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Abstract 

Chronic pain conditions can be extremely challenging to deal with in the workplace. The 

implications of these conditions extend far beyond the employees themselves and can 

create significant organizational impacts. The Chronic Pain Self-Management Program 

was developed by Dr. Sandra LeFort, and was originally based on the generic Stanford 

model of self-management. The six-week program, delivered weekly, is designed to 

explore and instruct those with chronic pain on different aspects of their condition. This 

pilot study used a mixed method design to evaluate the effectiveness of Chronic Pain 

Self-Management Program in the workplace. The quantitative measures for this study 

were unable to demonstrate the effectiveness of the workshop due to a lack of statistical 

significance. Through the qualitative measures it was possible to delve into how the 

chronic pain condition manifests itself in the workplace and what support systems are 

available for those with chronic pain. There are definitely some positive implications 

from this pilot research, but through further research it is possible to truly understand 

how people live with chronic pain in the workplace and how their conditions can be made 

more manageable. 
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Chapter One: Introduction 

Chronic pain is a health issue that many face on a daily basis.  There are serious 

implications when dealing with chronic pain conditions.  On both personal and medical 

levels the chronic pain condition adds challenges for someone to regularly manage.  The 

families of patients living with chronic pain need to provide additional support to help 

patients manage their lives and as a result, often need to make sacrifices to support their 

loved ones. To meet the current needs of people with chronic pain, the health care system 

must allocate significant time and resources to help those with chronic pain manage their 

conditions.  This management is mostly done through the standard medical approach to 

chronic conditions, often relying heavily on pharmaceuticals and other standard 

interventions (eg., physiotherapy, exercise and surgical approaches) which in themselves 

do not provide enough relief.  As the standard interventions alone do not provide enough 

relief, this poses many significant challenges for someone who lives with a chronic pain 

condition. By having such significant implications, not only on the patient and on their 

families as well, it is clear that chronic pain must be managed in a more effective manner.   

The area of chronic conditions, particularly those involving chronic pain, is an 

understudied area in health research.  While there has been some research already 

completed in the area of chronic pain management, including evaluations of self-

management interventions in a general population, there is still a gap in the current 

literature regarding the ways in which we can help people living with chronic pain in the 

workplace, as will be discussed in the next chapter.  This study focused on the workplace 

based population to fill this gap with the paucity of research completed on workplace 

based interventions for chronic pain conditions.  It is imperative that more research be 
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done to explore the many facets of chronic pain, especially those examining the impacts 

of new, non-medical interventions in this field particularly in the workplace environment. 

Context  

Chronic pain in Canada is well documented and has its own set of background 

information and statistics that must be reviewed and discussed.  For patients with chronic 

pain, wait times for care in publicly funded pain clinics in Canada are greater than one 

year.  Large portions of Canadians do not even have access to these pain clinics (Lynch, 

2011).   

The estimates for the health care costs of chronic pain on the Canadian Health 

Care system are more than six billion dollars per year (Lynch, 2011).  Estimates expect 

costs related to chronic pain to rise to over $10 billion dollars by the year 2025 (Lynch, 

Schopflocher, Taenzer, & Sinclair, 2009).  Patients waiting to access pain clinics spent a 

median of $17,544 per year in indirect expenditures including lost work time and private 

health care treatment options (Lynch, 2011). 

Chronic pain affects a great number of Canadians.  More than 1.5 million 

Canadians, aged 12 to 44, reported having chronic pain in 2007 and 2008 (Ramage-

Morin, & Gilmour, 2010).  This number accounts for 9% of males and 12% of females of 

the Canadian population (Ramage-Morin, & Gilmour, 2010).  Chronic pain can have a 

devastating effect on the Canadian workforce as well.  Approximately 60% of people 

with chronic pain will eventually lose their jobs and income, or will experience a 

reduction of responsibilities due to their chronic pain condition.  According to the 

Canadian Pain Strategy (2010), there is an average number of 28.5 lost-work days due to 
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chronic pain conditions for employees in Canadian workplaces.  Productivity costs 

related to job loss and sick days are at $37 billion dollars per year (Lynch, 2011).  The 

type of job in the workplace can be directly correlated with the type of chronic pain 

condition that develops.  Workers who have a large amount of heavy manual labour are 

more likely to develop conditions with low back pain.  Three occupations are at highest 

risk for a compensable back injury: truck drivers, material handlers, and nursing aides 

(Teasell, & Merskey, 1997).  The inclusion of nursing aides can be directly associated 

with this research project, as it is likely that our target population will include at least one 

nursing aide or a comparable occupation. The age of this source also indicates the paucity 

of research in the area of chronic pain in the workplace, as no newer sources were 

available for high risk of pain due to specific occupations.  This can be linked with the 

lack of research in the area of chronic pain, which will be discussed immediately.  

There is a significant lack of research being completed on the general area of pain 

in Canada.  There are 79 active researchers in the field; only 65 of these have received 

funding in the past five years, which totals $80.9 million (Lynch, 2011).  This amounts to 

less than one percent of the funding provided by the Canadian Institutes of Health 

Research (CIHR) and only 0.25% of the total funding for all health related research 

(Lynch, 2011). This funding amount may not seem small, but as previously indicated the 

research funding does not match the need for more evidence in the area of chronic pain. 

 The general statistics related to this target population, define two major aspects of 

chronic pain as related to this program evaluation.  The first is that chronic pain is a 

prevalent and serious health issue afflicting Canadians.  The second is that the 

ramifications of chronic pain in the workforce are not necessarily limited to the 
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employees with chronic pain, but are also extended to employers who must manage the 

workloads of the employees, as well as finding suitable replacements during the time that 

they will need to take off work.    While this point is not meant to diminish what chronic 

pain sufferers must go through in the workplace, it is still important to demonstrate 

further impact of chronic pain on the workforce as a whole.  Interventions, such as self-

management training, can limit the impact that chronic pain has on the Canadian 

workforce.  The fact remains that we must explore how these chronic pain self-

management interventions can be implemented in the workplace, in order to start 

reversing some of these trends.   

This context behind the issue of chronic pain helps define the need for more 

research in the area of chronic pain in the workplace.  This health care issue is consuming 

a great deal of health resources, but at the same time is not being studied adequately to 

reduce this consumption and to manage chronic pain effectively.  It is also clear from the 

statistics that chronic pain as an issue is not isolated to the health care system; it is a 

serious issue for the workforce and the labour system.  From this it can be concluded that 

chronic pain must be investigated further in Canada, particularly its impact on the 

Canadian workforce.  It is this gap that this study attempted to bridge. 

 

Intervention for Chronic Pain 

Medical, pharmacological and surgical interventions only provide a moderate 

amount of relief for chronic pain conditions, while they also drastically increase the risk 

of complications and side effects for those involved (Ersek et al., 2007).  The medical, 
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pharmacological and surgical interventions often provide additional challenges for 

workers as they would need to take significant time off work for different elements of 

treatment.  These challenges could include additional time off work attending doctors’ 

appointments, having procedures done or recovery time from more serious interventions.  

One of the more recent interventions developed to help people deal with chronic pain is 

self-management training.  Self-management training offers a somewhat new approach, 

moving away from the standard medical model of treatment to a peer support and patient 

engagement type of approach.  By involving the patient with chronic pain in a more 

active role in the health care process, it is believed that better day-to-day management of 

the pain symptoms can be achieved.  By providing chronic pain sufferers with more 

information about the different elements of their chronic pain conditions, it is possible for 

them to become more involved in the disease process and not simply rely on physicians 

and medications to deal with their chronic pain condition (Alvarez, 2009).  Self-

management training has also been found to be more cost-effective than individual 

therapy, which makes it more likely for people to take advantage of self-management 

training (Buenaver et al., 2006).  The Chronic Pain Self Management Program (CPSMP) 

was developed by Dr. Sandra LeFort (1998) at Stanford University; this program is 

supported by a theoretical framework which is the Self-Regulation Theory (Serlachius & 

Sutton, 2009); this theory explains why self-management is effective in helping people 

live with chronic pain on a day-to-day basis.  

The CPSMP is based completely on the Stanford Model of Self-Management 

(Alvarez, 2009) and has demonstrated its impact on dealing with chronic pain (Lefort et 

al., 1998).  This model, starting with the Arthritis Self-Management Program, as 
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developed by Dr. Kate Lorig, is designed primarily to increase overall function and 

comfort.  These programs will be discussed in the following chapter. 

Through the understanding of the context behind chronic pain in Canada and in 

the workplace, it is clear that there needs to be a greater amount of research completed in 

the area of chronic pain management in the workplace.  Chronic pain self-management is 

a proven effective intervention which should be effective in helping those with chronic 

pain in the workplace.  The CPSMP must be evaluated in the workplace to see if 

additional modifications need to be made to maximize its efficiency in this setting.   

This research project evaluated the effectiveness of the CPSMP as implemented 

through hospital staff in a community based hospital.  By implementing an evaluation 

component in this setting, it was feasible to determine if this program was applicable in 

this setting, in addition to gaining a better understanding of chronic pain in the 

workplace.  The literature review chapter that follows, situates this research in what has 

been previously completed and identifies the research gaps that have been alluded to in 

this chapter. 
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Chapter Two: Literature Review 

The literature search and review process will provide the necessary background to 

situate this project within the available evidence.  The literature selected provides the 

necessary context and has helped gain insight in how to proceed with a new program 

evaluation in this field.  The following sections will be included in this chapter: 

1.  Literature Search Parameters – A justification of which articles were chosen and 

on what basis these decisions were made 

2. Chronic Pain Definitions – A definition of what is included with a chronic pain 

condition 

3. Theoretical Framework – An overview of the different theories mentioned 

throughout the literature 

4. Evolution of the Stanford Model of Self-Management of Chronic Diseases – A 

review of the development of the Stanford Model of Self-Management up to and 

including the Chronic Pain Self-Management Program (CPSMP) 

5. Chronic Pain Self-Management Program Evaluations – A review of the 

previously completed evaluations in the field of chronic pain self-management by 

design 
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Literature Search Parameters 

This literature review includes all articles that would focus on patient based 

interventions and which involved human participants.  The databases selected include: 

CINAHL, Medline, Ovid, ProQuest Nursing Journals, PubMed, Health Source and 

Scopus.  The search parameters were not limited by date, however the majority of the 

articles found in this area were published since 2000; with some of the earliest research 

being completed in the 1980s. The keywords chosen for the different databases included 

“Chronic Pain”, “Self Management” or “Self Care”, and “Program Evaluation”.  The 

differences between self-management and self-care are the variances that exist in the 

terminologies used between the different databases.  All of the various combinations 

were attempted on each database in order to maximize the number of total possible 

results.   

