

Canadian Self-Management Study  

In another Canadian study, a focus group study of 50 participants, in a randomized 

controlled trial (RCT), was undertaken to understand factors important to pain patients with non-

surgical lumbar spinal stenosis (LSS) (Lynch, Bove, Ammendolia, & Schneider, 2017).  The 

RCT was designed to compare three non-surgical treatments, and the focus group was intended 

to reveal the participant's preferences, opinions, and experiences about the treatments they 
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received (Lynch, Bove, Ammendolia, & Schneider, 2017). This was a unique study given that 

previous thoughts and opinions of this population have been looked at but not previously in the 

context of an RCT (Lynch, Bove, Ammendolia, & Schneider, 2017).  

          The study results highlighted the participants' main treatment goal being pain reduction, 

often by any means possible (Lynch, Bove, Ammendolia, & Schneider, 2017). The data revealed 

three themes important to participants. These themes stemmed from the participant's desire to 

improve their condition and seeking the best ways to do so.  

          Self-management study theme one was the emotional response to their condition. Patients' 

primary emotions were frustration with the impact of their conditions on their lives, which was 

compounded when providers failed to provide adequate education on their condition (Lynch, 

Bove, Ammendolia, & Schneider, 2017). There was also an element of negativity and mistrust 

toward providers who felt withholding treatment or perceived as ineffective (Lynch, Bove, 

Ammendolia, & Schneider, 2017).  

       Self-management study theme two, the desire for education to improve quality of life, 

resulted in motivation to pursue information from any potentially promising source they felt 

could help (Lynch, Bove, Ammendolia, & Schneider, 2017).  Though the sources varied from 

anecdotal to multidisciplinary professional medical advice, the participants were willing to 

consider any information that promised the potential of functional or pain improvement (Lynch, 

Bove, Ammendolia, & Schneider, 2017).  However, there was a general preference toward 

professional medical advice but the uncertainty of navigating the information when opinions of 

medical professionals conflicted with one another (Lynch, Bove, Ammendolia, & Schneider, 

2017). 
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          Lastly, theme three uncovered the desire for individualized care based on lifestyle and self-

management techniques (Lynch, Bove, Ammendolia, & Schneider, 2017). The participants 

identified a thirst for professional self-management teaching education, perhaps to reduce their 

reliance and financial strain potentially caused when pursuing multiple modalities (Lynch, Bove, 

Ammendolia, & Schneider, 2017).  Again, frustration expressed regarding conflicting 

information regarding nutritional currency and inconsistent recommendations (Lynch, Bove, 

Ammendolia, & Schneider, 2017).  These findings suggest that providing clear quality education 

with consistent, evidence-based recommendations, correcting misperceptions about a pain 

condition, and facilitation of self-management are needed by primary care providers (Lynch, 

Bove, Ammendolia, & Schneider, 2017). 

UK Patient Perspectives Study 

          In another RCT in the UK, pain management in primary care was examined from the 

patient's perspective and the possible effects on the delivery of treatment.  Semi-structured 

interviews were taken from a subsample of 44 participants from the RCT, recruited from 8 

general practices in the UK. The study, reported to be one of the first of its kind, sought to 

explore participants experiences with illness and treatment through the lens of understanding 

how they influence accepting the intervention (Bee, McBeth, McFarlane, & Lovell, 2016). 

          The data from this study also revealed three themes. The first theme is illness context, 

which relates to chronic pain and related health services (Bee, McBeth, McFarlane, & Lovell, 

2016).  All participants reported having had discussions about their condition with their primary 

care providers but reported criticisms of the encounters such as the provider's failure to provide 

adequate resolve or explanation of the condition and or lack of provider empathy (Bee, McBeth, 

McFarlane, & Lovell, 2016).  The participants also reported clinical consensus was lacking in 
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their chronic pain condition and the lack of personal understanding of their pain aggravation 

factors (Bee, McBeth, McFarlane, & Lovell, 2016). 

          The second theme is the identity context, which relates to the interchange of self and 

illness identities, behavioral pain responses, and the emotional response to the progression of 

symptoms (Bee, McBeth, McFarlane, & Lovell, 2016).  While several factors were identified in 

this theme, the common narrative emerged: the psychological and social impacts of chronic pain 

(Bee, McBeth, McFarlane, & Lovell, 2016).  The loss of roles and function were related to 

feelings of depressed mood, irritability, and frustration (Bee, McBeth, McFarlane, & Lovell, 

2016). 

     The third theme related to the intervention context as it connects with experiences and 

preferences.  The interventions using physical exercise or cognitive behavioral therapy separately 

or combined resulted in differing perceptions (Bee, McBeth, McFarlane, & Lovell, 2016).  The 

perceptions ranged from negative to more accepting when provided simultaneously and suggests 

benefits may be maximized when combined (Bee, McBeth, McFarlane, & Lovell, 2016). 

U.S. Self-Management Study 

In one US study, patients with chronic musculoskeletal pain were asked for their 

comparative experiences with communication and self-support management from primary care 

physicians and nurse care managers (Mathias et al., 2010). The participants were a subset from a 

more extensive study, the SCAMP trial, testing stepped care approaches in patients with chronic 

pain and depression in primary care.  While this scholarly project does not include care by nurse 

care managers, the study's findings related to primary care providers had commonalities with the 

other studies.  This study's participants were divided into two focus groups, male (n=7) and 

female (n=11), and an experienced moderator facilitated sessions.  While findings suggested 
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overall higher satisfaction with nurse care managers care than primary care providers, several 

themes arose, which are significant in regards to perceptions of primary care providers. 

          The participants identified areas they felt were lacking in primary care pain treatment by 

their primary care providers, which included poor perceptions of empathy or encouragement, 

listening skills, and medication over or under prescribing (Mathias et al., 2010).  While some 

patients did express satisfaction with their PCP, the majority expressed some level of 

dissatisfaction with the pain treatment received in primary care (Mathias et al. 2010). 

This study suggests systemic deficiencies are one of the main contributors to the problems 

identified. The broad scope of complex needs for chronic pain patients in the primary care setting 

may exceed what a PCP can provide (Mathias et al., 2010). 

Discussion 

The literature examined does highlight the different perspectives arising when comparing 

patient to provider perceptions in pain care.  The perceptions that are important to patients may 

have some commonalities with provider priorities, but they are not always wholly aligned 

(Lundberg & Melander, 2019).  This suggests that increasing understanding of patient 

perceptions of chronic pain can help providers become more effective.  Patients need sufficient 

resources, education, and support to sufficiently self-man (IOM, 2011).   

Biopsychosocial considerations arose as essential factors in the studies to understanding 

patient challenges and harnessing a holistic and expanded approach to increase patient's 

knowledge, confidence, and desire to employ self-management techniques.  Patients have a 

relationship with their pain, and clinicians need to become engaged members of that 

conversation.  Primary care is most frequently where pain is first reported in the health care 

system; therefore, primary care providers are "an early step in the pain care journey" (IOM, 
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2011).  These studies suggest that providers' increased understanding is necessary to promote 

higher patient confidence, motivation, and ultimately outcomes.   

All these findings underscore the importance of including patient perceptions into 

approaches to support optimal pain management and, ultimately, self-management support 

interventions.  Keefe (2008) argues that self-management is almost always the first step in a 

person's journey to relieving pain".  Whereas the IOM (2011) suggests that, whatever the cause 

or contributing factors, "the clinician must focus on the management of the painful condition, to 

assist in restoring the individual to a better state of health".  It is critical that any information 

shared by the primary care provider be absorbed, understood, and meet the patient's individual 

needs to initiate and maintain a successful self-management plan.  The literature examined 

supports the use of a biopsychosocial approach to improve pain education and self-management 

skills. According to Tranmer (2015), pain outcomes can be optimized via self-management 

education and building upon an individual's skill level.   

