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Backg round. Self-management interventions fostering self-efficacy improve the
well-being of people with chronic pain.

Purpose. The purpose of this study was to synthesize the enablers (what works)
and barriers (what does not) of incorporating self-management strategies for people in
everyday life after completion of a pain self-management intervention.

Data Sources. Major electronic databases (MEDLINE, AMED, PsycINFO, Cochrane
Library, PubMed, CINAHL, Scopus, and Google Scholar) were searched from inception to
July 2016.

Study Selection. study selection included qualitative and mixed-method studies that
explored the perceptions of individuals with chronic pain after completion of a self-
management intervention.

Data Extraction. A thematic analysis approach was used to synthesize the review
findings, and a Confidence in the Evidence from Reviews of Qualitative Research (CER-
Qual) Approach was used to assess the level of confidence.

Data Synthesis. Thirty-three studies with 512 participants were included. Enablers
to self-management included self-discovery—the ability to distinguish self (ie, body,
thoughts, and feelings) from pain; feeling empowered by incorporating self-management
strategies into practice; and supportive ambience via collaborative relationships with clini-
cians and support from family and friends. Barriers to self-management included difficulty
with sustaining motivation for pain self-management; distress experienced from ongoing
pain, anxiety, and depression; and unsupportive relationships with clinicians, family, and
friends.

Limitations. This review only included interventions that involved at least 4 self-
management skills; thus, informative studies may have been missed. The follow-up period
varied from immediately after the intervention to 72 months following the intervention;
therefore, it is uncertain which of the key enablers and barriers were most influential long
term. Only articles published in the English language were included; studies conducted in
low- and middle-income countries could not be located.

Conclusions. The sustained effort to self-manage chronic pain could be exhausting,
and motivation could wane over time following intervention. Providing intermittent
support in the form of booster sessions and peer support groups may be important.
Person-centered care via shared decision making and guided problem solving is essential
to facilitating ongoing self-management.
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Chronic Pain and Self-Management Review

hronic pain is the leading cause

of disability worldwide.:? Inter-

ventions focusing exclusively
on pharmacological approaches have
produced only shortterm effects.3
However, behavioral approaches, such
as self-management support, improve
well-being in individuals with chron-
ic pain conditions (eg, low back pain,
postsurgery, and trauma).* The self-
efficacy*> gained from pain self-man-
agement support, facilitates behavior
change and enables individuals to
better manage their symptoms.> Self-
efficacy is one’s belief of being capable
of exerting control over one’s behavior
to engage in a desired outcome.¢

Multidisciplinary ~ pain management
interventions facilitate and support
the development of individual self-
management strategies via active and
passive approaches.”8 Although pas-
sive support approaches (eg, informa-
tion provision via leaflets) may increase
knowledge, this does not necessarily
translate in to increased self-efficacy
and behavior change.® For passive sup-
port approaches to be effective, tailored
information provision is important.8
Further, when factors such as health
literacy are considered passive support
may not be appropriate.® Therefore,
passive support alone is less likely to
foster behavior change particularly for
addressing fear avoidant behaviors.”
Conversely, active support approach-
es (eg, cognitive and behavioral strat-
egies) develop self-management skills
via self-reflection, active goal setting
and problem solving, and fostering col-
laborative patient-clinician partnerships
(ie, therapeutic alliance).®!1 Strong ev-
idence suggests that multidisciplinary,
pain management teams that have
an ethos of active support, improve
pain-related disability and depression
in people with chronic pain.” Further,
individuals participating in such active
support approaches are more likely to
adopt active approaches to self-manage
their symptoms long term.”

Reviews demonstrating positive health
outcomes for active self-management
approaches are predominantly quan-
titative.45712  Given the biopsychoso-
cial focus of most pain management

interventions, qualitative exploration
of patients’ perceptions toward active
self-management approaches and their
lived experiences of using promoted
strategies is warranted.’> Understand-
ing patient perspectives will inform fu-
ture implementation strategies by iden-
tifying the practical challenges patients
experience when contemplating and
applying strategies learned from such
interventions.

One integrative review! found that a
variety of personal, psychological and
treatment-related factors could be both
facilitators and barriers to ongoing
self-management in people with chron-
ic pain. However, the review provided
a limited description of participants’
experiences from 8 qualitative studies.
Further, the definition and types of
self-management approaches (active
vs passive support approaches) were
not clear, limiting the interpretation of
these results. As active approaches to
self-management positively influence
clinical outcomes in people with chron-
ic pain,” understanding experiences of
individuals’ participating in such inter-
ventions is essential to optimize the de-
sign and delivery of self-management
interventions. The primary purpose
of this meta-synthesis was to syn-
thesize the perceptions of individu-
als with chronic pain on the enablers
(what works) and barriers (what does
not) of incorporating and maintaining
self-management strategies after com-
pletion of a self-management interven-
tion.

Methods

Data Sources and Searches

The review protocol was registered
with PROSPERO database of system-
atic reviews.!> The review is reported
in compliance with the requirements
of PRISMA!¢ and ENTREQ statement
for reporting reviews of qualitative
meta-synthesis.”

The following major electronic data-
bases were searched since inception
until the last week of July 2016: MED-
LINE, AMED, PsycINFO, Cochrane Li-
brary (via Ovid), PubMed, CINAHL (via
EBSCO), Scopus and Google Scholar. A
supplementary search from previous-

ly published systematic reviews and
from the Google Scholar citations of
the included articles was also made.
The search strategy is described in eAp-
pendix 1 (available at https://academic.
oup.com/ptj).

The primary investigator (H.D.) con-
ducted the electronic search in the
above-mentioned databases. All ref-
erences were exported to Endnote
(Version X7; Thomson Reuters, New
York, New York), and H.D. conducted
a title screen. Next, M.A.P. and H.D.
independently screened the abstracts
and full texts of included articles. If a
decision could not be reached, L.H. was
available to facilitate a consensus.

Study Selection Process
Participants. Studies involving adults
(16 years old and older) with chronic
pain were included. Chronic pain was
defined as persistent or recurring pain
for more than 3 months.!® Chronic
pain disorders were defined as chronic
primary pain, posttraumatic and
postsurgical pain, neuropathic pain,
malignant pain, headache and orofacial
pain, visceral pain, and musculoskeletal
pain (eg, osteoarthritis, rheumatoid
arthritis).’® Chronic primary pain was
defined as pain in 1 or more anatomic
regions and includes common pain
conditions of unknown etiology (eg,
nonspecific back pain, fibromyalgia,
and irritable bowel syndrome).

Intervention. Self-management was
defined as the “individual’s ability to
manage the symptoms, treatment, phy-
sical and psychosocial consequences
and lifestyle changes inherent in
living with chronic pain.”4®17® The
self-management intervention must
have comprised at least 4 of the
following 8 essential self-management
skills:  self-efficacy  building, self-
monitoring of symptoms, goal setting
and action planning, shared decision-
making, problem solving, self-tailoring,
partnership between the views of
patients and health professionals,
and proactive follow-up.811.12 There
were no restrictions concerning the
implementation of self-management
intervention (ie, setting, provider, mode,
format, and duration).!5
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Chronic Pain and Self-Management Review

Design. We included qualitative studies
exploring the perceptions of individuals
with chronic pain participating in a
self-management intervention using
qualitative data collection methods (eg,
focus groups and individual interviews)
and qualitative data analysis methods
(eg, phenomenology and grounded
theory). Mixed-method studies with
a qualitative = component and/or
qualitative studies conducted alongside
or after a randomized control trial
assessing the effectiveness of a self-
management support intervention were
also included.