Within each of the key articles chosen, the bibliography was reviewed to extract 

any additional useful sources that may be directly related to this literature review.  The 

final element to note is that of the grey literature.  The grey literature in a given subject 

area can be of key importance as it provides necessary context within the field.  Some 

key reports may be found in the government’s reports on chronic pain.  These were 

retrieved from Statistics Canada, The Canadian Institute for Health Information (CIHI), 

The Government of Ontario, as well as documentation from other organizations that deal 

with chronic pain self-management, including the Community Care Access Centres 

(CCAC) that offer the Chronic Pain Self-Management Program (CPSMP).   
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The databases have many variations in the results that were provided, as such a 

series of screening criteria were implemented throughout all databases to ensure a proper 

basis of comparison between all articles.  All of the articles selected for this literature 

review came from peer-reviewed journals.  This was a major criterion as it allowed for a 

level of scientific rigour in this review.  Another inclusion criterion is that the articles 

selected are written in English. 

Chronic Pain Definitions 

In order to discuss the management of chronic pain, it would be pertinent to first 

define what chronic pain is.  Mosby’s Medical Dictionary (2009) defines chronic pain as 

a recurring pain over an extended period of time that can be caused by a variety of 

different diseases or conditions.  Those with chronic pain conditions often do not show 

the usual autonomic responses to pain, including increased pulse and rapid respiration.  

This definition from Mosby’s medical dictionary can be linked with a definition of 

chronic pain that appears in the scholarly literature which expands upon the initial 

definition. Chronic pain is often associated with other chronic diseases and illnesses and 

in many cases continues beyond the course of the initial illness (Lynch, 2011).  Chronic 

pain is conceptualized as a neural response to a tissue injury (Lynch, 2011).  The 

traditional perception of chronic pain is that it is a symptom of a disease or injury and if 

the disease or injury is healed so too would the pain.   

Theoretical Framework 

The theoretical frameworks were quite valuable to this research as they provided a 

conceptual foundation for the research completed in the area of chronic pain self-
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management.  These frameworks appear throughout the literature and have provided a 

basis of understanding to inform the design and assessment of the CPSMP. 

Two primary theoretical frameworks dominate the scholarly literature in the area 

of chronic pain self management: Bandura’s self-efficacy theory (made up of the social 

cognitive theory and the theory of planned behaviour) and the self-regulation theory 

(Serlachius, & Sutton, 2009).  

The social cognitive theory and theory of planned behaviour can both be tied into 

Bandura’s self-efficacy theory.  The social cognitive theory views behaviour as directly 

manipulated by self-efficacy expectations, such as the mastery of tasks, and goals that are 

indirectly influenced by outcome expectations and sociostructural factors (Serlachius, & 

Sutton, 2009).  This theory separates the outcome expectations as either self-defined or 

defined by others.  The theory of planned behaviour states that behaviour is directly 

associated with intent and the control someone has in performing a behaviour 

(Serlachius, & Sutton, 2009).  The person’s intention can be separated into three factors: 

attitude, subjective norm and perceived behavioural control.  Attitude is an evaluation of 

the execution of a behaviour, whereas subjective norm is how the person believes others 

would want them to perform a behaviour (Serlachius, & Sutton, 2009).   

Bandura’s self-efficacy theory is the synthesis of both of these theories and can be 

summarized simply by stating that if a participant believes that they can achieve 

something, they will likely be able to accomplish it (Lorig, 1996).  By managing the 

outcome expectations of the social cognitive theory and by developing the intent and 
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control over a behaviour as seen in the theory of planned behaviour, it is possible to use 

self-management in dealing with chronic illnesses and chronic pain.   

Bandura’s self-efficacy theory is built into the CPSMP in multiple ways. Each of 

the Stanford self-management programs incorporates Bandura’s self-efficacy theory into 

the overall design and by doing so, allows participants to maximize the benefits of the 

CPSMP. Participants of the Stanford self-management programs are: assisted in 

mastering the necessary new skills, provided encouragement from others with similar 

conditions, helped to reinterpret the nature of their symptoms to develop new solutions 

and are directed to make minor changes along the way using positive reinforcement 

(Lorig, 1996).  The combination of the social cognitive theory, the theory of planned 

behaviour and Bandura’s self-efficacy theory helped to explain and develop the self-

management approach to chronic pain control and were necessary to the analysis of its 

effectiveness. 

The self-regulation theory, while not being explicitly discussed in research studies 

exploring self-management, is another theory that helps to explain chronic pain self-

management (Kanfer, Ackerman, & Heggestad, 1996).  This theory defines the patient as 

an ‘active problem solver’ and solidifies the role of both cognitive and emotional 

processes in managing the various elements of an illness (Serlachius, & Sutton, 2009).  

There are three primary phases in this model: representation, coping and appraisal.  The 

first phase, representation, consists of the person developing an appropriate mental 

representation of their illness from a variety of different sources and experiences 

(Serlachius, & Sutton, 2009).  The second phase, coping, involves the development of 

coping strategies and problem solving techniques in order to manage their chronic illness 
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(Serlachius, & Sutton, 2009).  The final phase, appraisal, encompasses an evaluation of 

the coping strategies that were adopted to determine whether or not one should continue 

with that particular strategy or attempt another that may be more successful (Serlachius, 

& Sutton, 2009).   

The self-regulation theory along with Bandura’s self-efficacy theory provide a 

foundation for the CPSMP and this research project.  By allowing the participants of this 

research project to be involved in the CPSMP it is possible for them to go through the 

three phases of the self-regulation model.  The appraisal phase is the involvement in this 

research project, and is fundamentally a formalized process of this phase. 

These theories provide a foundation of understanding of the self-management 

concept and associated interventions.  By understanding self-management on a 

theoretical level, it is possible to improve it to a point where it will be most effective for 

the target population.  These theories can all be used in some way to add depth and 

provide some explanations as to why self-management programs are effective in some 

cases and not as effective in others.  In this research study, Bandura’s self efficacy theory 

and the self-regulation theory have been included in the research study and will help to 

provide insight to the results that will be acquired. 

Evolution of the Stanford Model of Self-Management of Chronic Diseases 

The Stanford self-management programs are all based on a public health model of 

chronic diseases and conditions and each program incorporates peer-led small groups.  

This allows for greater understanding of the chronic conditions and provides an effective 
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environment for discussion of common issues.  Additional studies including other 

interventions dealing with chronic pain will be discussed later in this chapter. 

The Stanford model of self-management was initiated by Dr. Kate Lorig and her 

work with Arthritis Self-Management.  In 1985, Dr. Lorig completed a study evaluating 

the effectiveness of the Arthritis Self Management Program (ASMP).   Lorig, Lubeck, 

Kraines, Seleznick and Holman (1985) found highly significant increases in knowledge 

and a strong adoption of the behaviours taught in the arthritis self-management program.  

The self-management education programs all consist of five fundamental skills.  These 

skills include, problem solving, decision making, resource utilization, healthcare provider 

partnerships and action planning (Lorig, & Holman, 2003).  It was postulated by Lorig 

that by taking these skills and tailoring them to each individual proper arthritis self-

management could be achieved.  There was an average of fifteen to twenty percent 

reduction of pain from the baseline (Lorig et al., 2005).  This significant reduction 

demonstrates that the ASMP was a successful approach to arthritis self-management.  

Following this evaluation, there were additional reports on different aspects of this 

program, including discussion of longitudinal effects and implementation in different 

community settings with minor modifications (Lorig, & Holman, 2003).  A longitudinal 

study on the ASMP found that there was a sustained nineteen percent reduction in pain, a 

reduction in physician visits of 43 percent and the level of perceived self efficacy was 

approximately seventeen percent higher in patients with arthritis (Lorig, Mazonson, & 

Holman, 1993).  These studies found that not only were the Arthritis Self-Management 

Programs effective, but they had long lasting positive impacts on the participants.   



14 
 

The initial ASMP studies led to the creation of the Chronic Disease Self-

Management Program (CDSMP), which was a generalized approach to utilizing self-

management techniques to deal with a variety of different chronic conditions.  Lorig, 

Ritter and Plant (2005) then completed a comparative evaluation between the generalized 

and specific programs to determine which was more effective in developing self-

management techniques in arthritis patients.  At the four-month point, the ASMP 

participants showed significant improvements in health distress, activity limitation, 

fatigue, pain, stretching and strength exercise, aerobic exercise and self-efficacy (Lorig, 

Ritter, & Plant, 2005).  The CDSMP in comparison only had significant reductions in 

activity limitation, including role function, and range of motion exercise, with mild 

improvements in self-efficacy, mental stress management, and aerobic exercise (Lorig, et 

al, 2005).  At the one year point, the same trends followed for both groups.  While there 

were positive improvements in both groups, it was found that the specialized ASMP 

group was more effective than the general CDSMP group in the positive outcomes for the 

participants.  This study led to the creation of a series of new self-management programs, 

all based on the ASMP and CDSMP, which were designed to deal with specific aspects 

of each individual chronic condition.  Among these self-management programs was the 

Chronic Pain Self-Management program, which is the program being evaluated in this 

study.   

Chronic Pain Self-Management Program 

The Chronic Pain Self-Management Program (CPSMP) consists of two and a half 

hour programs each week for six weeks.  These programs involve content related to 

symptom management, exercise, nutrition, problem solving, communications and 
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advanced directives (Alvarez, 2009).  The process is designed to incorporate self-

efficacy, action planning, as well as problem solving and sharing (Alvarez, 2009). 

Chronic pain self-management training is usually led by a trained facilitator.  

These facilitators are considered to be peer leaders as they also have chronic pain 

conditions.  It is not a prerequisite for the facilitators to be nurses or any other type of 

health care professionals.  The facilitators are trained by Master Trainers at CCAC who 

have been taught by trainers from Stanford University.   The role of the facilitator is to 

teach and discuss the various elements of living with a chronic pain condition.  These 

elements can include: exercise, diet, depression, medication, communication and many 

other important elements necessary to manage chronic pain on a daily basis.   

The direct outcome of the Self-Management Program, as per the chronic pain 

self-management program creators, is that people will have a more effective time 

managing their chronic pain on a day-to-day basis (LeFort et al., 1998).  There are, 

however, several other outcomes that are important in regards to chronic pain self-

management.  The main outcome is a decreased reliance on the health care system and on 

physicians specifically (Alvarez, 2009).  As people learn to manage their own chronic 

pain condition they will be using fewer resources from the medical system.  This reduces 

time taken off work to attend appointments or for emergency visits.  Another secondary 

outcome is that the chronic pain patients will be less reliant on medications to control 

their chronic conditions (Alvarez, 2009).  Many of the prescribed medications used to 

control chronic pain conditions can be easily over used and can have significant side 

effects. As such it is important to know how to properly manage medication usage with a 

chronic pain condition.  The abuse of medications used to control chronic pain are similar 
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to other substance abuse issues and may cause emotional distress which can impact the 

work environment.  

There is one important element to take note of in the historical context of the 

Stanford self-management programs.  In studying the initial ASMP, Lorig et al. (1985) 

had modified the program slightly to evaluate it in different communities.  This was 

particularly seen in an implementation and evaluation of a modified version of the ASMP 

in a Hispanic community (Lorig, 2003).  While the core elements of the program 

remained the same, there were still some cultural and linguistic changes that needed to be 

made to maintain the same level of effectiveness of the program.   This is a fundamental 

gap in the research completed.  Most of the research evaluating chronic pain self-

management programs is undertaken with a non-specific population sample, with only a 

few studies exploring the issue with specific population parameters, such as an elderly 

population.  It is therefore quite important to develop an evaluation model to see the 

effectiveness of the program in different target populations.  The need for chronic pain 

self-management in the workplace in Canada will be defined clearly in the next section of 

this chapter. 