                   Conceptual and Theoretical Frameworks 

This paper's concept is primarily focused on chronic pain patient perceptions of pain 

education provided by their primary care provider.  The concept of chronic pain itself is abstract. 

Chronic pain has many interwoven variables, with the levels of pain, function, and meanings 

being uniquely identified depending on the person affected.  Chronic pain cannot be categorized 

or sufficiently described via one term since it is a complex process, and its description involves 

biological, psychological, and social factors. 

Biopsychosocial Model         

 One framework used to guide this project is the Biopsychosocial (BPS) model.  It is a 

means to understand "the patient's subjective experience as an essential contributor to accurate 
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diagnosis, health outcomes and humane care" and the multifactorial contributors to disease, 

illness, and suffering (Borrell-Carrió, Suchman, & Epstein, 2004). The most valuable 

contribution of BPS helps "broaden the scope of the clinician's gaze" (Borrell-Carrió, Suchman, 

& Epstein, 2004).  The BPS framework "takes into account the rich range of potential causes, 

effects, and treatment strategies" (IOM, 2011)  (See Figure 2).    

 Similar to other intense chronic conditions, pain has deep cognitive and emotional effects 

and is "much more than a biological phenomenon" (IOM, 2011). The IOM (2011) suggests that 

an interdisciplinary BPS approach offers the most promise for treating pain patients because of 

the psychological and cognitive effects pain produces.  Successful treatment can include 

prevention, facilitation of self-care, and counseling, though costly procedures are often 

performed; however, to apply the proper treatments, the public and clinician perception of pain 

and its treatment must be changed (IOM, 2011).  Applying the BPS model to pain care helps 

address the many facets of pain, such as the psychological, biological, social, and cultural 

influences on pain (IOM, 2011).          

 The BPS model supports efforts to increase providers' cultural competence to deliver 

competent but culturally appropriate care (IOM, 2011). Another way to apply the BPS model 

would be through addressing stereotypes, biases, knowledge gaps, and competencies in pain care 

by providing healthcare professionals with enhanced education and training about these barriers, 

which cause disparities in pain care (IOM, 2011).  The IOM (2011) recommends improving data 

collection and reporting on pain, a population-based strategy for pain reduction, and its 

consequences. Further recommended is the creation of a comprehensive population health level 

strategy for pain treatment, management, and research, promotion of self-management, 

development of strategies to reduce barriers in pain care, educational opportunities in primary 
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care assessment and pain treatment, along with the revision of reimbursement policies to 

improve pain-based care.          

 In chronic pain medical decision-making, a patient's cultural and ethnic background, 

spirituality, age, and gender should be considered (Steglitz, 2012).  The BPS model is one that 

can be applied to these issues.  Borrell-Carrió et al. (2004) suggest adding reflective participation 

to the BPS model to shift from objective clinician detachment to care with greater caring and 

warmth. When a provider becomes more engaged with the patient priorities and unique pain 

factors, there may be more potential for increasing the patient's ability to self-manage (IOM, 

2011).  This would require that the pain management approach considers the uniqueness of an 

individual's contributing factors to inform the most appropriately focused care plan.  Another 

model to help understand participation in care, causality, and dualism would be using the 

Complexity theory to help inform clinicians' actions (Borrell- Carrió et al., 2004).    

     Complexity Theory       

 Complexity theory is based upon complex structures interacting as constantly changing 

systems with accompanying feedback loops (Burnes, 2005).  The complexity model is a 

nonlinear approach that evaluates a system with many parts, none having more importance than 

another.  Cheatle (2016) defines complexity to be a large network of components with no central 

control but simple operational rules giving rise to sophisticated information process, complex 

collective behavior, and adaptation via evolution or learning, with no central control.  For health 

care providers, this is crucial knowledge to incorporate into the care of patients experiencing 

chronic pain, as the chronic pain experience is very complex. "The complexity model evaluates 

and treats all of the domains that constitute the chronic pain experience, and the success of the 

model depends on each patient having a PCP and the pain physician serving as a true consultant" 
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(Cheatle, 2016).                            

Theory of Symptom Self-Management       

 Self-management is essential to chronic pain management outcomes (IOM, 2011).  

According to NINR (2020), self-management science supports individuals with chronic 

conditions and their caregivers through examining strategies to help them improve their health 

behavior, understand, and manage their illness.  To facilitate better self-management, patients 

need clear, concise, and thorough education. Patients who actively participate in their own health 

care achieve better health outcomes and meet more of their health goals (IOM, 2011).  One way 

to help patients support their own self-management and engagement in the self-management 

process is via holistic education delivery.          

 Another framework applicable to chronic pain management is the Theory of Symptom 

Self-Management (See Figure 4).  Active participation in one's treatment was first described as 

self-management by Thomas Creer (Grady & Gough, 2014).  Self-management (SM) can be 

incredibly empowering and help one gain more control over their symptoms.  Since SM's initial 

descriptions as a concept were introduced, the descriptions evolved to now include five core SM 

processes, including decision-making, resource utilization, problem-solving, taking action, and 

partnerships with health care providers (Grady & Gough, 2014).  Within this framework, the 

core components support a comprehensive approach to help patients become successful with 

their self-management.          

 According to Grady and Gough (2014), "self-management represents a promising 

strategy for treating chronic conditions moving beyond education to teaching individuals "to 

identify challenges and solve problems associated with their illness actively.  Utilization of these 

frameworks with holistic assessment, comprehensive planning, and collaboration between 
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patients and providers optimizes the possibility of successful education delivery and success with 

chronic pain self-management.                                           

Holistic Concept Map         

 Within the concept map, each concept component has its unique characteristics (See 

Figure 2). Many variables can act individually or simultaneously as a driving force, impacting 

how active a person might be in their self-management.  For example, a person feels hopeless; 

they may not be motivated to participate, resulting in a worsening of their condition.  Pain coping 

strategies vary, and motivation to engage in them is a key predictor of a patient's adjustment to 

pain (Kratz et al., 2010).  The perception of control or self- efficacy is essential to confronting 

pain challenges and is believed to contribute to the successful navigation of pain (IOM, 2011). 

Goals of self-efficacy and self-management "reinforce the benefits that accrue" when people take 

an active role in their pain management (IOM, 2011).     

 Since this concept requires utilization of a holistic approach, these components may not 

reach their optimal level independently because there is a synergistic effect that comes from the 

integration of each component.  The whole is greater because of the complexity of chronic pain 

and each individual's unique response to it.  Through empowered self-management, optimal 

well-being can be realized and pain controlled sufficiently enough to allow the fullest life one 

can have.              
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Chapter 3:  Project Design and Evaluation Plan 

Methods 

      The project design was based on the application of survey research using a BPS model 

for pain management. The survey was the primary method to conduct a descriptive, cross-

sectional study to evaluate chronic pain education delivery in primary care via the BPS model.  

The project integrated mixed methods to gather the research data.  The primary method was data 

collection via utilization of online surveys, which provided an accessible and easy to use format 

for participants.  The survey examined chronic pain patient pain perceptions of pain education 

delivered by their primary care providers, provider relationship rating, and perceived self-

management ability to reveal potential chronic pain holistic education gaps. 