We excluded studies that were not fo-
cused on experiences of participating in
a self-management intervention. Studies
using a quantitative analysis approach
for qualitative data were excluded.
Non-English peer-reviewed articles and
conference abstracts and proceedings
were not included.

Quality Assessment

The Critical Appraisal Skills Program
(CASP) guidelines!’® was used to ap-
praise the methodological quality. H.D.
and M.A.P. independently assessed
the quality of individual studies. If an
agreement could not be reached, L.H.
was available to reach a consensus de-
cision.

Data Extraction

On the basis of previously published
systematic reviews of qualitative stud-
ies,?021 a general summary of included
studies was extracted by H.D. and veri-
fied by M.A.P.

Data Synthesis and Analysis

Thematic synthesis was used for data
synthesis.?2 On the basis of this approach,
a 3-step analysis?> was undertaken us-
ing NVivo (Version 11; QSR Internation-
al, Doncaster, Victoria, Australia): First,
a line-by-line coding of text segments
specific to review objectives was made
from results and discussion sections of
the included articles. Second, the raw
codes were labeled to form “descriptive
themes.” Next, “analytical themes” were
generated from “descriptive themes”
that went beyond the synthesis of in-
cluded articles. The generation of an-
alytical themes were primarily driven

by our review questions (ie, inductive)
with clear implications for practitioners
and policy makers.?3 Analytical themes
were presented as a “main theme” and
contributing “subthemes” and a visual
framework was created to illustrate
their relationships. An example of the
thematic synthesis approach is present-
ed in eAppendix 2 (available at https://
academic.oup.com/ptj).

H.D. coded all the included articles,
and M.A.P. and LH. coded 8 (25%)
randomly chosen included articles, re-
spectively. When coding was complet-
ed, the whole research team discussed
the synthesis of findings (descriptive
themes) and examined the analytical
themes from the analysis. An iterative
approach was undertaken by moving
between the raw data from the origi-
nal articles to extract analytical themes
emerging from the synthesis. We used
diagrams and mind maps to discuss,
debate, and explain the analytical
themes. The final analytical themes
were derived by consensus among the
research team.

On the basis of recommendations of
Cochrane Collaboration, a Confidence
in the Evidence from Reviews of Qual-
itative Research (CERQual) Approach?*
was used to assess the level of confi-
dence (high, moderate, low, and very
low) for the main themes and sub-
themes from the meta-synthesis (eAp-
pendix 3, supplementary material, avail-
able at https://academic.oup.com/ptj).
The level of confidence was graded on
the basis of 4 major criteria: methodo-
logical limitations, relevance, adequacy
of data, and coherence.? Themes/sub-
themes were rated as “high” confidence
if the contributing studies were scored
with minor concerns related to meth-
odological limitations, but scored high
in relevance, coherence, and adequacy.
Themes/subthemes were rated as “low”
confidence if the contributing studies
were scored with major concerns relat-
ed to methodological limitations and/
or scored low in adequacy criterion.
Themes/subthemes from studies with
mixed scores for all the 4 major criteria
were graded as “moderate” confidence.
H.D. conducted the critical appraisal
process of the review findings in an

Excel spread sheet (Microsoft Corp,
Redmond, Washington), which was
verified by M.A.P.

Results

Identification of Studies

Our electronic search yielded 3995 ar-
ticles. Following the removal of dupli-
cates, 2626 articles were retained for
further screening. After title, abstract,
and full-text screening, 33 articles from
33 studies?>-57 were included for final
synthesis (Fig. 1).

Description of Included Studies
A summary of the included stud-
ies is presented in Table 1. In
total, 512 participants of both
sexes, with a variety of chron-
ic pain conditions (eg, primary
pain,?5-2729.31-37,40-48,5-57 musculoskel-
etal pain,?83® orofacial pain,3® pro-
voked vestibulodynia,3® migraine)
were interviewed. Studies were
predominantly conducted in high-
income countries such as the United
Kingdom (n = 12),3536.3839,41-4549,55
Europe (n = 9),25:31:3237,40,5052,53,57 Unit-
ed States of America (n = 4),27:3446,47
Australia (n = 4),2632,4856 and Canada
(n = 3).293051 Four studies used
mixed-method design,28:36.39.44 the re-
maining used a qualitative design only.
Two studies used focus groups?7:53 and
31 used individual interviews for data
collection.

Description of Self-Management
Interventions

Self-management interventions com-
prised a wide range of strategies, but
predominantly focusing on active
approaches (eg, pacing, relaxation,
cognitive behavioral strategies, coun-
seling, and ergonomic advice), along
with some passive approaches (eg, ed-
ucation). No study bar one? provided
additional support via booster sessions.
For 3 studies334243 the interventions
were ongoing (eg, patients attending
a community choir,* multidisciplinary
clinics,% and use of a self-management
website33), so it was difficult to interpret
the long-term effects. In the remaining
30, data were collected between 0 and
72 months after the completion of the
intervention.
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w
Not focused on self-management
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Not specific about a program
(n=11)
Lack of in-depth qualitative data
(n=8)
E 33 studies included Same data (n = 4)
= in qualitative Not on chronic pain (n = 2)
£ meta-synthesis Conference abstract (n = 1)
D
Figure 1.

Study selection process.

Quality Assessment

Results of the quality appraisal of
included studies are presented in
Table 2. The percentage agreement
between H.D. and M.A.P. was substan-
tial; the adjusted kappa statistic (x)
was 0.79 (95% CI = 0.69-0.88). Nine
studies3241,42,45,49-51,5557 met all of the
10 CASP appraisal items. Four stud-
ies28.39.5354 fajled to meet 4 or more
of the CASP items. Except for 5 stud-
ies,32:46.505557 the majority of studies
did not explicitly state the relationship
between the researcher’s influence on
study design and data analysis and
scored poorly for the reflexivity ques-
tion (CASP item 6).

Summary of Thematic Synthesis

Table 3 describes the key themes, sub-
themes and supporting quotes along with
level of confidence based on CERQual
assessment (see supplementary material)
from the 33 studies. Figure 2 presents the
visual framework of enablers and barri-

ers to self-management. The framework
illustrated that the ability to self-man-
age chronic pain could be described as
a continuum with individuals exhibiting
varying levels of ability. Shifts in ability to
self-manage were not necessarily gradu-
al along the continuum. These shifts en-
compassed changes at the personal (cog-
nitive and behavioral strategies) level,
and were influenced by external inputs
(e, clinicians, family, friends, and work)
and the systems in which individuals
worked or lived (Fig. 2).

Enablers to Self-Management

Theme 1: self-discovery. Self-discovery
or the ability to distinguish self (ie, body,
thoughts, and feelings) from pain, was
a key cognitive process perceived by
participants to change their relationship
from “struggling with pain” to “coping with
pain.”25:26,28-33,35-37,39-42,44,45,47,48,51-53,55-57
Understanding  the  biopsychosocial
nature and mechanisms underpinning
chronic pain via education and peer

learning?30-32343537.38.45.475155-5557 provided
an explanation for their pain and was
perceived to be critical for changing
core beliefs about pain and provided
stress relief.283439-41455¢  Their change
in relationship to pain was reported
as an ongoing “trial and error” process

where  strategies (eg, knowledge,
pacing, cognitive techniques) learned
from the intervention were tested

and tried during and following the
intervention,28-30,32,34,35,37,39-43,45-48,51,52,55,57
Positive experiences from trying new
strategies acted as a catalyst for individuals
to consistently try those new strategies
and acted as a positive reinforcement
to further self-reflect and change
their relationship with pain. The new
awareness also enabled them to be “in
the present,” which brought them a sense
of calmness and integration between their
mind and body.