Chronic Pain Self-Management Program Evaluations 

Quantitative Design 

The predominant methodological approach in the area of chronic pain self-

management is a quantitative design.  Within the quantitative research completed there 

are a number of research foci which help to identify the research gap in this field.  These 
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research foci include: specified population age, cognitive behavioural therapeutic 

approaches, educational interventions and rehabilitation approaches. 

 LeFort et al. (1998) completed a randomized controlled trial in Newfoundland to 

assess the effectiveness of the CPSMP. One hundred and ten participants with chronic 

pain conditions were split into an intervention group or three month wait list control 

group.  The outcome variables in this study included: perceived severity of illness, 

dependency, uncertainty, enabling skill, self-help, life satisfaction and health related 

quality of life.  These variables were explored using a series of pre-existing scales and 

measures (LeFort et al., 1998).  The participants completed all scales and measures, at 

baseline and at six week follow up after completion of the program. The intervention and 

control groups were compared at baseline using a chi-square analysis as well as 

independent t-tests.  The results were that those in the treatment group had a statistically 

significant improvement in six of the outcome variables including: less dependency on 

others, reduced severity of pain, higher levels of self-efficacy, greater involvement in 

activities and greater overall life satisfaction, as found in comparison to the control group 

(LeFort et al., 1998).  One of the limitations of this study is that it used a very non-

specific population, with few exclusion criteria to examine the effectiveness of the 

CPSMP.  While this is an interesting initial study, there could be a great amount of 

information gathered in how effective the program is in a specific environment, with a 

more exclusive population.  This is in large part why this research study is isolating the 

population to hospital workers in their employment setting.  The hope is that with some 

modifications to the research methodology that more detailed information can be 

ascertained about the program’s effectiveness within this specific setting. 
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 Chronic pain self-management has been studied in an elderly population, and the 

following studies explore this research focus.  Haas et al. (2005) evaluated the CPSMP by 

LeFort as implemented with an elderly population of 109 seniors aged 60 and older.  

Measures examining pain and disability levels were collected pre-intervention and at a 

six-month follow up period by mailed questionnaires.  The main statistically significant 

difference for the groups was on the Medical Outcomes Short Form 36 (SF-36) health 

survey on the emotional well being scale (Haas et al., 2005).  The CPSMP was not found 

as having significant impacts on the primary outcome of pain levels; however there were 

differences on a few of the secondary outcomes including, functional disability, days with 

disability, emotional well-being and fatigue (Haas et al., 2005).  This study helped to 

demonstrate the general effectiveness of the self-management program as implemented in 

a specific population group.  A similar approach was used in this study. 

Ersek, Turner, Cain and Kemp (2008) completed a comparison evaluation 

between a chronic pain self-management training group intervention and an education 

only control condition among 218 older adults, aged 65 and older.  The participants were 

randomized into either the self-management or education only arms of the study.  The 

self-management intervention consisted of seven weekly meetings of ninety minute 

sessions.  The discussion of self management techniques included: relaxation, range of 

motion, exercises, application of heat and cold, pacing, medication and complementary 

therapies (Ersek et al., 2008).  The education only group received a copy of The Chronic 

Pain Workbook or Managing Your Pain Before It Manages You (Ersek et al., 2008).  

These workbooks contained similar topics to the self-management group sessions.  The 

study found no major differences between the two groups, except in the area of relaxation 
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use to cope with pain.  The self-management group was more inclined to use relaxation 

as a coping strategy as compared to the education only group.  Due to the lack of 

significant differences between the groups, it was determined that more research needs to 

be completed in this area to identify what are the most effective delivery methods for 

chronic pain self-management therapies in the older adult population.   

While these two studies explored the effectiveness of chronic pain self-

management programs, they had also selected a specific target demographic with an 

elderly population.  This research identifies the need for the evaluation of chronic pain 

self-management programs in different selected target populations and demographics.  

These studies focused on elderly target demographics, whereas this research study will 

focus on chronic pain self-management in the workplace environment. 

The next grouping of studies did not evaluate the CPSMP necessarily, but rather 

similar cognitive behavioural interventions designed to help people with chronic pain 

conditions.  These cognitive behavioural interventions were designed to help people with 

chronic pain manage their condition in a similar way to how the self-management 

program works.  Turner-Stokes et al. (2003) completed a randomized comparative trial 

between a group based therapeutic interventions as compared to an individual therapy 

approach to managing chronic pain conditions.  This comparative trial consisted of 113 

adults with chronic pain who participated in a cognitive behavioural therapy, which 

included education, relaxation, coping strategies, pacing and exercise (Turner-Stokes et 

al., 2003).  There were no significant differences between the group and individual 

treatment conditions in any of the measures taken (Turner-Stokes et al., 2003).  All 

participants were shown to have improved significantly on their depression scores and 
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medication consumption (Turner-Stokes et al., 2003).  The group based intervention 

made more significant gains in control over pain during treatment, however there was 

somewhat of a regression after the intervention (Turner-Stokes et al., 2003).  This study 

identified some minimal benefits to utilizing a group based therapeutic approach to help 

manage chronic pain, which supported the group based approach of the self-management 

programs.   

Dysvik, Kvaloy, Stokkeland and Natvig (2009) examined the effectiveness of a 

cognitive behavioural therapy approach in treating chronic pain conditions.  The eight 

week pain management program was completed by 113 chronic pain patients (Dysvik et 

al., 2009).    Variables were measured that explored pain levels, overall health and the 

participant’s readiness to accept a new self-management approach, as seen through the 

Stages of Change Theory. The intervention consisted of action planning, therapeutic 

training and exercise.  The findings of the study determined that this program has a 

potential to improve health related quality of life, reduce pain levels and add to the 

patient’s readiness to change (Dysvik et al., 2009).  This study showed that the cognitive 

behavioural therapy approach to pain management can be an effective method of self-

management.   

These studies both utilized similar sample sizes to explore the cognitive 

behavioural therapy approach to chronic pain management, however they utilized a more 

randomized target demographic, as compared to the prior studies that looked at the more 

selected elderly demographic.  From these studies the nature of the self-management 

program is clearly rooted in a cognitive behavioural therapy framework; however the 

research completed was quite general in the target population selected.  These studies 
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provide additional understanding of the CPSMP through different, but still somewhat 

similar approaches of the chronic pain management programs. 

One of the studies reviewed examined a chronic pain education program, 

designed to teach chronic pain patients more about their condition to better manage it.  

Meeus et al. (2010) used a randomized controlled trial technique to evaluate a pain 

physiology education program to manage pain thresholds in patients with either chronic 

fatigue syndrome or chronic widespread pain.  At the completion of the intervention it 

was found that the experimental group had a much greater understanding of their pain 

condition and had a reduction on their pain scores as compared to the control group 

(Meeus et al., 2010).  From this study, it can be determined that an increase in knowledge 

of the physiology of a chronic pain condition can help someone with chronic pain 

manage their condition.  This educational element is one of the key components of the 

CPSMP. 

The final two quantitative studies examined evaluations of different rehabilitation 

approaches for chronic pain patients.  Martensson, Marklund and Fridlund (1999) 

undertook a longitudinal evaluation of a biopsychosocial rehabilitation program for 

chronic pain patients.  Martensson et al. (1999) found in their evaluation of this program, 

that participants had a significant increase in their overall well being and a significant 

decrease in perceived complaints about their chronic pain condition. 

Jensen, Hensen, Christiansen and Nielsen (2011) evaluated a brief clinical 

intervention on chronic pain, as compared to a multidisciplinary intervention for sick 

listed employees and the effectiveness on the Return to Work process.  While this 
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research does not necessarily contain a self-management approach, it is still quite 

important in the discussion of chronic pain in the workplace.  The study participants were 

employees sick-listed three to sixteen weeks due to chronic low back pain (Jensen et al., 

2011).  The brief clinical intervention group consisted of an examination and advice 

offered by a rehabilitation physician and a physiotherapist.  The multidisciplinary 

intervention had the initial intervention supplemented with a case manager and support 

team, along with an individualized rehabilitation plan (Jensen et al., 2011).  The study 

measures explored pain and disability levels to determine, which was the best approach in 

achieving the best Return to Work protocols among the employees.  Proper Return to 

Work protocols were achieved by 71% of the multidisciplinary group and 76% of the 

brief intervention group (Jensen et al., 2011).   

While these two studies both explored rehabilitation approaches for chronic pain, 

they were different from each other on many levels.  The first study mentioned was the 

only study found thus far that utilized a longitudinal design, whereas the second one was 

the only study that has taken place so far in the workplace environment.  These are two 

research gaps that exist in the field of chronic pain self-management.  Due to the nature 

of this research project, it was not feasible to complete a longitudinal research project, 

however this research was able to continue filling in the gaps of workplace based chronic 

pain interventions. 

Qualitative Design 

Qualitative studies were also completed in the area of chronic pain self-

management.  Three overall themes were identified including: facilitator roles, the 
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importance of the self-management approach and barriers and aids to achieving self-

management.   

Ryan, Hassel, Thwaites, Manley and Home (2007) evaluated the impact of the 

nurse consultant’s role on chronic musculoskeletal pain using a semi structured interview 

approach.  The sixty participants were not asked directly about the nurse consultant’s 

role, but rather what has changed as a result from the approach.  A primary result of this 

study is that the majority of the patients participating were using fewer hospital resources 

as a result of their interaction with a nurse consultant on their chronic pain conditions.  

This study demonstrated the effectiveness of a nurse consultant facilitator to implement a 

chronic pain management intervention.  This was somewhat different than the peer 

facilitators used in the CPSMP, but has still identified the overall need for a facilitator in 

the process.   

The following three studies provided a background of why self-management is a 

useful approach to managing a chronic pain condition.  Cooper, Smith and Hancock 

(2009) used semi-structured interviews to assess the various aspects of physiotherapy 

management of chronic low back pain.  The interviews found that self-management 

strategies were not consistently utilized in this particular group of twenty-five 

participants.  The interview participants saw the need for self-management support 

following completion of a physiotherapy program, as they believed that the additional 

support for the self-management process would enable them to continue their efforts over 

a longer period of time.  This study demonstrated that the standard medical model alone, 

is not as sufficient as incorporating a self-management approach as well.  This result was 

found through increased adoption of exercise routines.  While this study did not achieve 
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complete utilization of self-management, it did situate this approach as a viable tool to 

manage chronic pain.  

 Shariff et al. (2009) analyzed interviews completed with forty-six individuals 

with both rheumatoid arthritis and chronic pain in order to develop an overview of the 

management strategies that patients with these conditions applied on a frequent basis.  It 

was found that participants achieved well-being through three main strategies: body 

management, mind management and mind-body management (Shariff et al., 2009).  This 

research also identified a self-management approach as a necessary addition to the 

standard medical model to manage chronic pain conditions.   