Study Population          

 The selected population was a convenience sample of adults over age 18, with chronic 

pain of any type that was non-malignant, pain experienced greater than three months plus the 

ability to speak, read and write in English.  The participants were self-selected through local 

advertisements via flyers and online flyer distribution (see Appendix A).  Information provided 

to participants included a description of the survey elements, purpose of the study, along 

with informed consent (see Appendix B).  Those meeting inclusion criteria were instructed 

to contact the student researcher to initiate survey participation, receive their personal consent 

copy, and survey access link.  The participants were asked to email the student researcher, with 

their interest in the study, without any additional personal information. The only specific content 

requested to be included in the email was to label the subject line with “pain survey” to indicate 

their interest in participating in the survey.  Upon receiving the email from the prospective 

participants, the eligible subjects were provided an electronic consent form copy for their records 
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and an online web link with instructions to access the online survey via Survey Monkey. All 

were notified that participation was entirely voluntary, and they could discontinue participation 

at any time they chose.  The participant consent formalized with proceeding to survey 

participation.                                        

Project Site                

 Initially the project site was intended for local community advertising for online 

participation.  Therefore, preliminary recruitment included flyer postings in high foot traffic 

areas on Maui's island to increase visibility and awareness of the survey recruitment.  No 

physical site was involved, as all data was gathered entirely electronically using the Survey 

Monkey online survey service. General recruitment started via print advertisement in the local 

community and some virtual flyers distributed via email.  Advertising and recruitment flyers 

were displayed on local billboards in areas where chronic pain patients have frequented in the 

past or where eligible participants might potentially see them.  

All recruitment activities were carried out in compliance with all local health and safety 

guidelines in effect for the State of Hawaii related to the COVID-19 pandemic.  In the event an 

insufficient sample size would result from the community recruitment posters due to COVID-19 

restrictions, an additional recruitment strategy was planned with the use of online technologies. 

Consequently, added steps were necessary to utilize online technologies. Further chronic pain 

patient recruitment was done via specific social media as a last resort since the local 

advertisements initially produced too few prospective participants. A description of the project 

with consent form was shared through email to ensure the information's visibility and personal 

receipt.  Strict adherence to confidentiality guidelines, from any direct contact with the student 
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researcher, were maintained.  The survey remained anonymous throughout the entirety of the 

project.   

Instruments               

The U.S. military is at the forefront of transforming pain management assessment and 

tools for holistically approaching chronic pain.  The main instrument utilized for this project was 

a survey (see Appendix D) developed from a combination of previously validated tools used by 

the Defense and Veterans Center for Integrative Pain Management [DVCIPM]  (see Figure 5).  

This project's survey was intended to assess perceptions of chronic pain provider education 

delivery components, through the patient perspective, get a rating of provider relationship, and 

perceived ability to self-manage, to identify pain education gaps for improving future practice. 

This project required a comprehensive survey to determine perceptions of the chronic 

pain education components received from their primary care providers.  The survey included 

several categories identified as relevant to holistic chronic pain management in previously 

validated tools to ascertain the degree of biopsychosocial education the participant has received.  

Surveys included 5-point Likert scales for participants to express their feedback. The secondary 

method offered an optional comment box to provide open-ended remarks for those participants 

who desired to share additional information not covered in the survey.  

The project relied on current evidence-based literature to support the development of the 

chronic pain patient perceptions survey.  The framework utilized for the survey was adapted 

from the Pain Assessment Screening Tool and Outcomes (PASTOR) obtained from the Defense 

and Veterans Center for Integrative Pain Management (DVCIPM), with permission to adapt the 

framework granted.  The PASTOR tool was created as a survey to comprehensively assess a 

chronic pain patients state utilizing a Patient-Reported Outcomes Measurement Information 
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System (PROMIS) system with the use of instruments designed by the National Institutes of 

Health (NIH) (DVCIPM, 2010.);  These previously validated tools incorporate the multitude of 

facets involved with a biopsychosocial approach. 

The survey for this project incorporated the comprehensive PASTOR tool's domains as a 

framework to develop the comprehensive survey for patients to participate, as related to the 

range of primary care education topics delivered by their PCP (See Figure 5). The major 

PASTOR assessment domains included the areas of pain, physical, behavioral, and psychosocial 

factors involved with chronic pain screening (DVCIPM, 2010).  

The survey created for this project focused on the broader categories used in PROMIS 

and PASTOR tools,  for comprehensive survey data collection primarily in the area of holistic 

chronic pain education.  The tools' collection highlighted components important to patient 

perceptions of primary care provider pain education, self-management perception, and gaps in 

knowledge. 

Analysis           

 Ordinal survey data was collected, categorized and tabulated. Descriptive analysis 

methods were applied and analyzed utilizing Survey Monkey data, Excel spreadsheet program, 

and the JASP online statistical analysis program. Each question was analyzed for the mean, 

median, and standard deviations based on the Likert-scale items.  Charts and graphs were 

prepared based on the data results. Future analysis using non-parametric testing may be applied. 

Participation was anonymous for the online survey. The demographic information was 

collected for additional analyses, and any identifying information was kept entirely confidential 

and deidentified, if applicable, based on current guidelines and recommendations.  The data were 

analyzed to examine the categories of education received, relationship with their provider, 
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perceived self-management skill, and potential gaps in these areas.  The data were further 

examined for the largest educational deficit areas and those that may need to be addressed more 

frequently during primary care provider pain education. 

Ethics             

 All ethical research principles and standards were followed throughout this project to 

maintain the ethical tenets' integrity while supporting the communication between the researcher 

and participants. 

Timeline             

 Upon submitting application to the Institutional Review Board (IRB),  an additional CITI 

program training for Information Privacy Security (IPS) certification was completed, to support 

project design specifications. Application processing was approximately one month to approval. 

The project implementation timeline was estimated at two to four weeks from receiving approval 

for human research from the IRB. 

Week 1: IRB approval, survey construction and implementation. 

Once the application approval was granted from IRB, the first week began with building the 

electronic survey version into survey monkey. Approved flyers were printed and photocopied for 

local distribution. 

Week 2: Survey implementation and distribution.  

Once the electronic survey was built, the printed and online materials were prepared for local 

distribution, based upon approved drafts; The project's survey implementation phase began. As 

previously outlined, the recruitment started with direct advertising in the community, with the 

addition of online outreach, to achieve an adequate sampling size.  The participants were given 
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the option to fill out an online survey with the survey monkey direct web link, once contacting 

the researcher to indicate participation via email. The survey data was collected over two weeks. 

Week 3: Completed recruitment, finalized data collection, and gift card distribution.          

The survey concluded, and data collection was finalized. All participants were nominally 

compensated for their time with a ten dollar electronic gift card. Participant compensation was 

processed, then gift cards were delivered electronically via email, with participant approval 

confirmed via email.  

Week 4-6: Data analysis 

All data collected and analyzed for results. In the final weeks of the project, the data was fully 

compiled, analyzed, and organized for the final PIP presentation. 

Week 7-8: Present data                         

The defense of this project will be completed with the final presentation of findings on or before 

November 15, 2020.   

Protection of Human Subjects  

All protections of human subjects were maintained per current guidelines and 

requirements of exempt approval. The project application for IRB was submitted in June 

2020, with approval notification received on July 31. Upon IRB approval receipt, the project 

implementation and recruitment was initiated.  

Memorandum of Understanding    

A memorandum of understanding (MOU) did not apply to this project, as 

recruitment took place through local advertisement and remote recruitment via social 

media without any agency's direct involvement. 

Budget   
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The project budget was estimated at $750 (see Table 1). The projected expenses 

included costs related to recruitment advertisement, photocopying and printing, travel, online 

survey costs, participant compensation, in the form of electronic gift cards, and educational 

materials. The actual costs for all project-related expenses were $525 in total. 

Expected Results    

Expected results were anticipated to reveal the potential gaps in chronic pain patient 

education from primary care providers via patient perception and report.  Significant data 

findings were anticipated to identify gaps in holistically based education delivered, as reported 

by the patient, to suggest potential impacts of the educational gaps and where improvements 

could be made.  Immediate outcomes included raising awareness of gaps in chronic pain 

management education in primary care, as reported by the patient, and potential communication 

topics to address with primary care providers to improve education delivery, relationship, and 

self-management potential for patients.         

 The intention with the expected results is to apply holistic chronic pain education gaps to 

construct an educational poster for patients. The poster design targeted primary care offices for 

use as a tool to display in patient view, enhancing self-management capacity.  The poster 

supports increasing pain education knowledge while encouraging a more expansive dialogue 

about the many elements involved with chronic pain development, exacerbation, and self-

management. For providers, the outcomes also include further education and self-awareness to 

help address the identified gaps; the poster can also be a tool for providers to engage and learn 

from as well.                  