Theme 2: feeling empowered. Feeling
empowered was critical for applying the
skills learned during the intervention
in to practice and regaining a sense
of  control.25:28-37,39-46,48,49,52,53,55,57  For
example, the self-management strategies
learned acted as “tools”3®209 to self-
manage symptoms. Accepting pain as
part of their self and acknowledging the
fact that it was possible to live life despite
pain was integral to regain control of
their lives_28—30,32,34,35,37,38,40—42,45—48,53,55—57
Level of acceptance was also a
continuum with individuals shifting
from “finding a complete fix or
becoming pain free” to “accepting
pain as part of self” on a momentary
basis.5® Being physically present with
similar others in a group setting was
empowering, as it provided a sense of
normality and helped individuals to feel
less isolated.?527-3032-46,48535557 They
acknowledged the shared learning,
opportunities for being listened to
in an empathetic environment, peer
validation, and being motivated by
others, fostering positive role modeling.

Theme 3: supportive ambience. A
supportive ambience from clinicians,
family, friends, and work environment
positively influenced “self-discovery”
and made individuals “feel empower-
ed” to continue to use the strategies
following the intervention. A
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Table 1.

Summary of Included Studies®

African American = 4
Others =1
Chronic primary pain

Study (Country) Data Collection Participants Intervention Self-Management
Methods Strategies Used
Andersen et al, 25 | Individual interviews N=7 Exercise Problem solving
2014 (Denmark) | (immediate) Mean age: 47 y Education Self-efficacy building
Sex:3F, 4M Activity pacing Self-monitoring of symptoms
Chronic primary pain® Use of medications Goal setting and action planning
Nutrition
Andrews et al,2¢ | Individual interviews N=8 Pain neurophysiology education Self-tailoring
2015 (Australia) | (3-6 mo) Mean age: 41y Pacing Self-efficacy building
Sex:6F, 2M Graded activity Self-monitoring of symptoms
Chronic primary pain Activity scheduling Proactive follow-up
Bair et al,2” 2009 | Focus groups N=18 Goal setting and problem solving | Problem solving
(USA) (immediate) Mean age: 55y Dealing with emotions Goal setting and action planning
Sex: 11TF, 6 M Sleep education Self-efficacy building
Ethnicity: Activity pacing Self-tailoring
White =13 Relaxation/deep breathing Shared decision making

Distraction, managing flare-ups

Barlow et al,28
2009 (UK)

Individual interviews
®y)

N=10
Chronic musculoskeletal pain

Overview of self-management
principles

Education

Communication strategies and
goal setting

Self-efficacy building

Problem solving

Goal setting and action planning
Self-efficacy building
Self-tailoring

Bourgault et al,?®
2015 (Canada)

Individual interviews
(6-9 mo)

N=16
Chronic primary pain

Exercise

CBT skills

Homework

Relaxation techniques

Problem solving

Goal setting and action planning
Self-efficacy building
Self-tailoring

Chronic primary pain

Brotto et al,3° Individual interviews N=14 Pain neurophysiology Problem solving
2013 (Canada) (12-18 mo) Mean age: 40 y CBT skills Goal setting and action planning
Sex: 14 F Mindfulness exercises Self-efficacy building
Ethnicity: Treatment manual Self-tailoring
9 European Sex education/therapy
5 East Asian
Provoked vestibulodynia
Buijs et al,3? Individual interviews N =20 Workplace intervention Self-tailoring
2009 (the (immediate) Mean age: 46 y Graded activity Goal setting
Netherlands) Sex: TTF,9M CBT skills (pain cognitions, Problem solving
Chronic primary pain coping) Self-monitoring of symptoms
Bunzli et al,32 Individual interviews N=14 Pain education Problem solving
2016 (Ireland, (3-6 mo) Mean age: 42 y Posture/movement retraining Self-efficacy building
Australia) Sex: 8F, 6 M Functional integration Shared decision making

Graded activity and coping
strategies

Collaborative patient and
provider views

Caiata Zuffe-
rey and
Schulz,33 2009
(Switzerland)

Individual interviews
(6 mo)

N=18

Age range: 28-72y
Sex:9F, 9M
Chronic primary pain

Patient-centered website on CLBP
Education

Videos/pictures of exercises
Interactive online discussion
forums

Patient’s stories

Goal setting and action planning
Self-efficacy building
Self-tailoring

Access to resources

Day et al,34 2011
(USA)

Individual interviews
(immediate)

N = 28 (CBT group)
Chronic primary pain

Education

CBT skills

Relaxation, positive coping
Expressive writing
Assertive communication

Self-tailoring
Goal setting
Problem solving
Self-monitoring

Doran,35 2014
(UK)

Individual interviews
(6 mo)

N=16
Age range: 33-66 y
Sex: 1TTF5M

Chronic primary pain

Mindfulness in daily life
Mindful movement practice
Mindfulness-based meditation
techniques

Problem solving

Self-tailoring

Goal setting

Self-monitoring and follow-up

(Continued)
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Table 1.
Continued
Study (Country) Data Collection Participants Intervention Self-Management
Methods Strategies Used
Duggan et al,36 Individual interviews N=10 Use of SMART2 system/mobile Self-tailoring
2015 (UK) (1 mo) Mean age: 50 y Daily step counts, mood and pain | Self-monitoring (pain and mood)
Sex:5F, 5M levels Goal setting

Chronic primary pain

ACT

Interactive text boxes to record
thoughts

Auditory and visual alerts to start
activities

Self-efficacy building

Furnes et al,37
2015 (Norway)

Individual interviews
(NS)

N=12
Mean age: 52y
Chronic primary pain

CBT-based training

Social skills training and thera-
peutic writing

Physical activity

Self-tailoring
Self-monitoring
Problem solving
Follow-up

Goldthorpe
et al,38 2016 (UK)

Individual interviews
(2 wk)

N=17
Age range: 41y
Sex: 16 F, 1M

Chronic orofacial pain

CBT-based intervention
Lifestyle changes

Behavioral activation (diary and
workbook)

Cognitive restructuring

Problem solving
Self-tailoring

Goal setting

Self-monitoring of symptoms

Hainsworth and
Barlow,3° 2001
(UK)

Individual interviews (0,
6 wk, 6 mo)

N =21
Median age: 58 y
Chronic musculoskeletal pain

Self-help principles

Exercise

Cognitive symptom management
Setting goals

Problem solving
Peer mentoring
Goal setting
Self-efficacy building
Proactive follow-up

Hallstam et al,4°
2015 (Sweden)

Individual interviews
ay

N=14

Mean age: 46 y

Sex: TF M

Wide range of pain conditions

Multimodal rehabilitation
program

ACT

Physical activity training
Pharmacological counseling

Self-efficacy building
Self-monitoring of negative
thoughts

Proactive follow-up
Self-tailoring

2014 (UK)

G1y)