Crowe, Whitehead, Gagan, Baxter and Panckhurst (2010) explored the self-

management strategies of people with chronic low back pain through semi-structured 

interviews of both the patients and their healthcare professionals.  Through this study, it 

was found that the sixty-four participants mostly used medication, exercise and the 

application of heat to control and manage their chronic pain conditions.  This study 

identified that chronic pain patients were able to develop their own self-management 

strategies to control and reduce exacerbation of their chronic pain condition.  The health 

care professionals reported similar information through their measures.  While this study 

explored the nature of self-management and its effectiveness, it did not demonstrate its 

effectiveness as a learned skill.   

Bair et al. (2009) examined the barriers and aids to chronic pain self-management 

with eighteen participants who had co-morbid musculoskeletal pain and depression using 

a focus group methodology.    Some of the barriers found by the participants included: a 
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lack of support from friends and family, limited financial resources, depression, 

ineffective pain relief strategies, life priorities, avoiding pain exacerbation, lack of 

personalized strategies and poor patient-physician interactions (Bair et al., 2009).  The 

participants of the focus group recommended encouragement from nurse care managers 

and improvement of depression and mental health management skills in order to increase 

the effectiveness of self-management of chronic pain (Bair et al., 2009). Not only did this 

research utilize a focus group methodology, but also examined the different challenges 

and issues in implementing a chronic pain self-management program.  This study was 

one of the most relevant research studies to the current project; with the main gap not 

being fulfilled is that it is missing the workplace component. 

Mixed Methods Design 

Kristjandottir et al. (2011) evaluated a cognitive behavioural therapeutic 

intervention designed to deliver self-management support of chronic pain through a Web-

enabled mobile phone.  This evaluation involved six participants.  The intervention itself 

consisted of cognitive behavioural therapy exercises designed for people with chronic 

pain.  The participants initially met with a nurse who assessed their condition and then 

afterwards were asked to complete online diaries and were sent online written situational 

feedback from a health care professional about their diary entries (Kristjandottir et al., 

2011).   A feasibility evaluation was completed by using a mixed methods approach, 

incorporating both questionnaires and semi-structured interviews.  The questionnaires 

were filled out pre and post intervention and included the Chronic Pain Acceptance 

Questionnaire and the Pain Catastrophizing Scale (Kristjandottir et al., 2011).  The semi-

structured interviews were completed to discuss the experiences with the intervention and 
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to provide feedback.  The evaluation found that most participants had discovered new 

insights into their symptoms and had developed new methods different than before, 

including focussed breathing and exercise to cope with their pain (Kristjandottir et al., 

2011).   This feedback approach had many similar elements to the chronic pain self-

management facilitation.  The nurses, like the program facilitators in the chronic pain 

self-management programs, were able to provide support and encouragement for the 

involvement of new management techniques.   

From these interventions there can be a few important implications on future 

research in this area.  One interesting element that can be taken from this literature review 

is that there are a few different self-management interventions that are designed to 

manage chronic pain.  This is an important element, as in the burgeoning field of self-

management many researchers are developing their own approaches on appropriate 

interventions and are constantly evaluating their effectiveness.   

There are a few patterns that can be seen within these studies.  The predominant 

methodological approach, in the quantitative studies, was a randomized controlled trial.    

This is quite logical as the researchers are mostly trying to determine the effectiveness of 

their intervention and this can be achieved through a baseline/follow up comparison.  

Another pattern that was found in the research is that of the use of standardized, valid and 

reliable tools in the development of the questionnaires.  There are some measures that are 

quite common through many of the studies, including the Medical Outcomes Short Form 

36.  These measures provide both a general overview of the medical status of chronic 

pain patients, along with a specific focus on depression, which is common among chronic 

pain patients.  As was seen earlier in this chapter, quantitative methodologies are utilized 
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over qualitative methodologies.  Only some of the studies mentioned showed significant 

impact found through the intervention implemented.  The lack of significant 

improvement as a result of chronic pain interventions could, in some cases, determine 

that the interventions are ineffective as they are not demonstrating statistically significant 

results.  This is not the conclusion that should be gathered from these quantitative studies, 

but rather what this does indicate is that more research needs to be completed in this area 

to determine how these interventions can be adapted to become effective.  

The qualitative methodologies also showed patterns in the research.  The first 

pattern was that most used semi-structured interviews to explore the participant’s 

experience with chronic pain or a chronic pain program, whereas only one study used a 

focus group methodology, which can be seen as a gap in the research.  Qualitative 

methodology in the area of chronic pain allows researchers to delve deeper into different 

dimensions of chronic pain and chronic pain self-management.   The instruments utilized 

in the quantitative studies are not able to tap into these dimensions of a chronic pain 

condition.   This was a key gap in the literature that exists thus far.  The majority of the 

qualitative research studies completed were explorations of self-management in general; 

however the studies did not explore the implementation of the chronic pain self-

management program, in exploring the opinions and perceptions on each of the program 

elements.  It was this gap that this research study attempted to fill.  One distinctive lack 

of consistent pattern was in the sample sizes of the different qualitative studies, as these 

studies mostly appeared to have varying sample sizes.  While quantitative methodological 

approaches alone can acquire some of this information, they cannot achieve nearly the 

depth of information that a mixed methods approach of quantitative and qualitative 
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studies can. The lack of qualitative or mixed method approach to research is definitely a 

significant gap in the current research.   

This study condensed these research gaps into two overall research questions.  

The first research question was: what is the effectiveness of the Chronic Pain Self-

Management Program as implemented at a community based hospital?  The second 

research question was: what are the overall experiences and opinions of the participants 

in the Chronic Pain Self-Management Program at a community based hospital and what 

is it like to live with chronic pain in the workplace?  The methodological approach of 

how these research questions were explored will be discussed in the upcoming chapter. 
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Chapter Three: Methodology 

This chapter will outline the methodological process employed by this research 

project.  Included is the reasoning and justification behind each step in the research 

process.  The following sections will be presented: 

1. Study purpose and study design: a general overview of the methodological 

approach as matched with the research questions. 

2. Research setting and stakeholders:  discussion of where the study took place, 

where participants were recruited from and which internal and external 

stakeholders were involved. 

3. Study participants: describes the sample population, inclusion/exclusion criteria 

by which they were chosen and attrition. 

4. Recruitment strategy: outlines the steps taken to recruit participants for the study. 

5. Research paradigm:  overview of the research paradigm in which this study is 

situated. 

6. Ethics and research approval:  describes the process by which this research study 

went through to obtain ethics approval to conduct research with human subjects. 

7. Intervention: describes in detail what is included in the intervention and how it is 

delivered 

8. Measuring outcomes: clarifies details about the measures chosen for this study. 

9. Data analysis: explains the techniques used to analyze the study measures. 
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Study Purpose and Study Design 

The primary purpose of the study was to determine the effectiveness of the 

Chronic Pain Self-Management Program (CPSMP), as described in the literature review.  

This was determined by assessing if participants in this program are able to better manage 

their chronic pain symptoms following participation in this program, as compared to their 

initial chronic pain management routine.  The secondary purpose of this evaluation was 

to determine the satisfaction of the participants with the various elements of the CPSMP 

and to ascertain how the participants dealt with chronic pain in the workplace.  This was 

determined by exploring which elements of the program the participants found useful or 

enjoyed; which elements the participants did not find as useful or did not enjoy; and the 

overall experience that the participants had with the program. 

This research project evaluated the effectiveness of the CPSMP as implemented 

in the workplace through the staff and their families of a community based hospital.  The 

effectiveness of this program has been demonstrated by LeFort et al. (1998) in her initial 

randomized controlled trial.  By investigating the program’s effectiveness in a work-

based environment it will be possible to utilize the results to modify the program to make 

it as effective for the workplace population as possible. 

The original plan for this research consisted of an evaluation of two offerings of 

the CPSMP for staff at the community-based hospital.  The initial design was to have a 

morning and an afternoon offering, in order to offset some of the challenges associated 

with shift work in the hospital.  Through filling two workshops to near capacity, it was 

the belief that a target population of 25-40 participants would be achieved.  The end 
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result of recruitment and the study population will be discussed later in this chapter.  The 

study process entailed the researcher being present at the beginning of week one of the 

program to consent participants and to administer the pre-workshop questionnaire.  The 

participants were assigned participant numbers by an unblinded member of the research 

team.  On the final week of the program, the unblinded member of the research team 

administered the questionnaire, matching the participants from week one and left the 

room as the questionnaires were filled out and put into a sealed envelope for the blinded 

researcher.  The unblinded researcher kept the participant registry in a secure location in 

case of study withdrawal or any adverse reactions.  Approximately six weeks after the 

completion of the program, participants joined the researcher to contribute to the focus 

group.  Upon completion of the focus group, the audio was transcribed and the analysis 

of all of the data was concluded. 

The first research question was explored using a quantitative methodology 

approach, specifically a questionnaire that was designed by the program creator and 

consists of pre-designed and validated tools (see Appendix A).  The questionnaire was 

administered prior to beginning the program on week one and on week six upon 

completing the program.  The methodological approach of data collection, at baseline and 

study completion, should allow for a definitive comparison of the variables collected.  

The dependent variables for this study included: pain severity, physical activity levels, 

physical abilities, daily activity levels, coping strategies, feelings, health care utilization 

and quality of life.  These variables were compared along the independent variable, the 

intervention, to explore the differences in the dependent variables as a result of the 
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CPSMP. Through the comparison of the variables collected, it was possible to assess 

which elements of the program were effective and which ones were not.  

The second research question was explored using a focus group methodology.  A 

follow up focus group was completed six weeks after completion of the program.  This 

focus group allowed for an in depth discussion of the opinions of the different elements 

of the program.  Participants of the focus group were able to go into greater detail about 

the elements of the program that were effective and those that were not.  The participants 

were also able to discuss how they manage their chronic pain on a day-to-day basis in the 

workplace.  By utilizing a mixed method approach for this research study, it was possible 

to examine a more complete picture of the effectiveness of the CPSMP as implemented in 

the workplace environment. 

Research Setting and Stakeholders 

The study took place in its entirety at a community based hospital in Oshawa.  As 

it is a community- based research project, it was deemed important that the research take 

place at the local hospital affiliated with the university (Israel, Schultz, Parker, &Becker, 

1998).  It was quite advantageous that this hospital was a relatively large regional 

hospital, which allowed for a large number of potential programs and study participants.  

The Occupational Health and Safety (OHS) office was brought in as an on -site 

stakeholder and provided assistance in booking meeting rooms and administering online 

intranet based recruitment material.  In addition to the community based hospital, the 

Central East Community Care Access Centre (CECCAC) was brought in as a stakeholder 

to provide the CPSMP.  The CECCAC is funded by the Central East Local Health 
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Integration Network (CELHIN), which is a government funded organization.  The 

CECCAC provides these programs in community based settings and found the nature of 

this project to be important as a starting point in implementing a regular evaluation 

protocol and applying these programs in a workplace environment.  All program related 

costs were covered directly by the CECCAC as part of their mandate to offer these self-

management interventions in their catchment area.  Both of these organizations had 

agreed to be full research partners to make certain the program would be successful in its 

implementation in this environment. 