 Long-term goals include the development of additional tools that may assist the patient 

with starting conversations with their healthcare provider about using a holistic approach and 
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how to further engage or increase self-management support with their provider.  Efforts to 

improve communication are often centered on provider training and provider-initiated 

therapeutic principles and relationship; however, patient training for enhancing communication 

and relationship with their provider seems to be missing from current approaches.  

 This project on chronic pain education patient perception supports the need for holistic 

pain education as the standard of care and some of the potential gaps between patients and 

providers, where the HCP is primarily responsible for facilitating the patient achieve a better 

outcome.  Focusing on the patient's voice, their perceptions and insights inform can further 

support the need for improved education delivery and support of future patients.    

     Nursing Implications     

 The NINR (2010) reports self-management to be “a major part of the national nursing 

research agenda”.  With increasing frequency, research demonstrates that “empowering patients 

to understand their conditions and take responsibility for their health” can improve outcomes 

with the use of self-management strategies (NINR, 2010).  According to the NINR (2010), 

chronic disease limits the quality of life for those affected, nearly one in every two adults; Self-

management research has enabled improved quality of life, despite these conditions.    

 The NINR (2010) self-management agenda model is focused on chronic disease care, 

which includes chronic pain, since pain is often be attributed to one or more chronic conditions.  

Chronic pain is widespread, and while some patients can be proactive and research some 

information on their own, not all can, nor do they know the most reliable sources outside of their 

HCP.  Consequently,  empowering patients to successfully self-manage requires clear, complete, 

supportive, and holistically focused education.  HCP's are facilitators of patients' participation in 

their health management (Lukewich et al., 2015).  Teaching chronic pain patients, using a 
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biopsychosocial model, and more effectively engaging and participating with their chronic pain 

treatment program will create enhanced capacity for self-efficacy and self-management.    

 The results of this project highlight the importance of pain education in the primary care 

setting and contributes to the national nursing research agenda toward expanding the research 

available on the topic of optimizing pain care.  First and foremost, a collaborative approach is 

needed between healthcare practitioners and patients to support self-manage skills.  Much more 

quality research is needed to improve chronic pain care, and nurses are already at the forefront 

by focusing on self-management research.  This project encourages further examination of the 

patient's perspective to focus on patient-centered pain care truly and to be able to offer the 

appropriate stepping stones to help them more successfully manage.    

 The findings of this project help support the expanded education needed in chronic pain 

care and how nurses and other HCP’s can take immediate action toward improving chronic pain 

outcomes. Perhaps one of the most important nursing implications for improving chronic pain 

education and practice may come from the increasing number of nurses becoming involved with 

the American College of Lifestyle Medicine (ACLM).  The ACLM’s mission (2017) focuses on 

healing and health improvement via promotion of behavior change, engaging the patient as a 

partner in care with the HCP guiding, supporting, and educating patients in the area of behavior 

change.  The ACLM approach helps empower patients and healthcare providers to optimize 

outcomes.  If every member of the health care team were to broaden their education scope, many 

lives might be improved for the better. 
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Chapter 4:  Results 

Frameworks 

There were two main frameworks used to guide this project.  The first was the theory of 

symptom self-management (TSSM) (Refer to Figure 4).  The TSSM promotes increasing patient 

self-management through five core processes, which include problem-solving, taking action, 

decision making, resource utilization, and partnering with HCP’s (Grady & Gough, 2014).  

According to Hoffman (2010), TSSM is affected by perceived self-efficacy and takes place 

through “self-directed action”.  For patients to take self-directed action, proper education and 

support resources are needed, which often start with their healthcare provider.   

The second was, the biopsychosocial model which was utilized to examine a broader 

representation of the components influencing self-management capacity.  Self-management was 

recommended by the IOM (2011) as one of the top priorities for supporting patients to have 

better outcomes when it comes to managing chronic pain.  Borrell- Carrió et al. (2004) argued 

that the “patient's subjective experience” is a decisive contributing factor to humane care, health 

outcomes, and accurate diagnosis.   

Previously tested for reliability and validity, an additional tool used to support the data 

collection for this project, was the framework from the Defense and Veterans Center for 

Integrative [DVCIPM] Pain Management Assessment Screening Tool and Outcomes Registry 

(PASTOR). The development of PASTOR came about to further pain research and “provide 

clinical outcomes data to improve evidence-making by providers” (USU, 2020).  The four 

assessment domains included the areas of pain, physical, psychosocial, and behavioral 

categories, which the survey was based upon (see Figure 5).  
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The actual DVCIPM application of the PASTOR tool further subdivides and 

expands their survey, using computer-aided testing (CAT) to produce a nearly 30-

minute survey which generates a comprehensive individualized chronic pain report for 

the clinician (USU, 2020).  CAT is used to collect the survey data to generate a 

comprehensive report to help providers tailor chronic pain treatment and is currently in 

use by the DVCIPM for this purpose (USU, 2020). Therefore, this model utilized the 

PASTOR tool framework to elicit information from patients regarding primary care 

education topics delivered by their PCP.    

Project Outcomes Evaluation 

Data Collection 

The IRB recommended not fully designing an electronic survey monkey form 

until they granted approval. Exempted IRB approval was granted mid-July, with 

notification approval received on approximately July 31, 2020. The implementation 

process began immediately upon receipt of approval notification, which included 

building the complete electronic survey into the survey monkey database.  

All data collection was planned to be mainly via online communication, due to the 

COVID-19 pandemic; therefore, an online survey was the method for collecting the data.  A 

total of 25 IRB-approved recruitment posters were printed for local advertisement (See 

Appendix A) with the survey recruitment language on one side and consent on the other 

side (See Appendix B).  Posters were initially distributed only locally on Maui island, 

near places where chronic pain patients may frequent (i.e. Pukalani Superette market, 

next door to a PCPs and physical therapist [PT] offices). This generated very little 

response or interest during the first week and a half. The survey was then shared 
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electronically, with IRB approved email template, to the neighboring islands for 

distribution and finally online via Facebook (FB) to facilitate recruitment of a larger 

sample size.  

The final recruitment included participants from a chronic pain FB group along with those who 

became interested through local print and email advertisements.  The information flyers for the survey 

were distributed through local print and email advertisements, eventually with an additional posting of 

the flyers online to a chronic pain group. The online Facebook group, with over 100,000 followers, was 

a closed group called “Surviving Chronic Pain” for chronic pain sufferers. The site administrator was 

contacted regarding sharing the survey with their members, but kindly stated that they do not participate 

in any internal distribution to their group outside of support resources; however, anyone was invited to 

share relevant information and opportunity via their visitor page, rather than a group distribution or 

endorsement.  They suggested submitting all pertinent details for the survey recruitment to a visitor’s 

page. 

Once prospective participants established their survey interest via flyers and ads, they were 

instructed to contact the researcher on two occasions. The first time was to receive their copy of the 

consent along with the electronic survey monkey link.  Then, participants were asked to recontact the 

student researcher, after survey participation, to grant permission to issue the electronic gift card via the 

email address they used for the survey link. After permission was confirmed, the participants were 

issued the electronic gift card sent to the email of their choosing. Participants reporting, they did not 

receive the card were instructed to check all their mailboxes including spam, and if necessary duplicate 

cards were re-sent with no difficulties. 

The IRB recommended that where possible, no human contact take place for execution of the 

protocol, which created a limitation of this survey.  The goal was to obtain a local sample size of 30 
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participants (N = 30) however due to planned deadlines for the survey, the final sample size was 

completed at 26 total participants (N = 26), which included online non-local participants.  Given the 

pandemic impacts, many services (like PT) were not being scheduled as frequently and/or many people 

were self-quarantining at home, hence there was less foot traffic to be able to view the recruitment 

posters in the usual healthcare setting than would’ve previously been, therefore it was necessary to 

expand to non-local online recruitment. 