Age range: 22-82y
Chronic primary pain

Emotional support

Shared decision making

Mutual trust and understanding
Collaboration and sensitivity

Harrison,41 2012 | Individual interviews N=12 ACT and mindfulness-based Self-efficacy building
(UK) (NS) Mean age: 50 y meditation Goal setting
Sex: 1K, M Pain/stress management Problem solving
Ethnicity: Assertiveness Self-monitoring of negative
10 British Sleep hygiene thoughts
1 French Coping strategies Self-tailoring
1 Caribbean Employment issues
Wide range of pain conditions
Hopper et al, 42 Individual interviews N=7 Patient-led community choir Patient-led community choir
2016 (UK) (immediate) Age range: 44-79 y Problem solving
Sex: 6 F 1M Shared decision making
Chronic primary pain Follow-up
Howarth et al,43 Individual interviews N=17 Person-centered care Shared decision making

Self-efficacy building

Mutual collaboration of patient
and clinician views

Problem solving

Hurley et al, 4
2010 (UK)

Individual interviews
(immediate)

N=23

Mean age: 68 y
Sex: 15F, 8 M
Ethnicity:

18 Caucasian
4 Black Caribbean

Education: cause, consequence,
prognosis, coping strategies,
problem-solving skills

Exercise: strength, balance,
coordination

Problem solving

Shared decision making
Self-efficacy building
Goal setting

1 Indian
Chronic primary pain
Mathias et al,*5 Individual interviews N=6 CBT-based training Self-efficacy building
2014 (UK) (immediate) Age range: 46-64 y Mindfulness and ACT Self-monitoring of negative
Sex: 6 F Pain education thoughts
Ethnicity: White British Pacing Follow-up
Chronic primary pain Exercise/movement Self-tailoring
(Continued)
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Table 1.
Continued
Study (Country) Data Collection Participants Intervention Self-Management
Methods Strategies Used
Matthias et al,46 | Individual interviews N=17 Pain education Self-efficacy building
2016 (USA) (immediate) Mean age: 58 y Activity pacing Self-monitoring
Sex: 17 M Relaxation Goal setting and action planning
Ethnicity: Self-care skills Shared decision making
White =9 Relapse prevention Problem solving
Black = 8 Informational resources Self-tailoring
Chronic primary pain
Matthias et al,%7 | Individual interviews N=23 Steps 1 and 2 (12 wk) Self-efficacy building
2012 (USA) (immediate) Mean age: 58 y Patient education Self-monitoring
Sex: 17 M Handling flare-ups Goal setting and action planning
Ethnicity: Relaxation Shared decision making
White = 9 Pacing Problem solving
Black = 8 Brief CBT and reflection Self-tailoring
Chronic primary pain
Moore and Individual interviews N=17 Mindfulness-based CBT Self-efficacy building
Martin,*8 2015 (8-50 mo) Mean age: 55y Encouraging adaptive ways of Self-monitoring of symptoms
(Australia) Sex: 14F, 3 M dealing with negative experienc- | Goal setting and action planning

Chronic primary pain

es instead of reacting to those
negative experiences

Self-tailoring

Chronic primary pain

Morgan et al,*° Individual interviews N =20 CBT Self-monitoring of symptoms
2016 (UK) (immediate) Mean age: 43 y Breathing techniques Problem solving
Sex: 14 F, 6 M Progressive muscle relaxation Proactive follow-up (4 mo)
Ethnicity: Self-tailoring
3 = Black/mixed
Rest = NS
Chronic migraine
Nordin et al,5° Individual interviews (4 N=17 CBT Self-efficacy building
2013 (Sweden) mo-3y) Mean age: 46 y Physical activity training Self-monitoring of negative
Sex: 14F, 3 M Ergonomics and functional thoughts
Chronic primary pain training Proactive follow-up
Pharmacological counseling Self-tailoring
Patient education and mindful-
ness
O’Hagan et al,5! Individual interviews N=16 Development of coping strategies | Goal setting
2013 (Canada) (NS) Age range: 28-64 y Exercise Problem solving
Sex:6F, 10 M Counseling and education Self-efficacy building

Worksite intervention and ergo-
nomic support

Shared decision making
Mutual collaboration of patient
and therapist views

2002 (Norway)

diate)

Age range: 24-54 y
Sex: all F

Ethnicity: NS
Chronic primary pain

Oosterhof et al,52 | Individual interviews N=16 CBT-based training Problem solving

2014 (the (immediate) Mean age: 48 y Pain education Goal setting

Netherlands) Sex: 12F, 4 M Self-monitoring of symptoms
Chronic primary pain Shared decision making

Steihaug et al,53 | Focus groups (imme- N =24 Movement awareness Shared decision making

Relaxation and postural aware-
ness

Group discussions on pain
education

Reflections of self-management
strategies

Monitoring of symptoms
Self-tailoring
Problem solving

Subramaniam
et al,54 1999
(New Zealand)

Individual interviews
(immediate and 5 mo)

N=13

Mean age: 53y

Sex: all F

Chronic primary pain

Shared reflections of participants
Formal and informal group
discussions

Monthly newsletter on pain
management

Organized walks, counseling, and
support

Peer mentoring

Shared decision making
Monitoring of symptoms
Problem solving
Proactive follow-up

(Continued)
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Chronic Pain and Self-Management Review

Table 1.
Continued

Study (Country)

Data Collection
Methods

Participants

Intervention

Self-Management
Strategies Used

2003 (Norway)

(immediate)

Age range: 31-53 y

Movement awareness

Toye and Bark- Individual interviews N =20 CBT-based program Goal setting
er,55 2012 (UK) (pre, post, and 1y) Mean age: 52y Group discussions Problem solving
Sex: 13F, 7 M Pacing Self-monitoring of symptoms
Ethnicity: NS Relaxation Proactive follow-up
Chronic primary pain Sleep hygiene
Counseling
Van Huet et al,56 | Individual interviews N=15 CBT-based program Goal setting
2009 (Australia) | (2-3y) Age range: 30-65y Activity pacing Problem solving
Sex: 11 F, 4 M Education Self-monitoring of symptoms
Chronic primary pain Proactive follow-up
Werner et al,5? Individual interviews N=6 Movement training Shared decision making

Monitoring of symptoms

Sex: 6 F
Chronic primary pain ness

education
Reflection

Relaxation and postural aware-

Group discussions on pain

Self-tailoring
Problem solving

aACT = acceptance and commitment-based therapy, CBT = cognitive-behavioral therapy, CLBP = chronic low back pain, F = female, M = male, NS = not

stated, UK = United Kingdom, USA = United States.

b Chronic primary pain included any of the following conditions: chronic back pain, neck pain, knee pain, and fibromyalgia.

collaborative partnership with
clinicians (ie, therapeutic alliance)
was paramount for developing the
ability to maintain ongoing self-
management.27,32,34,40,43,44,46,49,50,52,55
A strong therapeutic alliance was
achieved via open and nonjudgmental
communication, being believed and
listened to, valuing the person and
person centeredness by means of
shared decision making and guided
problem solving. Being believed
and understood by significant others
(family and friends) was also crucial
for maintaining self-management.30.38:40
Active  participation of significant
others in the intervention fostered
understanding and was perceived
to be beneficial for continued self-
management in home.3° Furthermore,
a supportive work environment (eg,
symptom legitimization and work place
modification) empowered individuals
with chronic pain and facilitated
ongoing self-management.%3