Study Participants 

It was initially the hope to have two full programs at 20 people per program, 

however recruitment was a challenge and only 8 and 14 people initially signed up for 

each of the programs.  It was taken into consideration that not all participants of the 

program would participate in the study, this combined with attrition led to a small sample 

size of study participants. 

The nature of the inclusion/exclusion criteria is one element that makes this 

research study unique.  The main criterion, by which participants are being chosen for 

this research study, was their employment at a community based hospital as staff or 

family members of hospital staff and also to have a basic understanding of English.  

There have not been any other research studies previously conducted that have looked at 

chronic pain programs as implemented in the workplace, let alone with hospital staff. In 

order to participate in this program and research study, potential participants were 
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required to have an existing chronic pain condition and to be currently employed at the 

community based hospital.   

There are two separate types of attrition in this research study.  The first occurs 

throughout participation in the program.  The design of the program requires participants 

to attend at least four out of the six program sessions for them to receive certification and 

be deemed to have completed the program.  In not completing the program, these 

participants would be ineligible to participate in the research study, as it would not be an 

accurate representation of the effectiveness of the program. 

The second type of attrition is in the participation of the research study.  Attrition 

in research participation would occur in two situations.  The first situation is in people 

who had agreed to fill out the pre and post questionnaires and then either did not attend 

on week six or did not agree to fill out the post-program questionnaire.  This 

circumstance of attrition was dealt with by removing the data from the paired t-test 

analysis.  The second situation occurs when participants initially agreed to attend the 

focus group, but later declined or were unable to participate in those sessions.  This 

circumstance of attrition was managed by first trying to reschedule the participants and if 

that was unsuccessful, not gathering qualitative data from them. 

Recruitment Strategies 

There were multiple approaches to recruitment, initially set out in the study 

design.  The OHS office at the community based hospital agreed to post a one page 

version of the program poster to be placed on elevators and units throughout the 

institution.  The OHS sent out e-mail messages through their internal e-mail system along 
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with a posting on their intranet.  These e-mails mostly contained the program flyer and 

brief guidelines on how to sign up (see Appendix B).   

When the initial recruitment processes were deemed as unsuccessful, it was 

decided that the principal investigator and a program coordinator from the CECCAC 

would go to the community based-hospital to do onsite recruitment.  During these six 

onsite recruitment sessions, the program flyers were available and both recruiters were 

able to answer any questions that potential participants may have had.  The on-site 

recruitment, while significantly more effective in recruiting participants for the 

community based hospital’s programs than initial efforts, was also effective in promoting 

the community-based programs that CECCAC was offering. On-site recruitment allowed 

for further discussion and alleviation of any potential concerns that participants may have 

had in signing up for these programs. While the recruitment materials that CECCAC had 

created were well designed and quite informative, the personal touch in conveying 

information was invaluable in communicating the message and convincing chronic pain 

sufferers of the benefits self-management for controlling their chronic pain. These onsite 

recruitment sessions in addition to the initial recruitment strategy allowed for two 

programs to be held, although each of these programs was run at only half of capacity. 

Research Paradigm 

The research paradigm which supports this research project is community based 

participatory research (CBPR).  CBPR values the stakeholder’s input in the research 

design and heavily relies on their support in the implementation of the research (Israel, 

Schultz, Parker and Becker, 1998).  As mentioned, CECCAC and the community based 
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hospital were both instrumental in implementing the program and were part of the 

planning phase of this research project.  In this case, the research and the intervention 

were often intertwined and the stakeholders worked together to make certain that both 

were successful.   

CBPR attempts to explore some of the underlying causes and social influences 

behind an illness or disease and as such values qualitative research methods to delve 

deeper into how sufferers make sense of and manage their condition (Israel et al., 1998).  

Through a qualitative approach it is possible to understand chronic pain in the workplace, 

including management techniques and existing support systems.  From this knowledge 

we might be able to improve and adapt programs that already exist to be effective in the 

workplace.  By having these discussions in addition to the quantitative methodologies of 

questionnaires it is possible to analyse these elements at a much deeper level. 

One major aspect of CBPR is the application of knowledge into policy changes 

and tangible actions (Israel et al., 1998).  By understanding the details and the overall 

experience of an employee with chronic pain, it is possible to make suggestions for 

improvements and to find a way for employees to have a better environment for them to 

work with their condition.  

Ethics and Research Approval 

Ethics approval has been sought from both the UOIT and the community based 

hospital research ethics boards.  UOIT had undergone an expedited review, based on a 

full review from the community based hospital research ethics board.  Approval has been 
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received from both institutions (UOIT File Number 10-105 and Community Based 

Hospital File Number 2011-020) (Appendix C). 

Intervention 

The following table (Table 1: Chronic Pain Self Management Program Overview) 

includes a week by week overview of the contents of the CPSMP.  The CPSMP content 

is delivered by two trained facilitators in an interactive approach allowing participants to 

discuss their chronic pain condition in a warm and welcoming environment.   

 

 

 

 

 

 

 

 

 

 

 



38 
 

Session Chronic Pain Topic  

1 • Overview of self-management 
• Debunking myths 
• What is chronic pain? 
• Making an action plan 

2 • Making an action plan 
• Feedback/Problem solving  
• Fitness/Exercise 
• Pacing activity and rest  
• Using your mind to manage symptoms 

3 • Making an action plan 
• Feedback/Problem solving  
• Fitness/Exercise 
• Using your mind to manage symptoms 
• Difficult emotions 
• Fatigue/sleep 

4 • Making an action plan 
• Feedback/Problem solving 
• Fitness/Exercise  
• Communication and Healthy eating 

5 • Making an action plan 
• Feedback/Problem solving 
• Fitness/Exercise 
• Using your mind to manage symptoms 
• Medication 
• Depression 

6 • Making an action plan 
• Feedback/Problem solving 
• Fitness/Exercise 
• Using your mind to manage symptoms 
• Communication 
• Making treatment decisions 
• Working with your health care professional 
•  Future plans 

Table 1: Chronic Pain Self-Management Program Overview 

Measuring Outcomes 

The quantitative component of the study, the questionnaire, was designed using a 

mixed methods research approach.  The questionnaire consisted of a few sets of items 
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designed to explore various facets of a chronic pain condition and that provided a 

necessary and complete comparison from baseline to post program data collection.  This 

includes, for instance, background questions, symptoms, the nature and severity of pain, 

weekly physical activities and coping mechanisms (see Appendix A).  These tools were 

compiled into one questionnaire by LeFort et al. (1998) and were used in their entirety as 

they explore all of the different facets of the program and chronic pain.  Each of these 

tools has been tested for validity and reliability, with alpha scores ranging from 0.81 to 

0.94 in the different scales used in the initial evaluation study of the Chronic Pain Self-

Management Program (LeFort et al., 1998). This questionnaire was pre-tested with three 

individuals prior to being administered in the program to time it.  Permission was sought 

from the CECCAC to use this questionnaire for evaluating the CPSMP.  A letter 

documenting approval to use these measures appears in Appendix A immediately 

preceding the questionnaire.   

The first measure in the questionnaire was a demographic overview of the 

participant and their chronic pain history.  Following this section was a single question on 

general health status and a review of the effects of the chronic pain symptoms on health 

status and energy level.  The pain section of the questionnaire followed, with a review of 

pain levels in the past week. The Physical Activities section of the questionnaire 

discussed the total time spent in the past week exercising using different techniques. The 

Coping with Symptoms section of the questionnaire explored how often the participants 

were feeling low or having unpleasant symptoms.  The Physical Abilities section of the 

questionnaire reviewed the level of difficulty participants could perform a list of tasks at 

a given moment.  The Pain and Illness Interference section discussed how much pain and 
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illness has interfered with specific life choices in the past week.  The Confidence section 

of the questionnaire asked the participants how confident they are in minimizing 

interference of the different aspects of their chronic pain condition.  The Feelings section 

of the questionnaire discussed how often the participants were bothered in the past two 

weeks by specific emotional problems.  The Daily Activities section of the questionnaire 

explored during the past four weeks how much health has interfered with social activities, 

hobbies, household chores and errands.  The Quality of Life scale is a scale from zero to 

ten on how the participants describe their quality of life in the past two weeks.  The 

Medical Care section of the questionnaire outlined the tasks that the participant does in 

preparation for their visit with their doctor.  The final section of the questionnaire was an 

Improvement scale handed out with the post program questionnaires.  The details of the 

questions posed in each of these sections can be seen in a copy of the questionnaire 

provided in Appendix A. 

The qualitative methodology consisted of a follow up focus group with the 

program participants six weeks following the conclusion of the program.  The research 

team, of this workplace study, had designed a focus group guide, which was based on a 

follow-up questionnaire created by the program developers.  This guide explored the 

various components of the program and asked the participants for their opinions about 

how the program was delivered in the workplace environment (Appendix D).   

A focus group methodology enables the focus group facilitator to obtain a more 

complete perspective of chronic pain and its management from the participants.  Further, 

the focus group context enables chronic pain sufferers to feed off of the other 

participants’ responses.  The focus group initially discussed the overall opinion of the 
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Chronic Pain Self-Management Program.  This acted as a bit of an ice breaker, which 

allowed for the participants to open up and feel more comfortable in their discussion with 

the researcher.  The researcher then delved into the participants’ opinion on each of the 

individual elements of the program.  This allowed for an in depth perspective of what was 

effective and what was ineffective and why.  The researcher was then able to follow up 

with which elements had more lasting impacts and if there was any decrease in 

improvement as time went on.  The focus group guide concluded with any suggestions on 

improvement of the program for future iterations.  Throughout this focus group, the 

researcher was able to explore the answers in a more workplace based focus.  This 

provided more perspective to how chronic pain is impacting employees in this workplace 

and in workplaces in general, but also provided some knowledge about how to proceed in 

modifying the current program or developing new programs to be implemented in this 

environment. 

Data Analysis 

The quantitative data analysis for this research project used the Statistics Package 

for Social Sciences Version 20 (SPSS).  The first result was the descriptive statistics of 

both the demographic variables as well as each of the pre and post program sections.  

This allowed for an overview of the sample as well as providing a snapshot of how the 

participants responded in each section.  Following this a paired t-test analysis technique 

was used to compare the variables of pain severity, physical activity levels, physical 

abilities, daily activity levels, coping strategies, feelings, health care utilization and 

quality of life from the pre program questionnaires to the post program questionnaires.   
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The qualitative data was analysed from the focus group transcriptions.  From 

these transcriptions, a hermeneutic analysis was performed (Honey, 1987).  This analysis 

isolated common themes that appeared throughout the discussion.  Hermeneutic analysis 

also often includes the analysis of non-verbal communication cues in the participants’ 

responses, however due to the nature of this research it is unlikely that participants will 

have such responses to the questions being asked.  In the case of this particular focus 

group, which elements of the program the participants enjoyed and which elements the 

participants found to be ineffective were identified.  The thematic analysis explored how 

the participants manage their chronic pain in the workplace.   
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Chapter Four: Results 

 

This chapter will review the results from the program evaluation of the Chronic 

Pain Self-Management Program (CPSMP) as implemented in the workplace at a 

community base hospital. The quantitative data collected includes socio-demographic 

data along with the questionnaire results. The qualitative data was collected using one 

focus group and one semi-structured interview. This chapter consists of the following 

sections: 

 

Quantitative Results 

Descriptive Statistics – An overview of the characteristics of the participants 

Inferential Statistics – A discussion of the statistical significance of the 
quantitative results. 