Survey Data 

 

The project survey design was a one-time 40 item questionnaire divided into four 

sections to include demographics, PASTOR assessment domains, PCP relationship, and self -

management perception.  The survey questions were placed in the form of statement s from 

which a participant could answer on a five-point Likert scale.  The Likert scale was included 

for ordinal data measurement collection from a total sample size of 26 participants. At the 

survey conclusion, one final question was offered as an open -ended space for free 

commentary.  The survey was made available for two weeks locally and online for roughly two 

days.  

The four sections were divided into basic demographics for question #1 -6, with the 

sections as part A, B, and C.  Part A, questions #7-23, were based on the PASTOR domains 

focused on pain scales, physical scales, psychosocial scales, and behavioral scales. Part B, 

questions #24-32, regarded the relationship with their primary care provider and Part C, 

questions #33-40, asked about chronic pain self-management. To conclude the survey, the 

additional comment box was offered to participants. They could share any feedback or 

comments related to chronic pain care education or anything they felt may be helpful, from 

their perspective, to enhance primary care providers’ awareness.  
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While the survey provided rich data throughout, the main intent of this project was in 

identifying potential knowledge gaps in chronic pain education delivered by PCPs, as 

perceived by the patient.  Therefore, part A of the survey is where the most detailed results 

reporting was focused. 

Demographics 

 

Initially, the time projected to take the survey was at 10 -15 minutes though the typical 

time spent was around 7 minutes and 39 seconds with an average completion rate of 100%.  

The demographic information included 54% Female (n=14) and 46% Male (n=12) with ethnicities 

represented as 42 % Caucasian (n=11), 23% Asian (n=6), 19% Hispanic (n=5) and 8% Native Hawaiian 

(n=2), 4% African American (n=1, and 4% Rather not say (n=1), with none in the Other (n=0) category. 

Figure 6. Gender Identification.  Question 1 “What is your gender?”. 

 

Figure 6. Participant Gender Identification.  

Figure 7. Ethnicity.  Question 2 “What is your ethnicity?”. 

 

Figure 7. Participant Ethnicity. 
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The age group ranged from 18-60+, with 38%  a median age of participants in the 40-49 

age group (n=10).  Interestingly, nearly 88% of participants (n=23) had some college 

background.  The results revealed 50% with a college degree (n=13) and 38% a median 

educational level of at least some college (n=10). 

Figure 8. Age group.  Question 3 “What is your age group?”. 

 

Figure 8. Participant Age group. 

Figure 9. Educational level. Question 4 “What is your highest level of education?. 

 

Figure 9. Participant Educational Level. 

Figure 10. Primary language. Question 5 “What is your primary language?”. 
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Figure 10. Participant Primary Language. 

The primary care provider type reported most was by a medical doctor or doctor of osteopathy 

(n=14).   Thus 54 % reported being cared for by an MD/DO (n=14), 12% by an Advanced 

Practice Registered Nurse [APRN] (n=3), 19% cared for by a PA (n=5), 12% cared for by a 

Naturopathic Doctor [ND] (n=3) and 4% by some other provider (n=1). 

Figure 10. Primary Care Provider Type. Question 6 “What type of primary care provider do you 

regularly see for your chronic pain?”. 

 

Figure 10. Participant Primary Care Provider Type. 

Survey Part A.  Part A of the survey asked about the type of chronic pain education delivered by 

primary care providers. The questions were in the form of statements from which the participants could 

choose five answers ranging from always, often, sometimes, rarely, and never. For purposes of this data 

analysis, the results reveal the knowledge gaps in the areas where participants selected rarely or never as 

topics that PCP discussed with them related to their pain.  The highest chronic pain educational gaps 

according to participant perceptions were questions  11, 8, 15, 14, 19, and 22. 

Question 11 addresses the topic of pain catastrophizing where 38% (n=10) report Pain 

Catastrophizing rarely or never discussed by PCP.  Generally, pain catastrophizing refers to a mindset 

where there is a tendency to magnify the worst, feel helpless plus frequent negative rumination.  



CHRONIC PAIN   

 

49 

Figure 11. Pain Catastrophizing. Question 11 “My PCP has talked to me about how negative 

thoughts affect my response to pain” (based on Pain Catastrophizing scale). 

 

Figure 11.  Participant Negative Thought Process Education. 

Question 8 and Question 16 relates to Sleep and Sleep quality, where in either case, sleep was 

rarely or never discussed. Question 8 results revealed nearly 27% of the time the PCP rarely or 

never talked about how pain affects sleep (n=7). Question 16 showed that 28% of the time sleep 

quality and how it impacted quality of life was rarely or never discussed (n=7). 

Figure 12. Sleep Education. Question 8 “My PCP has talked to me about how pain affects 

my sleep”(based on PROMIS sleep-related impairment). 
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Figure 12.  Participant Sleep Education. 

Question 15 relates to Fatigue, where participants (n=9) reported the PCP rarely or never 

discussed the connection between fatigue and chronic pain. A 31% education deficit was noted.  

 

Figure 13. Fatigue. Question 15 “My PCP has talked to me about fatigue and chronic 

pain” (based on PROMIS Fatigue).  

 

Figure 13. Participant Fatigue Education. 

Question 19 relates to how Depression/Anxiety/Anger/PTSD affects or is involved with chronic 

pain. Participants (n=9) reported 31% of the time this topic was rarely or never discussed. 

Figure 14. Mood. Question 19 “My PCP has talked to me about how anxiety, anger, 

depression, or PTSD might be affected or be involved with chronic pain (based on PHQ-

9, GAD, Primary care PTSD screen and PROMIS anger). 

 

Figure 14. Participant Mood Education. 
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Question 22 relates to Alcohol use and how it might affect chronic pain.  Participants (n=12) 

reported that 46% of the time it was rarely or never discussed. 

Figure 15. Alcohol Use. Question 22 “My PCP has talked to me about how Alcohol use 

might affect my chronic pain (PROMIS Alcohol use). 

 

 

Figure 15. Participant Alcohol Use Education. 

The next highest educational gaps were in the areas of the limitation of physical activity due to 

chronic pain. Question 14 relates to the discussion about specific body parts that may limit 

particular activities. Participants (n=7) report it was rarely or never discussed 27% of the time. 

Figure 16.  Body parts limiting activity. Question 14, “My PCP has talked to me about 

what part(s) of my body limits my activity” (PROMIS Physical function). 

 

 

Figure 16. Participants physical limitation of body part education. 
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Question 17 relates to education regarding at least three activities that are important to the 

patient, that are affected by chronic pain.  Participants (n=6) reported it was rarely or never 

discussed 23% of the time. 

Figure 17.  Pain impact on three activities. Question 17 “My PCP has talked to me about 

at least three activities that are important to me that are affected by my chronic pain” (3 

Activities and Pain Impact Scale).  

 

Figure 17. Participant 3 Important Activities valued. 

Survey Part B.  Part B of the survey examined provider relationship in question 24-32. The 

summarizing question shows that a large percentage of participants either agree or strongly agree 

with the statement they feel satisfied with their PCP’s pain treatment. Participants (n=17) 

reported feeling satisfied 65% of the time, while 31% (n=8) reported they were unsure. 

Figure 18. Pain Treatment Satisfaction. Question 32, “I feel satisfied with my PCP treatment of 

pain”. 

 
Figure 18.  Participant Pain Treatment Satisfaction Response. 
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Survey Part C.  Part C of the survey examined self-management perception in questions 33-40. 

In part C around 80% of participants (n= 21) either agreed or strongly agreed that they felt they 

could manage as well as most, (question 36). About 69% of participants (n=18) reported they 

felt they could handle self well with regard to chronic pain (question 35).  

Figure 19. Self-management perception.  Question 35 “I handle myself well with regard 

to my chronic pain”.  