Barriers to Self-Management

Theme 4: sustained motivation. As
self-managing chronic pain occurs on a
day-to day basis, the practical challenges
such as the dedication of time, associated
with cognitive behavioral techniques

were perceived as barriers to self-
manage. Practicing not thinking about
pain often resulted in mental conflict,
which reportedly increased their focus
on pain instead of helping them to cope;
and this was particularly difficult during
flare-ups of pain.“®4 For some, inability
to practice self-management strategies
made them feel guilty, which led to self-
criticism and self-dislike.30.3536:485557  In
addition, accepting pain as part of “self”
was perceived as an act of surrender, with
pain being in control 26.:27:30-3235,36,41,48,55-57
The term and action of “acceptance”
seemed counterintuitive, especially
for those who held fixed biomedical
beliefs toward their pain; thus, these
participants continued to battle against
pain by focusing on fixing their pain
(ie, pain reduction/resolution) and
consequently perceived the intervention
as “unhelpful.”30:4446:48,4951,5256 For some,
letting go of biomedical beliefs was a
constant battle.32

Theme 5: distress. The distress
experienced from ongoing pain, stress,
fatigue, anxiety, and depression nega-
tively influenced the self-management
abilities of participants following the
intervention.27:30.3233,36,40,41,47-5255  The
above psychological stressors, along

with daily efforts to self-manage chronic
pain, cumulatively influenced their pain
experience, and ultimately exerted a
negative impact on their ability to self-
manage (Fig. 2). For some, due to fear
of pain and/or reinjury, they continued
to be fear avoidant and perceived
using the strategies learned from
the intervention (eg, pacing) as not
useful 27325155 A few studies reported
participants saying that symptoms of
depression influenced their problem-
solving abilities and compounded
their sustained efforts to manage
their chronic pain after intervention
completion.?7:31:48,50

Theme 6: unsupportive ambience. An
unsupportive ambience could also act
as a stressor and make the ongoing self-
management efforts overwhelming as
well as undermine individuals’ ability to
self-manage. In particular, conflict with
clinicians was felt as a major barrier
to engage in the self-management
process.27:29,31,52,38,43,48,50,5256 In addition,
poor explanation for their symptoms,
conflicting views provided by different
clinicians, feeling like they were not
being listened to, and that clinicians
were skeptical of their symptoms
created a poor relationship.
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Chronic Pain and Self-Management Review

Table 2.

Determination of Risk of Bias of Included Studies Using Critical Appraisal Skills Program (CASP) Checklista

Study Aims

Method

Data
Collection

Research
Design

Sampling

Reflexivity

Ethical
Issues

Data
Analysis

Value of
Research

Findings

Andersen et al, 25 2014

Y Y

Y Y Y

Andrews et al,26 2015

Y

Bair et al,2? 2009

< |[=<|=<

Barlow et al,28 2009«

~
"~

Bourgault et al,2® 2015¢

Brotto et al,3° 2013

Buijs et al,31 2009

Bunzli et al,32 2016

<|=<|=<|=<|=<|=<|=<

Caiata Zufferey and Schulz,33 2009

-~
=

Day et al,34 2011

<|=<|=<|=<|=<|=<

Doran,35 2014

<|=<|=<|=<|=<|=<|=<|z|=<|=<]|=<

z
5

Duggan et al,36 2015

-~

Furnes et al,37 2015

-~
>

Goldthorpe et al,3% 2016

<|=<|=<|=<|=<|=<|=<|=<|=<|2z
<|=<|=<|=<|=<|=<|=<|=<|=<|zZz|=<|=<|=<

Hainsworthand Barlow,3° 2001¢

Hallstam et al,40 2015

Harrison,4' 2012

<|=<|zZz|=<|=<|=<
z
o
z
s

Hopper et al, 42 2016

-~

Howarth et al,43 2014

?b

Hurley et al,** 2010

7

Mathias et al,45 2014

Matthias et al, 46 2016

Yb

Matthias et al,47 2012

<|=<|=<|=<|=<|=<|=<]|=
<|=<|=<|=<|=<|=<|=<]|=

Moore and Martin,42 2015

Morgan et al,*° 2016

Nordin et al,5° 2013

O’Hagan et al,5' 2013

<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<]|=<

Oosterhof et al,52 2014

<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|zZz|=<]|2z
<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<]|=<

z
=

<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<]|=<

Steihaug et al,53 2002

9
S
4
=
~

<|=<|=<|=<|=<|=<|=<|=<|=<|=<]|=
z
o
z
s

<|=<|=<|=<|=

-~

Subramaniam et al,54 1999¢

<
S
-~
s
~

-~
=
~
=

Toye abd Barker,55 2012

<
<

Yb

Van Huet et al,56 2009

<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<]|=<

Werner et al,57 2003

<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<|=<]|=<

< | =<
< | =<
< |=<|=<

Yb

<|=<|=<|=<|=<|=<|=<|=<]|=<

<|=<|=<|=<
<
=<

aN = no, Y = yes, ? = unable to determine.
bScored after mutual discussion.
‘Mixed-methods study.

When self-management interventions
were not flexible enough for individual
tailoring, this was also perceived as a
barrier.2527:30,33,36,37,41,49,505257 Limited un-
derstanding of the context of individuals’
lives and a lack of collaborative environ-
ment impeded participation in the inter-
vention and negatively influenced clinical

outcomes. In addition, individuals felt
that it was difficult for significant others
(family and friends) to acknowledge the
ongoing struggle in self-managing pain,
owing to the invisible nature of pain, and
this acted as a barrier.27:3057 Sometimes,
well-intended advice from friends and
family was not considered helpful, and

could even be seen as blaming. This led
to resentment and relationship conflict.

Discussion

The primary purpose of this me-
ta-synthesis was to explore the per-
ceptions of individuals with chronic
pain toward enablers and barriers of
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Chronic Pain and Self-Management Review

Table 3.

Critical Appraisal of Review Findings Using CERQual Evaluation®

of “self” (subtheme)

It really isn’t. I've got this pain and | live alongside it. It's not a sepa-
rate entity it’s within you and you have to accept it. Not as my best
friend but it’s there and my body, you know I used to think ‘god my
body’s awful’ because it’s not doing this and it’s not doing that but
actually my body is trying its best and it heals itself.” [Harrison41(®73)]
“I realize now that pain’s something I’'m gonna have to live with,
probably the rest of my life, and it’s not gonna stop me from being
an active member of my family and community. There’s things |

can do. Before | was just sitting around discouraged, depressed.”
[Matthias et al47(p575)]