Qualitative Results 

 Opinions and Perceptions of the Program – A general discussion about the 
participants’ experience with the CPSMP 
 
Facilitators – A review of the effectiveness of the facilitators who delivered the 
CPSMP 
 
Action Planning – A review of the action planning component of the program 
 
Feedback and Support – A review of the feedback and support element of the 
program  
 
Relaxation and Pacing – A review of the relaxation and pacing topic of the 
program 
 
Diet, Nutrition and Exercise – A review of the diet, nutrition and exercise 
coverage in the program 
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Medication – A review of the medication component in the program 
 
Depression – A review of the depression topic as covered in the program 
 
Chronic Pain in the Workplace – A discussion of what it is like to live with 
chronic pain in a community based hospital workplace environment 
 
Implementation of the Program in the Workplace – An overview of how the 
program was implemented in the workplace environment 

 

 

Quantitative Results 

Descriptive Statistics 

The sample size of this program consisted of six participants in total.  This 

includes participants who completed both the pre and post questionnaires of the program.  

The average age of participants was 66.5 years old with an age range of 46 to 85 years 

old.  The reason for such a large age range in the workplace is that community based 

hospitals employ some older adults for their volunteer contingent.  Some of the staff 

members who participated in the program were nearing retirement age.  The mother 

tongue of five out of the six participants was English.  The education of the participants 

was mostly at a high school level, with only two of the participants having completed 

university education.  The employment level of the participants was not discussed on this 

questionnaire, however this is an area that should be expanded upon in future research in 

the field.  Five out of the six participants identified themselves as being married, with one 

identifying as separated.  The participants mostly self-identified their primary pain 

condition as Chronic Musculoskeletal Pain on the questionnaire, with five out of six 

participants having selected it.   Four out of six participants identified themselves as 
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having arthritis and one participant identified with pelvic pain and ankylosing spondylitis.  

Co-morbid illnesses included high blood pressure, angina, diabetes and hyperthyroidism.  

A table of the above descriptive statistics appears in Appendix E. 

Inferential statistics 

In analyzing the results using the Statistical Package for Social Sciences (SPSS, 

V.20), it was clear that few of the relationships showed any level of statistical 

significance.  Unfortunately, with the small sample size it was impossible to show any 

level of significance of the effectiveness of the CPSMP in the workplace.  Power 

sampling was considered to try to achieve a level of significance; however this was not 

possible given a sample size lower than ten participants.  The lack of quantitative data is 

informative for future workplace participation in the CPSMP and will be presented in the 

next chapter.     

In this section of the results chapter a table will be created for each section of the 

questionnaire.  This table will identify for each question, the mean of the pre responses, 

the mean of the post responses, the two tallied significance and whether the difference 

was significant or non significant.  The first table for the quantitative results consists of 

the results of the General Health Status of the questionnaire (Table 2: General Health 

Status T-Test). 

Question Mean Pre 
Workshop 

Mean Post 
Workshop 

Significance 
(2 tallied) 

Result Significance 

1 3.17 3.00 0.363 Non-Significant 

Table 2: General Health Status T-Test 
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As can be seen in the above table there is very little difference in this general 

health status of the participants.  In fact, they seemed to feel as though their general 

health status was at a good level both before and after the workshop. 

The second section of the questionnaire is an overview of the symptoms felt by 

the participants in the past month. The scale for this section of the questionnaire is zero 

for feeling the symptom none of the time and five feeling the symptom all of the time 

(Table 3: Symptoms T-Tests). 

Question Mean Pre 
Workshop 

Mean Post 
Workshop 

Significance 
(2 tallied) 

Result Significance 

1 2.83 2.83 1.000 Non-Significant 

2 2.83 3.00 0.793 Non-Significant 

3 1.50 2.00 0.296 Non-Significant 

4 3.33 2.83 0.076 Non-Significant 

5 3.83 3.33 0.363 Non-Significant 

6 2.50 2.17 0.363 Non-Significant 

7 1.83 1.33 0.580 Non-Significant 

8 3.00 2.50 0.456 Non-Significant 

9 2.33 2.17 0.793 Non-Significant 

Table 3: Symptoms T-Tests 

From this table it was clear that there were no significant reductions in symptoms 

as a result of the workshop.  A fascinating distinction in this table is in question four, 

which discussed whether the participant was fearful about their future health.  For this 
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question alone, there was a close to significant decrease from feeling fearful a good bit of 

the time to only some of the time. 

The following section of the questionnaire is a review of how much pain the 

participants had in the last week and overall (Table 4: Pain T-Tests). 

Question Mean Pre 
Workshop 

Mean Post 
Workshop 

Significance 
(2 tallied) 

Result Significance 

1 6.67 5.50 0.302 Non-Significant 

2 3.33 2.67 0.286 Non-Significant 

3 4.17 4.67 0.296 Non-Significant 

4 3.83 4.67 0.517 Non-Significant 

Table 4: Pain T-Tests 

For these scales, trends identified minor reductions in pain at its worst and at its 

least in the past week.  There was a small increase however in the average pain most of 

the time and at the moment of filling out the questionnaires. 

The Physical Activities section of the questionnaire reviews the amount of time 

spent per week doing various physical activities (Table 5: Physical Activities T-Tests). 
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Question Mean Pre 
Workshop 

Mean Post 
Workshop 

Significance 
(2 tallied) 

Result Significance 

1 0.50 2.00 0.030 Significant 

2 2.17 3.33 0.058 Non-Significant 

3 0.33 0.83 0.363 Non-Significant 

4 0.00 0.17 0.363 Non-Significant 

5 0.00 0.67 0.363 Non-Significant 

6 0.33 1.17 0.185 Non-Significant 

Table 5: Physical Activities T-Tests 

This section of the questionnaire showed one of the few significant responses to a 

question in the questionnaire.  There was a significant increase in stretching and 

strengthening exercises with participants completing thirty to sixty minutes per week.  

Participants also seemed to spend more time than they were pre workshop walking for 

exercise.  It is an interesting trend that participants seemed to spend a fair amount of time 

before the self-management program exercising through walking and this increased over 

the course of the workshop. 

The Coping With Symptoms section of the questionnaire reviews how the 

participants manage their pain (Table 6: Coping With Symptoms T-Tests). 
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Question Mean Pre 
Workshop 

Mean Post 
Workshop 

Significance 
(2 tallied) 

Result Significance 

1 2.00 2.17 0.771 Non-Significant 

2 1.33 1.33 1.000 Non-Significant 

3 0.50 2.00 0.017 Significant 

4 1.00 1.50 0.456 Non-Significant 

5 1.17 2.17 0.144 Non-Significant 

6 1.17 2.67 0.060 Non-Significant 

Table 6: Coping With Symptoms T-Tests 

The statistics from this section of the questionnaire identified that participants 

started using mental games or singing songs in order to keep their minds off of the 

discomfort.  This was a statistically significant trend shifting from never utilizing that 

coping strategy to using it sometimes.  Also interesting in this section was a near 

significant shift of the participants using positive self-talk in order to cope with their 

symptoms.  While this result was not statistically significant like the mental games 

coping strategy, it is still an interesting trend. 

The Physical Abilities section of the questionnaire identified the level of difficulty 

in which the participants were able to perform certain activities at the moment of 

completing the questionnaire (Table 7: Physical Abilities T-Tests). 
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Question Mean Pre 
Workshop 

Mean Post 
Workshop 

Significance 
(2 tallied) 

Result Significance 

1 1.50 1.33 0.611 Non-Significant 

2 1.67 1.50 0.611 Non-Significant 

3 1.00 1.17 0.363 Non-Significant 

4 1.67 1.50 0.363 Non-Significant 

5 1.17 1.33 0.363 Non-Significant 

6 1.83 1.50 0.175 Non-Significant 

7 1.33 1.00 0.175 Non-Significant 

8 1.67 1.50 0.363 Non-Significant 

Table 7: Physical Abilities T-Tests 

In this section of the questionnaire there seemed to be very minor reductions from 

pre to post workshop responses.  Most of the participants seemed to be able to complete 

all of the activities in this section with only some difficulty.   

The next section of the questionnaire reviews how pain and illness affects the life 

of someone with a chronic pain condition (Table 8: How Pain and Illness Affects Your 

Life – T-Tests).  
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Question Mean Pre 
Workshop 

Mean Post 
Workshop 

Significance 
(2 tallied) 

Result Significance 

1 4.33 3.67 0.286 Non-Significant 

2 4.33 3.50 0.341 Non-Significant 

3 3.83 3.17 0.025 Significant 

4 4.67 4.50 0.842 Non-Significant 

5 3.33 2.50 0.224 Non-Significant 

6 5.33 3.50 0.069 Non-Significant 

7 5.00 2.50 0.053 Non-Significant 

8 3.50 3.33 0.822 Non-Significant 

9 1.67 2.00 0.638 Non-Significant 

10 4.00 3.50 0.076 Non-Significant 

11 4.00 3.67 0.576 Non-Significant 

12 2.50 2.17 0.741 Non-Significant 

13 1.67 2.83 0.058 Non-Significant 

14 2.17 2.33 0.741 Non-Significant 

15 3.17 1.17 0.102 Non-Significant 

16 3.17 1.83 0.043 Significant 

17 3.00 2.00 0.111 Non-Significant 

18 0.67 0.83 0.695 Non-Significant 

19 2.83 1.33 0.203 Non-Significant 

20 2.00 1.67 0.530 Non-Significant 

Table 8: How Pain and Illness Affects Your Life T-Tests 
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As can be seen above, most of the results in this section were non significant.  

There were however two statistically significant reductions on pain interference, seen in 

the walking and family questions.  There were some questions in this section that yielded 

near significant responses, including sleep, life enjoyment and financial interferences.  

Given a larger sample size, it would be fascinating to see whether these patterns would 

manifest in statistically significant results. 

The Confidence section of the questionnaire discusses the participants’ 

confidence in performing different activities (Table 9: Confidence About Doing Things 

T-Tests). 

Question Mean Pre 
Workshop 

Mean Post 
Workshop 

Significance 
(2 tallied) 

Result Significance 

1 4.00 4.67 0.675 Non-Significant 

2 4.50 4.33 0.911 Non-Significant 

3 4.83 4.83 1.000 Non-Significant 

4 5.33 5.00 0.765 Non-Significant 

5 6.00 4.83 0.220 Non-Significant 

6 5.00 6.33 0.355 Non-Significant 

Table 9: Confidence About Doing Things T-Tests 

As is identified in the above table, there were no significant results in this section.  

Most of the responses were only slightly different between the pre and post measures. 