 

 

Figure 19.  Participant Self-Management relation to others. 

Figure 20. Self-Management Perception. Question 36 “I am able to manage things related 

to my chronic pain as well as most other people”.   

 

 

Figure 20.  SM Perception relation to others. 

Survey comments.  The survey comment section was an optional question offering a space for 

participants to express any final thoughts they would like to share about survey topics 
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encountered. While the additional data was interesting and insightful, it was not the main focus 

of this project and was included for consideration for more in-depth future studies. 

Figure 21. Participant Comments (n=7). Optional Remarks “From your viewpoint, is 

there anything you would like to share that may be helpful to primary care providers when taking 

care of persons with chronic pain?” 
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Figure 21.  Open comments from 7 chronic pain participants. 

Conclusions and recommendations 

When examining the data, the areas of holistic education topics were the main focus since 

chronic pain is such a complex process involving many variables.  The survey data focus was on the 

questions where the patients perceived they either had rarely or never received education from their PCP 

most of the time.  The highest educational gaps identified were, as previously mentioned, related to pain 

catastrophizing, sleep, fatigue, mood, and alcohol use, which a large minority of primary care providers 

never or rarely discussed.  

When looking at such a large gap of information needed to empower chronic pain patients with 

improvement of their pain, it suggests we need to place much more emphasis on these topics in the 

primary care setting. Not only are the individual areas of education important but also the synergistic 

effect is even more powerful. Ideally, when patients present to their PCP with complaints of chronic 

pain, they should receive comprehensive information as a foundation to work from to achieve the best 

self-management outcome possible.   

To address this, the recommendation used a two-pronged approach. First, an education poster 

designed to spotlight the lesser commonly known factors that can improve or worsen chronic pain. The 

poster items chosen were based on the areas that patients reported receiving little education about in 

their previous primary care visits.  The chronic pain lifestyle poster was designed for placement in the 

primary care setting to help educate patients while they are waiting to see their provider and also to 
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support them in starting a dialogue with their provider should the PCP not have covered the topics. 

Secondly, while this project was focused on patient perceptions, to engage the providers in increasing 

education, an additional brochure was designed to share the survey results with them, provide additional 

resource links to the validated tools used for this project and encourage them to increase discussion of 

these topics along with displaying the posters within their offices. 
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Chapter 5:  Recommendations and Conclusions 

Results Discussion          

Specific Aim #1                                                                                                                         

Examine evidenced-based recommendations supporting effective holistic chronic pain care 

management.                            

 Objective #1:  Compare and contrast findings of effective chronic pain care models by 

 reviewing current and landmark evidence-based research.   

Objective #2:  Identify potential facilitators and barriers to self-management.                         

Objective #3:  Identify comprehensive chronic pain survey tools.   

Results. Evidence-based research about non-malignant chronic pain and primary care 

provider education was examined to support a biopsychosocial model approach 

recommended by the IOM. Pain management best practices suggest effective chronic 

pain care management be based upon a biopsychosocial model of care (Pain management 

Inter-agency task force, 2019). The IOM (2011) concluded a best practice for improving 

chronic pain outcomes is supporting the patient with self-management efforts, beginning 

in the primary care setting; this is where the vast majority of patients will be seen for 

their chronic pain complaints.                             

The literature reviewed supports further examination of the patient perspective, as this 

can help identify differences from providers, which allows providers to become more 

patient-centered in their approach (Lundberg & Melander, 2019). The complex factors 

involved in chronic pain response including psychiatric, behavioral, educational, medical, 

and social factors can act as a facilitator or barrier to self-management (Peppin, Cheatle, 
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Kirsh, & McCarberg, 2015). With the medical model approach being too simplistic, this 

can be one of the most significant barriers to chronic pain management (IOM, 2011). 

Viewing pain through a wider lens, beginning in primary care, helps allow for 

individualization to the patient and increases the possibility of more successful self-

management (IOM, 2011).  The PASTOR tools were developed in response to this need 

and the framework was used in an abbreviated fashion to collect survey data from chronic 

pain patients.                                                                                        

Specific Aim #2                 

Use an existing validated chronic pain survey tool framework to create a biopsychosocial survey 

to collect data from chronic pain patients about their perceptions of pain education delivered by 

their primary care provider.                   

 Objective #1: Use evidence-based literature to apply the Biopsychosocial framework to 

 chronic pain survey composition.        

 Objective #2:  Incorporate factors identified in findings from evidence-based literature 

 to survey questions based on the Biopsychosocial approach recommendations.            

 Results:  The goals of PASTOR help expand scientific understanding and inform changes 

to clinical workflow and practice, identifying previously helpful treatments, tailor treatments, 

engage in shared decision making, increase patient trust and empower patients while identifying 

barriers (USU, 2020). PASTOR framework was used to create a BPS survey for collecting 

chronic pain patient perceptions about education received from their PCP. A key component in 

helping patients self-manage includes a comprehensive assessment incorporating behavioral 

health approaches that examine potential comorbidities. According to the Pain management 

Inter-agency task force (2019), “patients with pain and behavioral health comorbidities face 
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challenges that can exacerbate painful conditions as well as function, QOL, and ADLs”.                                                                                                                             

Specific Aim #3             

Recruit chronic pain adult patients with non-malignant pain to survey their perceptions of 

chronic pain management education by their primary care providers.    

 Objective #1:  Adult participants will receive an electronic consent form, with a 5-point 

 Likert scale format survey, with option to offer open-ended comments at the conclusion 

 of the survey.                                                                                                                            

 Objective #2: Determine potential gaps in education delivered in the primary care setting.                                                                                                                        

 Objective #3: Synthesize data to determine which areas need more attention in patient 

 education from a patient perspective.                                                                        

Results.  Chronic pain patient recruitment resulted in the enrollment of adult participants (N=26) 

with non-malignant chronic pain. The participants shared their perception of chronic pain 

education by their primary care provider, based on a biopsychosocial based framework. 

Participants had an excellent engagement with the survey questions and averaged 100% on 

answering all 40 questions. There was less participation from the optional comment area, which 

only seven participants chose to contribute their remarks to.     

 The data were examined for the areas with the highest education deficit, as perceived by 

patients within the BPS framework. The data showed the educational deficits greater than 25% 

of the time in quite a few categories. In other words, the PCP did not discuss factors patients 

could use to increase their self-management in several areas. This was reflected by participants 

in 11 out of 17 items, that 25% of the time or more, these topics were not being discussed.  

Therefore, the categories where providers could improve education delivery were highest in the 

behavioral assessment category; for example, up to 46% of the time, the PCP did not educate 
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about how substances can affect pain response.  The next highest was in the category of pain 

catastrophizing, which acts to increase the biology of stress and can worsen pain. About 38% of 

the time, PCP’s either never or rarely discussed this with patients. Behavioral health can “have a 

significant impact on treatment outcomes” (Pain management Inter-agency task force, 2019). 

Lastly, the physical changes to navigate when dealing with concurrent pain complaints such as. 

Survey was administered, perceptions collected, gaps in education determined, and data 

synthesized to create educational materials                             

Specific Aim #4                                                                                                                       

Create a chronic pain poster for chronic pain practice improvement, based on education gaps 

identified from the pain survey.       

 Objective #1:  Use synthesized data to construct a pain education poster and brochure 

 using the Biopsychosocial model.      

 Objective #2:  Determine the most appropriate distribution pathway for the poster based 

 on cumulative data findings.        

 Objective #3:  Examine the potential distribution plan for future poster dissemination. 

Results.  Chronic pain poster created from data collected. The poster was inspired by the 

American College of Lifestyle Medicine (ACLM) lifestyle medicine pillars, as these are 

foundational practices when taking a patient-centered biopsychosocial approach. Lifestyle 

medicine examines the root cause of disease, is evidence-based, produces low cost, and highly 

beneficial outcomes, focusing on restoration of patient-centered health (Prather & Price, 2020). 