Themes/Subthemesa Supporting Quotes From Included Studies Level of Explanation of CERQual
Confidence?
Enablers to Self-Management
Theme 1: self- “I still get depressed but | realize why now, and | know that if | don’t High 26 studies from 11 countries with minor
discovery get myself motivated then I'm going into the pain cycle.” [Barlow to significant methodological limitations.
et al28(p13D)] Minor concerns in relevance due to dif-
“I realised how stiff | moved ... holding your breath, moaning as ferences in study settings and time frame
you did something ... totally unknown to myself.” [Bunzli et al32®17)] of data collection. High coherence. Thick
“I don’t have the negative tapes going on in my head that I'm a data from studies conducted mainly in
bad person as much anymore. So | think that has helped my posi- high-income countries (Europe, North
tive outlook on myself. So yeah. my self-esteem, my self-awareness | America, and Oceania).
think is better.” [Brotto et al3(®)]
Understanding the “I'm understanding what it [pain] is and it’s not damage, and when Moderate 14 studies from 9 countries with minor
biopsychosocial you don’t understand what something is you worry about it more to significant methodological limitations.
nature of pain ...." [Mathias et al*5(r286)] Minor concerns in coherence across stud-
(subtheme) When there is something going on in someone’s life you know it ies. Fairly thick data from studies con-
can manifest in any area ... there is more to it than just the struc- ducted mainly in high-income countries
ture.” [Bunzli et al32(14-15)] (Europe, North America, and Oceania).
Process of change: “When | went on the course, | realized | might not be able to High 20 studies from 8 countries with minor
change in relationship | change the pain or the external reality of living with the pain. | to significant methodological limitations.
with pain (subtheme) | could change how I related to the pain and the way that | thought Thick data from studies conducted
about it.” [Doran3s5(3)] mainly in high-income countries (Europe,
“At the beginning of the intervention, | realized that my pain was North America, and Oceania). High
like a budget. | understood that | will always have the same amount coherence.
of money but | will now manage it differently. This is really different.
When you manage your pain, it is less present, less intense.” [Bour-
gault et al22(19)]
Sense of integration “You know, the medicine and the exercises help, but there’s also Low 6 studies from 4 countries with moderate
of mind and body that thing called your head. You know, sometimes you think the to significant methodological limitations.
(subtheme) mind works but the body don’t. Well, sometimes you can train your Moderate concerns in relevance as the in-
mind ... to train the body.” [Matthias et al*7(575)] terventions were poorly described or the
“It was only later on, coming to the course, that | actually felt this focus was on a single intervention. High
sense of integration between my body and my mind, and | was able coherence. Fairly thick data but limited
to work on myself in a more holistic way.” [Doran3s¢7)] number of studies conducted mainly in
high-income countries (Europe, North
America, and Oceania).
Self-compassion “I'm patting myself on the back for coping with it [pain] because Moderate 7 studies from 4 countries with minimal
(subtheme) I'd rather beat myself up and blame myself for things ....” [Mathias to significant methodological limita-
et al45(p229)] tions. High coherence and relevance.
“Before | used to think it was wrong that | couldn’t do it and that | Fairly thick data but limited number of
should be able to do this. | did used to beat myself up quite a bit ... studies conducted mainly in high-income
but now I just take each day as it comes and | don’t beat myself up countries (Europe, North America, and
if what | did yesterday | can’t do today.” [Harrison*1(74] Oceania).
Theme 2: feeling “I think that we likened it to that they were giving you tools—as High 25 studies from 10 countries with minor
empowered you went along—you were given a tool box and all these things to significant methodological limitations.
that went into it were tools that | could take away at the end of the Minor concerns in relevance due to dif-
course.” [Howarth et al*3(p209)] ferences in study settings and time frame
“And | didn’t think, you know there was going to be much happi- of data collection. High coherence. Thick
ness because | was dealing with this pain, and now it's—I can see data from studies conducted mainly in
that there are tools that | can use to cope with it, that | can move high-income countries (Europe, North
on.” [Brotto et al30(12)] America, and Oceania).
Accepting pain as part | “This is part of me but this isnt as I've said, it's not who defines me. High 19 studies from 7 countries with minor

to significant methodological limitations.
Minor concerns in relevance due to dif-
ferences in study settings and time frame
of data collection. High coherence. Fairly
thick data from studies conducted mainly
in high-income countries (Europe, North
America, and Oceania).

(Continued)
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Chronic Pain and Self-Management Review

Table 3.
Continued
Themes/Subthemesa Supporting Quotes From Included Studies Level of Explanation of CERQual
Confidence?
Being with similar “Motivation of others helped maintain my own motivation.” [Bour- High 24 studies from 9 countries with minor
others (subtheme) gault et al?®s0] to significant methodological limitations.
“It's just good to have someone to talk to and let you know that High relevance. High coherence. Thick
you're not alone.” [Day et al34(482)] data from studies conducted mainly in
“... we formed very tightly knit group ... we were all trying to help high-income countries (Europe, North
one another, you know.” [Hurley et al*4(®”)] America, and Oceania).
Theme 3: supportive | “I think | got strength from feeling | was no longer mistrusted and Moderate 11 studies from 5 countries with minor
ambience not feeling I'd been declared an idiot. Instead, you were very very to significant methodological limitations.
well received, spoken to by name and they (health care providers) Minor concerns in relevance due to
remembered you.” [Hallstam et al40(74)] differences in study settings and inter-
Therapeutic alliance “She was very active by suggesting other things. She really listened Moderate vention. High coherence. Dovyngra}ded
(subtheme) to me and came up with solutions; well, actually, she guided me to dx{e to moderate adgquacy with falrly.
a solution.” [Oosterhof et als2¢1277)] 'thch.< daFa from studles. conducted mainly
in high-income countries (Europe and
North America).
Support of significant | “| gave this to my husband to read for example, he sees that | am Low 4 studies from 3 countries with minor
others (friends, family, | not the only one so it is this problem for other people as well, so it methodological limitations. Downgraded
work) (subtheme) is an illness, some sort of illness.” [Goldthorpe et al3&®P461)] due to thin data and low number of
studies conducted mainly in high-income
countries (United Kingdom, Europe, and
North America).
Barriers to Self-Management
Theme 4: sustained “Thoughts and understanding [about pacing] were awesome. | Moderate 16 studies from 7 countries with minor
motivation picked it up and | really grasped it. The only problem | had was to moderate methodological limitations.
[laughs] putting those into practice ... I still do pace ... just some- Moderate concerns in relevance due
times it doesn’t work.” [Andrews et al26(50)] to differences in intervention and time
“I'd go, ‘well, I don’t want to think about it, I'm trying not to, but frame of data collection. High coherence.
now I'm thinking about not thinking about that thing.”” [Moore Fairly thick data from studies conducted
et al8(p1249)] mainly in high-income countries (Europe,
... Unless you're really seriously taking time to sit down and ana- North America, and Oceania).
lyse it, I think it’s quite hard to consciously separate thoughts and
feelings. Consciously I think it’s quite hard.” [Morgan et al**(4]
Struggle with pain “For me the battle was as bad as the suffering, you’re constantly Moderate 12 studies from 7 countries with minor
acceptance (sub- not wanting to give into something, you're fighting it, you are not to moderate methodological limitations.
theme) accepting it. When it’s something that you don’t want, you don’t High relevance and coherence. Fairly
wanna be, it’s really hard to accept that’s how it’s going to be.” thick data from studies conducted mainly
[Harrison41®77)] in high-income countries (Europe, North
“When you're in pain, it's still very hard to let go of that (the con- America, and Oceania).
cept of disc herniation) at times, and that will be a constant battle |
think.” [Bunzli et al32(19)]
Self-blaming “I think my biggest hurdle has been the guilt of not sticking with it, Moderate 6 studies from 4 countries with minor to
(subtheme) like it’s probably my own fault I'm not going to get better.” [Brotto moderate methodological limitations.
et al30(11] High relevance and coherence. Fairly
thick data but downgraded due to low
number of studies and studies conducted
mainly in high-income countries (Europe,
North America, and Oceania).
Theme 5: distress “Yeah, it [stress] will interfere with it [pain self-management]. | Moderate 14 studies from 8 countries with minor

mean, when you are stressed out, you concentrate on what is caus-
ing the stress.” [Bair et al27(p593)]

“| felt exhausted and it was really hard to participate in the
team-conference meeting ... | just wanted to cry, and was not able
to communicate the things | wanted to say.” (woman, interview 9)
[Nordin30(s83)]

to moderate methodological limitations.
Moderate concerns in coherence due to
differences in the type of stressors report-
ed across studies. High relevance. Fairly
thick data from studies conducted mainly
in high-income countries (Europe, North
America, and Oceania).