The Feelings section of the questionnaire examines the emotional issues that 

participants are having as a result of their chronic pain (Table 10: Feelings T-Tests). 
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Question Mean Pre 
Workshop 

Mean Post 
Workshop 

Significance 
(2 tallied) 

Result Significance 

1 0.67 0.83 0.611 Non-Significant 

2 0.83 0.50 0.363 Non-Significant 

3 2.00 1.33 0.328 Non-Significant 

4 2.33 1.67 0.235 Non-Significant 

5 0.33 0.17 0.363 Non-Significant 

6 0.83 0.33 0.203 Non-Significant 

7 0.83 0.50 0.175 Non-Significant 

8 0.50 0.17 0.175 Non-Significant 

9 0.50 0.00 0.076 Non-Significant 

Table 10: Feelings T-Tests 

The Feelings section of the questionnaire did not yield any significant results 

throughout the responses.  The only near significant response was a complete reduction in 

thoughts of self-harm.  

The Daily Activities section of the questionnaire reviews interference on specific 

daily roles (Table 11: Daily Activities T-Tests). 

Question Mean Pre 
Workshop 

Mean Post 
Workshop 

Significance 
(2 tallied) 

Result Significance 

1 1.50 1.00 0.296 Non-Significant 

2 2.50 1.17 0.010 Significant 

3 2.33 1.83 0.296 Non-Significant 

4 2.50 1.67 0.042 Significant 

Table 11: Daily Activities T-Tests 
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The Daily Activities section of the questionnaire had two statistically significant 

results on the interference of chronic pain on recreation and running errands.  These 

results show that there was a small reduction in the impact of chronic pain on daily 

activities. 

The Quality of Life section consisted of a single question reviewing the quality of 

life before and after the workshop (Table 12: Quality of Life T-Test). 

Question Mean Pre 
Workshop 

Mean Post 
Workshop 

Significance 
(2 tallied) 

Result Significance 

1 5.50 6.33 0.224 Non-Significant 

Table 12: Quality of Life T-Test  

The result of the quality of life measure did not show significance from pre to 

post workshop measures. 

The final section of the questionnaire reviews Medical Utilization.  The results are 

seen in the following table (Table 13: Medical Utilization T-Tests). 

Question Mean Pre 
Workshop 

Mean Post 
Workshop 

Significance 
(2 tallied) 

Result Significance 

1 1.17 1.67 0.296 Non-Significant 

2 2.83 2.83 1.000 Non-Significant 

3 3.33 3.17 0.741 Non-Significant 

Table 13: Medical Utilization T-Tests 

 There were no significant differences from the pre to post workshop measures in 

medical services utilization. 
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A few patterns can be extracted from the data, however due to lack of significance 

they cannot be correlated directly to the CPSMP.  For most participants there appeared to 

be a reduction in pain levels from the beginning of the program to its completion.  With a 

larger sample size, this measure, in and of itself, would suggest the effectiveness of the 

program in reducing pain.  Participants seemed to be somewhat more physically active at 

the end of the program, with many participants taking up walking on a more regular 

basis.  The inclusion of some physical activity can be quite beneficial to someone with a 

chronic pain condition and this could be proven to be a significant impact as a result of 

the CPSMP.  Finally, most participants indicated on the improvement measure, collected 

only on the post program questionnaire, that they were much improved as a result of the 

program.  While the small sample size was unable to achieve statistically significant 

results, it is important to recognize that the participants felt that the program was of 

benefit to them and resulted in an improvement of their chronic pain condition. The 

suggested benefits are corroborated in the descriptions offered by participants in the 

qualitative portion of this investigation. 

Qualitative Results 

The qualitative results of this study consist of data collected from one focus group 

and one semi-structured interview, consisting of three participants in total.  It was 

initially intended to have the qualitative component of this study consist entirely of focus 

groups.  This was not achieved due to scheduling difficulties.  It was determined that data 

from a semi-structured interview would enhance our understanding of how participants 

made sense of and coped with their chronic pain condition.  The focus group consisted of 
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two participants and the semi structured interview consisted of one participant who was 

unable to attend the focus group. 

 Opinions and Perceptions of the Program  

The overall opinions of the program were positive for all of the focus group and 

interview participants. Each described the usefulness of the program at great length; and 

each identified a principle reason why the program was as successful to them as it was.  

Participant C said “I think it is very well designed and the group leaders were amazing.  

They really helped to get us going and unfortunately we didn’t have a huge group, but if 

we have a larger group there are pros and cons to that...” 

Comments regarding the facilitators’ responsiveness and helpfulness arose 

repeatedly throughout the focus group and interviews.  For instance, Participant A 

remarked “…people felt comfortable and gained the trust of their facilitators so that they 

could speak openly.  I mean they’re still guarded, we’re still guarded, and it’s only six 

weeks, right.  But within the short period of time it didn’t take long to see that everybody 

in the room had the same issues and the facilitators were very warm.  Facilitators are a 

very important part of the program.”  While the facilitators are key to the program’s 

success, their role will be discussed at greater length in the next section of this chapter.  It 

is important to mention at the outset, that the overall opinion and perception of the 

program is inexorably linked with the effectiveness of the facilitators. 

Participant A continued their overall view of the program with,  

I thought it was very informative.  It was excellent information.  It was 
two excellent books that we received that you could just sit and read at 
home.  It was very well done…... I thought it was wonderful.  The part 
that really intrigued me was the fact that I could bring my husband, a 
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family member, that he could be informed.  I have been to a 
symposium with a social worker years ago on how to cope with your 
partner or your family member or your child, that has a chronic illness, 
but the other person has their role in it too.  I have always found that 
informative, so I thought bringing him, because he also has some pain 
problems, but then we could understand each other more. 

 

 The perception of the CPSMP was positive.  Participants seemed to feel that they 

were able to open up and get a lot of information out of the program throughout the six 

weeks.  Given the prior general knowledge about health and chronic pain that most of the 

focus group and interview participants seemed to have going into the program, it was 

impressive that they were able to come out of it having learned a great deal more.  It is 

quite clear that given the open and supportive nature of the program that it is possible to 

teach the participants a new skill set.  This theme of knowledge and individual buy-in to 

the program will be covered at greater length in the next chapter. 

Facilitators 

As mentioned, the facilitators were an integral component to the success of the 

self-management program.  The facilitators were able to make the participants 

comfortable enough to discuss their chronic pain conditions openly.  Participant A 

described this in “you have to have that comfort level and we did and that’s why I say 

that the facilitators themselves manufactured that in the beginning, with their sense of 

humour and their open way of being.”  Participant C went into greater depth about each 

of the facilitators in the way they worked with each other and played to each other’s 

strengths. 

Well [Facilitator] is amazing.  She has been doing training for years, 
she is a master trainer and she makes it look very very simple and easy.  
That is, I think the trick.  To make something look like a casual 
conversation even though it is a structured system.  You are timing 
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yourself.  She is just like an actress, she is presenting 
herself…….[Facilitator] Is great, he has got a wonderful attitude and 
just the way of being very welcoming and how he says things and how 
he can paraphrase what people say and he puts it into a very short 
phrase.  I really enjoyed just watching them and the skill set that they 
brought in the group.  I saw that they opened up because of how 
professional, but welcoming they were.  They made it feel that they 
were just sitting in their home and chatting with one another.  It was a 
very natural feeling. 

 

The nature of the process and way that facilitators use were important in the self-

management program.  Many participants go into the self-management program 

uncertain of what they are getting themselves into, may be uncomfortable discussing their 

chronic pain in an open environment and may be hesitant about self-management in 

general.  It is up to the facilitators to alleviate any of these concerns and eliminate them 

entirely fairly early on in the process; otherwise the program will not be nearly as 

effective as it should be.  In this case it seems as though the facilitators were able to get 

most of the participants in this group to open up and participate fully in the program.  

A discussion arose in the focus group and interview about the gender balance of 

the facilitators.  In the case of the first program, there were both a male and a female 

facilitator.  The participants found that this setup allowed for greater participation of the 

male population, as it seemed to be a more female dominated program.  Participant A 

said “The facilitators I guess being a female and a male really encouraged the two other 

men in the room, or three actually sorry, three men opening up, but I think that one would 

have anyways, that’s just my perception. But, I think that gender-wise for facilitators is 

ideal situation, having a man and a woman.”  Participant C acknowledged the benefit to 

having the pair of facilitators be from two separate genders, however did not find it to be 

a necessity. 
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I thought that it was great that each represented, because each gender 
has its own issues and if it was two women, maybe the men in the 
group wouldn’t relate as well.  If it was two men, maybe the women 
may not connect as well.  I am guessing, but maybe the groups are 
attended more by women than by men.  I am guessing 80%.  Personally 
I don’t think that two men, unless they are compassionate, would 
always work.  Honestly, I think it would work too.  It depends on the 
group that you are trying to go towards.  I really enjoy it; I just think 
that rather than the gender, I think it was just the personalities.  They fit 
well together.  Sometimes the facilitators go to facilitate and they are 
just disconnected.  That may not work as well. 

 

The gender balance of the facilitators is something important to consider in 

further implementations of the program and may be a promising area for further research 

in the continued development of the CPSMP. 

Action Planning 

This section explores the qualitative results, where each of the topics of the 

CPSMP will be explored through the opinions of the participants.  Each of these 

components was described in the intervention section of the methodology chapter (see 

Table 1).  Action planning was considered to be the most valuable element of the 

CPSMP.  This was a logical perception of the focus group and interview participants, 

given the fact that action planning was a component of every week of the CPSMP and is 

a key component behind the other program elements. 

Participant C summed up the nature and benefit of action planning quite 

succinctly, showing the true benefit of it. 

This type of  process and program should be taught in primary school 
to kids, this should be a part of our life, because every day we make 
action plans just sometimes we make poor ones, making action plans 
and realizing that if we plan ahead and we plan for something and do 
something, that’s how we get things done.  If we don’t plan something 
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and do it then it’s not efficient and things happen.  If we just plan and 
don’t do anything then nothing happens... The main component that I 
thought was valuable was the action plan. It is the main one is that we 
did it every week and you realize that your whole life is made up of 
action plans, you don’t consciously think of that but you make a plan 
and you continue to do it.  I felt that was probably the best and most 
important thing that I learned from is that it’s ok to fail from an action 
plan, it’s ok, but if you consciously think about something and you do 
it and you have accountability that you make sure you do it and you do 
it because you told other people to do it.   

 

While the connection of action planning to everyday life is interesting, it is the 

element of accountability within the program, which involves the personal responsibility 

towards managing chronic pain that allows it to be most effective.  In the program, 

participants often share their action plans; this allows for some accountability to others in 

the program along with the aforementioned personal responsibility. 

Participant A echoes the opinion of Participant C and adds in the element of 

support rather than guilt to help reinforce the use of action plans in managing chronic 

pain. 

If you don’t have an action plan then you ain’t going to do it.  I just, I 
know that.  If you don’t have goal setting, in whatever it is you are 
doing in life, for me that’s the way I do it.  That’s what I am going to 
try and do today at work, I need to do this, this and this.  I have chronic 
pain so in order to take care of myself I need to do this, this and this... I 
think too though like in the communication part, where you have your 
action plan and like you have it and you don’t do it, I think you are 
taught that it’s ok not to, if you miss.  Like the guilt, you are not 
guilted, say dieting and that is why a lot of people go on action plans.  
So I think there is a lot of really good communication of things that we 
were doing.   