The lifestyle medicine pillars act as an umbrella to apply recommended education in areas 

identified within the survey.  The pillars prioritize behavioral change for self-management. 
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Figure 21. Chronic Pain Self-management with use of Lifestyle Medicine  

 
Figure 21. Chronic Pain Self-Managing Poster. 

The poster for patients and a brochure for providers, will be distributed to primary care practices 

to help improve current pain education practice. The potential distribution plan includes 

disseminating the information to PCP offices with consulting and support services available to 

those practices wanting to expand beyond the educational posters and brochures. 

“Evidence shows being mindful of your food choices, managing your stress, being  

physically active, avoiding risky substance use, getting plenty of sleep and having a 
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strong emotional support system in your life prevent, treat, and, often, even reverse 

chronic disease and select autoimmune conditions” (ACLM, 2020).   

 

Figure 22. Chronic Pain Patient Perception Survey Results Brochure  Page 1 and Page 2 
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Figure 22. Chronic Pain Patient Education Perception Survey Results Brochure 

 

Impact of Results              

 The project results stimulated ideas about engaging chronic pain patients and providers to 

increase the range of dialogue about pain factors. Encouraging more conversations with their 

providers can lead to higher learning and empower patients to more confidently self-manage, 

ideally optimizing their maximum opportunity for increasing quality of life through better pain 

control outcomes.          

 Posters in the primary care settings could take this a step further in fostering and 

encouraging more conversations about the multitude of factors that affect chronic pain.  More 
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discussions can help broaden and shift the conversations from solely pharmaceutical or physical 

derangement or complaint to a more holistic approach, which is what is recommended as a best 

practice by the IOM.  In the future, depending upon the reach of the poster distribution, the 

posters can also be adapted to each geographical region to make them more culturally specific to 

where they are being distributed.        

 It is estimated that chronic pain affects at least one in five adults and costs over 560 

billion dollars annually in disability programs, direct medical costs, and lost productivity (CDC, 

2020). Use of Lifestyle Medicine (LM) offers an evidence-based, low-cost, accessible approach 

to answer this problem.  “Lifestyle practices are among the nation’s most important health 

determinants” (ACLM, 2020).  Based on the evidence-based literature examined for this project, 

the body of knowledge in using a patient-centered biopsychosocial approach needs to be 

expanded. This project contributes to that body of knowledge while offering tools for practice 

improvement.  Utilizing the LM model to address chronic pain can maximize the opportunity for 

pain relief and self-management capability, confidence, and knowledge leading to improved 

health outcomes and lowers costs. This broader approach not only provides additional awareness 

but offers new strategies in which to become skilled in.       

     Strengths and limitations     

 The survey data collection provided abundant data that can be further expanded 

for future research projects. The volume of data collected was a strength to gain 

insights but limitation because there was far too much to explore fully within this 

project's context. This project helped reinforce the need for additional evidence-based data on 

using a more expansive approach to chronic pain than the medical model.  While insufficient 

data supports a BPS approach, there is far less focused on what the patient thinks is important or 
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what the deficits might be for their needs. Lifestyle medicine works with patients to use shared 

decision-making as a foundational practice (ACLM, 2020), which further supports providers' 

opportunity to learn from them.          

 The project's limitations include the ongoing COVID-19 pandemic, small sample 

size, necessary online recruitment, potential sample bias due to majority of participants 

educational level and too vast a volume of data collected to be thoroughly analyzed in 

the scope of this project.          

     Dissemination plans      

 The final manuscript for this project will be submitted to the HOKU database at the 

University of Hawaii at Hilo for future reference.  In the community, project findings shared 

with other PCP’s first and foremost with distribution of educational literature, including survey 

findings, educational poster, and use of Lifestyle Medicine to help expand pain quality of life 

improvement practices.  For primary care practices interested in improving pain self-

management in their populations, further support could be provided to practices via the LM 

model to increase education delivery and self-management capacity in patients.    

 The educational primary care pain poster program may be expanded to include a mini-

introduction online or a microlearning video to quickly increase understanding. Programs 

specifically developed for practices interested in having a chronic pain management specific 

program based on the practices current LM model.  The practices can be supported to expand 

and adopt a new model, which includes shared medical appointments that allow for delivery of 

more quality education to more patients in less time and incorporates a multi-disciplinary team 

approach.            

 Other possibilities include subsequent data analysis for further study, possibly creating 
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variations of a chronic pain-specific protocol for future use, with LM's application. The 

development of a pain curriculum for PCP’s to offer patients as a resource, additional future 

research in chronic pain EBP, and engaging an ACLM pain practitioner group are also 

possibilities.  Overall, continued emphasis on use of the biopsychosocial approach, where the 

patient can be empowered to self-manage more successfully,  supports further growth and 

opportunity for healthcare providers to embrace and expand upon chronic pain best practice. 

 

 

 

 

 

 

 

 

 

 

 

 



CHRONIC PAIN   

 

67 

References  

American College of Lifestyle Medicine.  (2012). Lifestyle Medicine Standards. Retrieved from 

 https://www.lifestylemedicine.org/ACLM-Standards            

Burnes, B. (2005).  Complexity theories and organizational change. International Journal of 

 Management Reviews. 7 (2): 73–90. doi:10.1111/j.1468-2370.2005.00107.x.                 

Čeko M., Frangos E., Gracely J., Richards E., Wang B, Schweinhardt P., Bushnell MC. Default 

 mode network changes in fibromyalgia patients are largely dependent on current clinical 

 pain. NeuroImage. 2020; 216:116877. Retrieved from 

 https://www.nccih.nih.gov/research/research-results/study-provides-new-insights-into-

 changes-in-brain-function-in-fibromyalgia                

Cheatle, M. (2016). Biopsychosocial Approach to Assessing and Managing Patients with 

 Chronic Pain. doi: https://doi.org/10.1016/j.mcna.2015.08.007                                               

Dahlhamer, J., Lucas, J., Zelaya, C., Nahin, R., Mackey, S., DeBar, L., … Helmick, C. (2018). 

 Prevalence of Chronic Pain and High-Impact Chronic Pain Among Adults - United 

 States, 2016. MMWR. Morbidity and mortality weekly report, 67(36), 1001–1006. 

 doi:10.15585/mmwr.mm6736a2                                                                                  

Grady, P.A., & Gough, L.L. (2014). Self-Management: A Comprehensive Approach to 

 Management of Chronic Conditions. American Journal of Public Health.  104 (8), e25- 

 e31.                                                                                                                            

Gutiérrez Lombana, W., & Gutiérrez Vidal, S. (2012). Pain and gender differences: A clinical 

 approach. Colombian Journal of Anesthesiology, 40(3), 207-212.                           

Hoffman, A. J. (2013). Enhancing Self-Efficacy for Optimized Patient Outcomes through the 

 Theory of Symptom Self-Management. Cancer Nursing, 36(1), E16–E26. 

https://en.wikipedia.org/wiki/Doi_(identifier)
https://doi.org/10.1111%2Fj.1468-2370.2005.00107.x
https://pubmed.ncbi.nlm.nih.gov/32344063/
https://pubmed.ncbi.nlm.nih.gov/32344063/
https://pubmed.ncbi.nlm.nih.gov/32344063/
https://www.nccih.nih.gov/research/research-results/study-provides-new-insights-into-
https://www.nccih.nih.gov/research/research-results/study-provides-new-insights-into-
https://doi.org/10.1016/j.mcna.2015.08.007


CHRONIC PAIN   

 

68 

 http://doi.org/10.1097/NCC.0b013e31824a730a                                                       

Institute of Medicine [IOM], National Academy of Sciences, Institute of Medicine, National 

 Academies. Institute of Medicine of the National Academies, & Ebrary, Inc. (2011). 

 Relieving Pain in America: A Blueprint for Transforming Prevention, Care, Education, 

 and Research.  Washington, DC: National Academies Press.                 