(Continued)
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Table 3.
Continued
Themes/Subthemesa Supporting Quotes From Included Studies Level of Explanation of CERQual
Confidence?
Fear of pain “It hurts and | am scared | am going to hurt it more.” [Bunzli Low 4 studies from 5 countries with minor

(subtheme)

et al32(p20)]
“If I don’t push it too much ... lift things that are too heavy, things
like that, the pain will be OK.” [O’Hagan3'(1559]

methodological limitations. High rele-
vance and coherence. Downgraded due
to low number of studies but fairly thick
data from studies conducted mainly in
high-income countries (Europe, North
America, and Oceania).

Impact of depression
(subtheme)

“I'just think sometimes depression gets the better of me I’'m afraid.
And it's really hard to get over it.” [Moore et al48(®1134)]

“Well, | mean, when you are depressed, you just don’t want to do
nothing. You just want to ... | just want to lay there and just wallow
in my pity.” [Bair et al?7(593)]

4 studies from 4 countries with minor to
moderate methodological limitations.
Moderate concerns in relevance due to
differences in data collection methods
and intervention. High coherence. Fairly
thick data from studies conducted mainly
in high-income countries (Europe, North
America, and Oceania).

teredness (subtheme)

Theme 6: unsup- “My doctor just wants to push prescription after prescription, and Moderate 9 studies from 7 countries with minor to
portive ambience I didn’t want to hide the pain, | wanted to fix it. So, you know, moderate methodological limitations.
(theme) the different techniques, like the relaxation exercise, working, and High coherence and relevance. Thick
gardening, anything ... | didn’t want to take a whole bunch of data from studies conducted mainly in
medicine.” [Bair et al27(p593)] high-income countries (Europe, North
Conflict in therapeutic | “| now keep some distance from the health professional ... | don’t Moderate America, and Oceania).
alliance (subtheme) believe in all the health professional tell me ... | have lost my respect
and trust in the health professional, since | was not confirmed.”
[Nordin et al50(p287)]
Lack of person cen- “But as far as the relaxation, like during the day trying to do the High 11 studies from 8 countries with minor

deep breathing or, you know, muscle relaxation, or any of that, |
don’t know, I just ... | cannot shut it down. I just ... | cannot relax.”
[Bair et al27(p593)]

“For my part, | think they were much, much more ill than | was, and
that’s fair enough, but they just weren’t the kind of people | wanted
to be around, and | didn’t want to hear about their sickness stories.”
[Andersen et al25(163)]

to moderate methodological limitations.
High coherence and relevance. Thick
data from studies conducted mainly in
high-income countries (Europe, North
America, and Oceania).

Lack of support from
significant others
(subtheme)

“Poor people who're trying to give me advice! It'll make a large

gap between us. First you're to blame because you have pain, and
second you're to blame because you have chosen not to get well.”
[Werner et al57(p861)]

“All of these supervisors, they want you moving and doing stuff. I'd
like to say, ‘Well, my back starts stiffening up or starts aching, | gotta
find time to stretch.” Sometimes they are not real understanding in
that.” [Bair et al27(p593)]

3 studies from 3 countries with minor
methodological limitations. High
coherence and moderate relevance.
Downgraded due to low adequacy but
fairly thick data from studies conducted
mainly in high-income countries (Europe,
North America, and Oceania).

aStudies were downgraded in the Confidence in the Evidence from Reviews of Qualitative Research (CERQual) evaluation mainly due to concerns in relevance
(eg, differences in study settings and time of data collection following the program) and adequacy (ie, low number of studies supporting the review findings
and results of studies from participants in high-income countries).
bHigh confidence means that it is highly likely that the review finding is a reasonable representation of the phenomenon of interest; moderate confidence
means that it is likely that the review finding is a reasonable representation of the phenomenon of interest; low confidence means that it is possible that the
review finding is a reasonable representation of the phenomenon of interest; very low confidence means that it is not clear whether the review finding is a
reasonable representation of the phenomenon of interest.

incorporating self-management strate-
gies into daily life after completing a
self-management intervention. The key
enablers to self-management included
self-discovery and feeling empowered
by practicing learned strategies. While
the barriers included the sustained
motivation required to self-manage in
the presence of distress from ongoing
pain, stress, and depression. Having

a collaborative partnership with clini-
cians and support from family, friends,
and work environment acted as an en-
abler as well as a barrier to ongoing
self-management.

Self-discovery or distinguishing self (ie,
body, thoughts, and feelings) from pain
was perceived as a critical cognitive
process, which enabled participants to

alter their relationship with pain, facil-
itate embodied awareness, and devel-
op self-compassion. A recent system-
atic review specifically investigating
the changes in “self,” reported that the
ability to decentralize and view “self”
as distinct from pain was associated
with improved emotional outcomes,
including reduced depression in people
with chronic pain.>® The ability to view
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SELF-MANAGEMENT OF CHRONIC PAIN AS A CONTINUUM

Enablers

Self-Discovery
The ability to distinguish seif (body,
thoughts, and feelings) from pain

i

Unsupportive Ambience
Heaith care providers/family/work

Barriers
4 4
Sustained Motivation
—>> Overwhelming effort required to —>
manage pain
‘ T
4 p e

Supportive Ambience
Health care providers/family/work

ifi

i)

] Distress
Pain, anxiety, stress, depression,
limited problem solving ability

Feeling Empowered
Knowledge, pacing, relaxation, €«
cognitive techniques, exercise

Limited ability

Greater ability

Figure 2.

Framework illustrating the ability to self-manage chronic pain as a continuum with individuals with chronic pain exhibiting various levels of
ability. Shifts in the ability to self-manage on a daily basis was influenced by the identified barriers and enablers.

“self” in the context of pain is akin to
the “contextual self” model of psycho-
logical flexibility.®® On the basis of this
conceptual model, self-as-context is the
perspective with which the individual
can differentiate one’s “self” from psy-
chological experiences (eg, thoughts,
emotions, and feelings).®® Preliminary
work to measure self-as-context via the
Self Experiences Questionnaire showed
evidence for content and construct va-
lidity,®! suggesting the possibility to
assess changes in “self” in people with
chronic pain.

Feeling empowered by means of prac-
ticing core self-management skills (eg,
guided problem solving, goal setting,
and self-tailoring) in the described in-
terventions engendered confidence to
manage pain as well as the ability to
control one’s behavior (ie, self-efficacy).
Self-efficacy beliefs act as a resilient
belief system® and are shown to be
an important mediator to minimize
pain-related physical and psychosocial
disability®> as well as influence long-
term behavioral change in people with

chronic pain.% Furthermore, being with
similar others in a supportive group
environment during the intervention
facilitated mutual sharing and learn-
ing from each other’s individual expe-
riences and enabled problem solving
and self-efficacy to practice strategies
learned from the intervention.

Accepting pain as part of “self” and
continuing to practice self-management
strategies despite pain is an ongoing
process and critical for developing the
ability to distinguish “self” from pain
and develop self-efficacy. Cognitive be-
havioral interventions, such as Accept-
ance and Commitment Therapy have
shown improved functional outcomes
in people with chronic pain.®> Howev-
er, our results from this meta-synthesis
suggest that acceptance is not a straight-
forward process in people with chron-
ic pain, and is akin to the experiences
of people with other long-term health
conditions.%¢7 In other words, accept-
ing to live well with chronic pain, is an
ongoing process and participants fluc-
tuated along a spectrum on a momen-

tary basis.®® Moreover, the degree of ac-
ceptance was interdependent on other
cognitive processes such as the ability
to view “self” in context, self-efficacy,
and influences of daily stressors.®®

Our results suggest a possible rela-
tionship between self-discovery, self-
efficacy, and acceptance as drivers of
optimal self-management. As illustrat-
ed in Figure 2, there is potential for
a bidirectional relationship between
one’s ability to view “self” in context
(self-discovery) and the confidence to
implement strategies learned from the
intervention (self-efficacy) into daily
life. Concurrently, these strategies may
positively influence the degree of ac-
cepting the new “self” with pain and
along with support from family, friends,
and clinicians could positively influence
the ability to self-manage and facilitate
meaningful participation in life despite
pain. Previous studies on people with
chronic pain suggested that self-effi-
cacy was an important predictor for
physical disability influencing function-
al outcomes, while acceptance was an
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important predictor for emotional out-
comes such as depression.” Further,
people with primary musculoskeletal
pain who had better pain acceptance
also reported higher self-efficacy and
continued to engage in valuable activi-
ties.”%.72 The conceptual similarities and
interrelationships of these psychologi-
cal constructs have been debated®® and
due to the dynamic nature of these con-
structs, the ability to measure change
presents a challenge; nevertheless, the
results from our meta-synthesis high-
light the complex but overlapping in-
fluence of these processes in positively
influencing self-management abilities.

Distress experienced from ongoing
pain, depression, and stress associated
with chronic pain was perceived as a
major barrier to ongoing self-manage-
ment. There is high prevalence of de-
pression in people with chronic pain,”?
and people with chronic pain experi-
encing depression are less likely to en-
gage in active self-management strate-
gies, such as exercises.” Furthermore, 1
of the included studies from our review
suggested that managing depression via
antidepressants as part of self-manage-
ment intervention facilitated improved
engagement in the self-management
intervention by enabling participants’
to focus on practicing the strategies
learned from the intervention.?” While
the current review focused mainly on
exploring active nonpharmacological
approaches for self-managing chron-
ic pain, it is argued that medications
could be an useful adjunct, when used
judiciously, to support ongoing pain
self-management.”

Supportive ambience in the form of a
therapeutic alliance with clinicians act-
ed as an enabler as well as a barrier to
ongoing self-management. Previous re-
views have consistently reported the ne-
cessity of a strong therapeutic alliance
for gaining patient confidence and en-
abling self-management.'475 Adopting
self-management principles in clinical
decision making appears to be a bidi-
rectional process between patients and
clinicians. A previous meta-synthesis
exploring clinicians’ views on adopting
self-management principles in clinical
practice suggests that acknowledging

patients as knowledgeable and experts
of their own health condition enabled
shared decision making.”> However, in-
tegration of self-management principles
in clinical practice was perceived as an
ongoing process facilitated by regular
training and support.”s

Social support from families, friends,
work colleagues, and significant oth-
ers of people with chronic pain can be
an enabler as well as a barrier. A pre-
vious quantitative study reported that
perceived social support enhanced
psychological well-being, reduced pain
intensity and elevated mood in people
with chronic pain.’® Our results suggest
that perceived social support may act as
a protective buffer to mitigate the emo-
tional consequences of chronic pain,
such as feelings of distress and loneli-
ness.”” Despite the insulating effects of
social support, the invisible nature of
chronic pain can make suffering incom-
prehensible to significant others and
can lead to distrust, which was a barrier
to ongoing self-management of chronic
pain.”®

Strengths and Limitations

We adapted a holistic definition for
chronic pain including those with ma-
lignant pain and orofacial pain in an at-
tempt to explore a wide range of expe-
riences of people with chronic pain. We
implemented a number of strategies to
enhance the credibility and methodo-
logical rigor of our meta-synthesis. First,
dependability was achieved by involv-
ing all the authors with clinical and re-
search experience in physical therapy.
The authors synthesized the analytical
themes from included articles and an
iterative, inductive approach was used
throughout the analysis process and the
final analytical themes were derived by
consensus. To ensure reflexivity, H.D.
maintained an audit trail of major de-
cisions made during various stages of
the data synthesis. Furthermore, the
CERQual approach provided an explicit
assessment and explanation to gauge
the level of confidence from analytical
themes in order to translate the qual-
itative evidence in a broader context
for policy development and evidence-
informed practice.24

Our review findings must be inter-
preted with caution owing to the
following limitations. Qualitative meta-
synthesis is often criticized, as it might
undermine the richness of data from
individual studies. Nevertheless, by
following an inductive approach, the
review findings have provided a new
framework that goes beyond the results
of individual studies (Fig. 2). We only
included interventions that included at
least 4 self-management skills; thus, we
may have missed informative studies.
Developing self-management skills is,
however, a complex process requiring
many different strategies, therefore,
we believe that a minimum of 4 self-
management skills in an intervention is
appropriate. The follow-up period var-
ied from immediately after the interven-
tion to 72 months following the interven-
tion. Therefore, we were unsure which
of the key enablers and barriers were
most influential long term. Further, this
review was unable to determine which
of the components of self-management
interventions (eg, cognitive-behavio-
ral therapy, relaxation, exercises) were
most influential. Only articles published
in the English language were included
due to limited availability of translation
services. Moreover, we were unable to
locate studies conducted in low- and
middle-income countries. Owing to
differences in health care delivery and
cultural health beliefs, future research
is required to explore how such factors
influence pain self-management from
those countries.

Clinical Implications

As person-centered communication
forms an integral aspect of person-
centered care and shared decision mak-
ing, our review findings indicate the
need for better communication across
all stakeholders (ie, patients, clinicians,
family, and friends) to positively sup-
port self-efficacy of self-management
strategies.” For patients, self-man-
agement interventions could focus on
strategies to enhance communication
skills enabling them to engage in pro-
ductive discussions with clinicians
communicating their pain experiences,
treatment preferences, and discussing
management plans.8°
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For clinicians, upskilling person-
centered practice and communication
skills should be encouraged. Clinicians
need to acknowledge the patient’s
chronic efforts to manage symptoms,
some of which might be erratic, and
recognize the extraordinary struggle
required for ongoing control. This ac-
knowledgement and empathy will
help to foster trust and deepen the
therapeutic alliance.?’ Shared decision
making to elicit patient preferences,
beliefs, and attitudes$!82 as well as
discussing the risks and benefits of
proposed treatment plans®3 using de-
cision aids® would be worthwhile giv-
en the promising evidence to support
person-centered communication, pa-
tient satisfaction, and improved health
outcomes.8* Approaches such as the
Four Habits approach to shared de-
cision making with emphasis on the
entire clinical encounter,8> and motiva-
tional interviewing techniques by using
strategies such as using open-ended
questions, and providing motivation-
al statements, listening with empathy,
and providing constructive feedbacks®
are suggested to foster shared deci-
sion making and ultimately improve
patient experience and care.8¢ Further,
health service delivery approaches fo-
cusing on an interprofessional model
of self-management support®’ is impor-
tant for building a shared understand-
ing, consistency in communication, and
integrating self-management support
principles in clinical practice.

Conclusion

For self-management interventions to
positively influence the lives of peo-
ple with chronic pain, fostering self-
discovery was crucial to facilitating
acceptance and improved self-efficacy.
However, the sustained efforts to
self-manage pain after the intervention
can be exhausting and were perceived
as a constant struggle. Providing inter-
mittent support in the form of boost-
er sessions and peer support groups
may be important. Clinicians involved
in the management of chronic pain
need to be cognizant of the importance
of person-centeredness by means of
shared decision making and guided
problem solving to facilitate ongoing
self-management.
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