Institute of Medicine [IOM]. (2012). Living Well with Chronic Illness: A Call for Public Health 

 Action. Washington, DC: The National Academies Press. https://doi.org/10.17226/13272.                                                            

Kratz, A. L., Molton, I. R., Jensen, M. P., Ehde, D. M., & Nielson, W. R. (2011). Further 

 Evaluation of the Motivational Model of Pain Self-Management: Coping with 

 Chronic Pain in Multiple Sclerosis. Annals of Behavioral Medicine, 41(3), 391-400. 

 Doi:10.1007/s12160-010-9249-6                                                                                     

Lee, C., Crawford, C., & Swann, S. (2014). Multimodal, Integrative Therapies for the Self- 

 Management of Chronic Pain Symptoms. Pain Medicine, 15S76-S85

 Doi:10.1111/pme.12408                                                                                                      

Lukewich, J., Mann, E., VanDenKerkhof, E., & Tranmer, J. (2015). Self-management support 

 for chronic pain in primary care: A cross-sectional study of patient experiences and

 nursing roles. Journal of Advanced Nursing, 71(11), 2551-62                                    

Mathias, M., Bair, M., Nyland, K., Huffman, M., Stubbs, D., Damush, T., and Kroenke, K.

 (2010). Self-management support and communication from nurse care managers 

 compared with primary care physicians: A focus group study of patients with chron

 musculoskeletal pain.  Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/20207325    

National Institutes of Health [NIH], US National Library of Medicine. (2016.). Chronic Pain. 

 Retrieved from https://medlineplus.gov/chronicpain.html 

http://doi.org/10.1097/NCC.0b013e31824a730a
https://www.ncbi.nlm.nih.gov/pubmed/20207325
https://medlineplus.gov/chronicpain.html


CHRONIC PAIN   

 

69 

National Institutes of Health [NIH], US National Library of Medicine. (2020). Choosing a 

 primary care provider. Retrieved from https://medlineplus.gov/ency/article/001939.htm 

National Institute of Nursing Research [NINR]. (2020a). Self-Management: Improving Quality 

 of Life for Individuals with Chronic Illness. Retrieved from 

 https://www.ninr.nih.gov/newsandinformation/iq/self-management-workshop 

National Institute of Nursing Research [NINR]. Riegel, B. (2020b). At the Intersection of Self-

 Management and Symptom Science. Retrieved from 

 https://www.ninr.nih.gov/newsandinformation/newsandnotes/riegel-video 

National Institutes of Health [NIH]). National Institute of Nursing Research [NINR, ]. (2010).  

 Self-Management Fact Sheet. Retrieved from  

 https://www.ninr.nih.gov/sites/files/docs/ninr-focus-self-management.pdf 

Peppin, J., Cheatle, M., Kirsh, K., & McCarberg, B. (2015). The Complexity model: A novel 

 approach to improve chronic pain care.  Retrieved from 

 https://academic.oup.com/painmedicine/article/16/4/653/2460532 

Steglitz, J., Buscemi, J., & Ferguson, M. (2012). The future of pain research, education, and 

 treatment: A summary of the IOM report "Relieving Pain in America: A blueprint for

 transforming prevention, care, education, and research".  Translational Behavioral 

 Medicine, 2(1), 6-8.  Doi: 10.1007/s13142-012-0110-2                                                   

The International Association for the Study of Pain [IASP]. (2018). IASP Terminology. 

 Retrieved from https://www.iasp-pain.org/Education/Content.aspx?ItemNumber=1698 

Uniformed Services University [USU], Defense & Veterans Center for Integrative Pain 

 Management (DVCIPM). (n.d.).  Pain Assessment Screening Tool and Outcomes 

 Registry (PASTOR).  Retrieved from  http://www.dvcipm.org/clinical-resources/pain-

https://medlineplus.gov/ency/article/001939.htm
https://www.ninr.nih.gov/newsandinformation/newsandnotes/riegel-video
https://www.ninr.nih.gov/sites/files/docs/ninr-focus-self-management.pdf
https://academic.oup.com/painmedicine/article/16/4/653/2460532
https://www.iasp-pain.org/Education/Content.aspx?ItemNumber=1698
http://www.dvcipm.org/clinical-resources/pain-assessment-screening-tool-and-outcomes-registry-pastor/


CHRONIC PAIN   

 

70 

 assessment-screening-tool-and-outcomes-registry-pastor/      

United States Department of Health [USDOH]. (2019). Pain Management best practices Inter-

 agency task force report. Retrieved from

 https://www.hhs.gov/about/news/2019/05/30/pain-management-task-force-issues-final-

 report-on-best-practices-for-treatment-of-pain.html 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.dvcipm.org/clinical-resources/pain-assessment-screening-tool-and-outcomes-registry-pastor/
https://www.hhs.gov/about/news/2019/05/30/pain-management-task-force-issues-final-
https://www.hhs.gov/about/news/2019/05/30/pain-management-task-force-issues-final-


CHRONIC PAIN   

 

71 

Figure 1   

 

The Picture of Pain 

Note: The picture of pain illustrates the pathway(s) taken by pain patients inside and outside the 

health care system, with the color-coding signifying endpoints with similarities. 

Reprinted from The Institute of Medicine [IOM], Institute of Medicine of the National 

Academies, & Ebrary, Inc. (2011). Relieving Pain in America: A Blueprint for Transforming 

Prevention, Care, Education, and Research. Washington, DC: National Academies Press.  
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Figure 2 

 

Concept Map for Holistic Chronic Pain Self-Management  

 

 

 

Note: The concept map represents considerations that are fundamental to creating a 

comprehensive and holistic chronic pain self-management strategy. 



CHRONIC PAIN   

 

73 

Figure 3  

 

Biopsychosocial (BPS) Model   

 

 

 
Note: Biopsychosocial elements which are essential to consider for an effective holistic chronic 

pain management approach. 
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Figure 4 

 

Model for Theory of Symptom Self-Management (TSSM) 

 

 
Note: Model for Theory of Symptom Self-Management (TSSM) reprinted from 

Hoffman, A. J. (2013). Enhancing Self-Efficacy for Optimized Patient Outcomes through the 

Theory of Symptom Self-Management. Cancer Nursing, 36(1), E16–E26.  
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Figure 5  

Pain Assessment Screening Tool and Outcomes Registry (PASTOR),  

Assessment Domains and Surveys 

 
Note: This is a model and tool created by the military to address pain management holistically in 

the military population.  These domains have been identified as a cornerstone in treating pain 

comprehensively.  Reprinted from Pain Assessment Screening Tool and Outcomes Registry 

(PASTOR), Assessment Domains and Surveys: PASTOR Provider Report_V6. Retrieved from 

http://www.dvcipm.org/site/assets/files/1078/pastor_provider_report_v6.pdf 
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Table 1  

 

Holistic Chronic Pain Project Management Budget   

 

Anticipated Expense Details Cost 

Estimate 

Actual     

Cost  
Recruitment Posters                         
(Printer Ink & Paper) 

$75 100 

   

Travel  $25 15 

   

Participant compensation: Gift cards 
@$10/person x 30 persons 

$300 260 

   

Online Survey Service -Survey Monkey $300 $85 

   

Project Booklets/Brochure/Poster $50 $65 

   
TOTAL  $750 $525 

   

Note:  These are the estimated expenses for this project focused on Chronic Pain. 
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Table 2  

Holistic Chronic Pain Management Project Implementation 

 

 

Note:  This outlines the process for the implementation of this Chronic Pain project. 

 

 

 

Recruit 
Participants

Implement Chronic 
Pain patient 

perceptions of 
primary care 
provider pain 

education 

Surveys 

Gather DataInvestigate Findings

Apply Lessons 
Learned to PIP and 
Share for Enhanced 

Holistic Pain 
Management  
Approach for 
patients and 

providers
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