 

Through this quote, Participant A demonstrates the benefit of action planning in the 

workplace environment, as it helps manage workload in a given day.   
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Participant B used action plans in order to allow themselves to get up and 

continue to be productive, as opposed to letting the chronic pain condition take over their 

life. 

If you are at home and you are in pain and it’s very easy to just kind of 
go into your shell and you just lay there or lay on the couch or whatever 
and withdraw and not want to do anything, but if you set yourself an 
action plan and have a goal then you want to do it, you have a plan in 
your head, to me in my head I have to get up and I have to do this and I 
have to do that. 

 

From this discussion of action plans it is quite clear that this section of the program is 

pivotal to the overall success.  Action plans allowed the program participants to focus on 

something other than their chronic pain condition and create a level of accountability for 

themselves to take control of both their chronic pain and their lives in general.  It was 

mentioned that action planning in addition to being the most successful element of the 

program is also the element that is the most transferable to the workplace.  By creating 

and keeping to plans, it is possible to increase efficiency of the work that is being done. 

Feedback and Support 

In addition to training the participants to self-manage their chronic pain condition, 

the program is fundamentally a support group, which allows the participants to discuss 

their condition in an open and safe environment.  Participant C had some difficulties with 

their buddy in the program, but they found that the overall support in the group was quite 

well done and the participant was still able to get support from other coworkers with 

chronic pain in the program. 
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...some people who really had that connection and in the group itself 
felt very connected but any support systems after that even with my 
coworkers that attended... I think we did connect a little but because we 
could understand one another that we'll come from the same area we 
have chronic pain and we respect that we don't really have to talk about 
it that much but we can understand when times are tough or if one of us 
is not feeling well. 

 

While the overall support in the program was well done, the participants also received 

some level of support from their coworkers, friends and family in order to deal with their 

chronic pain condition.  Participant A did not know anyone in the program, but noticed 

that it would be quite helpful for those who went with their coworkers.  “…three 

pharmacists in here, in that group.  I thought, how wonderful for them, because if they all 

know how each other and what they have, they can compensate for them in their 

workplace and help more and understand more.  It’s hard to go to work and say, oh yeah I 

am not feeling well again today.” 

Participant B mentioned that the support of the coworkers and friends at work is 

something important and people can open up in this workplace environment. 

Even when you, you know, come to work and you see that someone’s 
not quite right, you see that something’s wrong with them well, you 
know obviously pain or quiet or whatever, now you understand what 
they are going through.  Instead of thinking, oh they’re in a bad mood 
or whatever.  Now I knew …. from another floor, where I used to work.  
I felt that it would help if you had support, even if they are people from 
my place that they would open up so that we can support each other. 

 

Both the program and the workplace allow for some level of support for people with 

chronic pain conditions.  There can also be the negative, more judgemental behaviour in 

the workplace, which will be discussed later in the chapter.  It is important that this 

behaviour is balanced and offset by supportive colleagues and managers who allow 

people to work in a non judgemental and pleasant workplace environment. 
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Relaxation and Pacing 

The relaxation and pacing component was the next component of the program 

mentioned in the description of the intervention.  The participants for the most part 

seemed to enjoy the relaxation and pacing component of the program.  Participant B had 

said that “Yes, definitely the breathing and I don’t know what my problem is but the 

problem always was that I don’t... I feel... obviously I breathe because I am still alive... 

but let’s say I am going for a walk or doing something or whatever... I hold my breath.. I 

don’t breathe deeply... I need to be thinking about it.”  The aspect of breathing is a 

relaxation technique that most people seem to forget about and neglect.  It can be an 

incredibly important component to both pacing activity and relaxing when a chronic pain 

condition is flaring up. 

Participant C stressed the value of pacing and relaxation in “I found that I 

consciously tried to take my breaks as best I can. I have no problem with getting up and 

stretching sometimes I'll just go up and stretch. I find that sometimes I'll get ingrained in 

go back into the way I was and going going going... but I tried to tell myself that I have to 

take care of myself first because I am of no use to anybody else if I'm not in good 

working order.”  This statement shows the true benefit of pacing in the workplace in 

particular.  Many of the participants often push through their chronic pain in order to get 

the job done.  Working through the pain can often times be a result of counteracting any 

negative opinions that other employees might have of the employee with chronic pain.  

These opinions seem to be that the employee with chronic pain was lazy or taking it easy 

with their workload.  These experiences are discussed later in this chapter under the 

chronic pain in the workplace section.   
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Diet, Nutrition and Exercise 

The next component of the program mentioned in the description of the 

intervention was the discussion of diet, nutrition and exercise.  Dieting and nutrition was 

not a key component of the program for most participants.  Participant A stated the logic 

behind this in “And the Diet part, the food part.  I think everyone knows that, it’s on the 

news all the time. So don’t go to McDonalds and don’t eat carbs and eat fruit and 

vegetables and salads, like if you don’t get it now, you never will.  But you know what, 

it’s like old habits are hard to change for some people.”  From this statement it is clear 

that the success of this program component is not through the discussion of new diet and 

nutrition practices, but rather on reinforcing those concepts along with the other self-

management practices.  Many people seem to be aware of good diet and nutrition 

practices prior to self-management training, however the program reminds the 

participants of these concepts and allows them to reincorporate the concepts into their 

daily lives. 

Participant C discussed the challenges of nutrition and exercise while dealing with 

everyday life. 

I know so much about it I have expertise and knowledge in the areas of 
nutrition and exercise.  The problem is that so many things are at my 
disposal. We just had a child a year ago so I've been trying to get my 
wife to get moving and I've taken care of her but I've used it that then 
as an excuse.  I find I got into the cycle of really not exercising that 
much in last few months so I know that I need to break that and just get 
out there and so sometimes. I just go out for even 10 minutes or 30 
minutes even for a walk. I have to make sure that I actively do that on a 
regular basis because, yes I become very inactive I tried to eat well but 
in the last few months I’ve just really... In giving up the physical 
activity I have replaced that with the nutrition. I've always known all 
those things because it's really good as a reminder I have to remind 
myself that and I have an action plan and it stalled right now. 
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These statements demonstrate both a problem and a solution to the ongoing 

implementation of the self-management knowledge to control chronic pain.  As is often 

the case with everyday life, there are often challenges put in place that impede efforts to 

maintain diet, nutrition and exercise, in this situation the participant’s impedance was the 

birth of a child.  It is truly fascinating, however that the participant utilized the action 

planning in order to help themselves get back on track with a proper diet and exercise 

regime.  This shows a learned behaviour of implementing a problem solving cycle using 

the action plans as a method to control and manage all facets of a chronic pain condition 

and everyday life.  The action plans helps participants to set goals for themselves, this is a 

key component to any diet, nutrition and exercise plan, as these goals allow for the 

participant to work towards a specific target weight. 

Medication 

The next component of the program that will be discussed is that of medication 

usage.  The focus group and interview participants saw the CPSMP as a way to reduce 

the need for medications.   All of the participants saw the negative implications of taking 

such serious medications on a semi regular basis.  Participant B said “I know that I need 

help and that my pain is going to get worse.  So, I wanted to know what I can do to help 

myself, because I certainly don’t want to take many medications, not at this point 

anyways, just to see how I can manage it.”  This demonstrates that people with chronic 

pain understand the risks and potential consequences of the medications that they take 

and see the place of the CPSMP to help offset the need for these medications. 
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The participants mentioned that the medication component was covered in the 

program, however it may not have been as necessary due to prior knowledge that they 

had about medication.  Participant B mentioned that “well yes they identified the 

different things that you can take and how they work and things like that, but I think most 

of us knew pretty well about the medication part of it.”  The interesting question to ask 

about this previous knowledge is whether or not program participants know about 

medications and their potential consequences on health, some of which were mentioned 

in the Introduction and Literature Review chapters.  Participants in the health care 

environment may have more knowledge about the different chronic pain medications and 

be more in tuned with the implications of heavy medication usage. This may be as a 

result of possible interactions with patients, and in these interactions seeing some of the 

consequences of heavy medication usage first hand.  This question is discussed at greater 

length in the following chapter. 

Depression 

The final major component of the program mentioned in the description of the 

intervention was the concept of depression.  Depression is one of the key topics of the 

program and the opinions of the participants on its coverage by the facilitators.  Some of 

the participants felt that it was covered quite well and got them to think about the 

implications of depression on their life.  Participant C mentioned the value of the 

depression component in the following quote. 

I find that I worked in many years and mental health and depression 
and it wasn't until I actually took the program that I actually and did a 
lot of reading about all the different symptoms of depression and 
chronic pain I'm like wow I actually probably do have a bit of 
depression because I'm not thinking right. I have a cloudy feeling and I 
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just thought that was the way things were and him like man I'm just 
forgetting everything the program got me thinking more about how to 
self-manage those things you know not take things so seriously and to 
know what's important and what's not stress tolerance. I don't actively 
try to remember the wheel of symptoms of the disease and how I can 
break the chains, I see them in my head and but I know I have a lot of 
different tools at my disposal. 

 

This program allowed someone who was quite aware and knowledgeable about the many 

facets of depression to gain a new appreciation and awareness of their own depression as 

it related to their chronic pain condition. 

One focus group participant did not find the depression component to be well 

covered in the program.  Participant A said “I know I can talk about my pain and I think 

for me I would have liked to have seen more on the communication with a buddy and the 

depression that comes along with these illnesses because these can also lead to addiction, 

so you lead to mental health issues and anxiety.”  This participant believed that due to the 

implications of depression leading to other serious mental health issues, that it should be 

covered at greater depth in the program.   

actually the other person that talked a lot about depression and how she 
couldn’t even go out to the mailbox...you know what she did, she ended 
up getting a dog in the end.... yes, yes...I was thrilled for her.  Because 
the first session she was really, really quiet and she seemed depressed 
and she was going through a lot I sensed and she didn’t even... I’m not 
sure how far it is to the mailbox that she was walking to, but she 
wouldn’t even go to the mailbox 

 

From this it can be learned that depression is an incredibly important program component 

to the participants and while it is effective for many participants now, it must be 

expanded upon further in order to be more successful for a wider range of participants. 
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Chronic Pain in the Workplace 

Living with a chronic pain condition in the workplace seems to be an often 

challenging issue, where the employee with chronic pain has to tread a careful line of 

disclosure.  Employees seem to be quite hesitant to fully disclose the full nature of their 

chronic pain condition, for fear of being stigmatized due to their condition.  Participant A 

described this apprehensiveness about disclosure as follows.  “...I work at [community 

based hospital] and I was thinking I don’t want anybody to know, you know like because 

it is a private issue...I ended up telling people that I went to a pain management clinic, 

only because I am retiring anyways.”  This stigmatization could also be seen as having an 

impact on CPSMP enrolment as well, as employees may be hesitant to be associated with 

a program where their chronic pain condition will be disclosed. 

As compared to this, Participant C talked about living with chronic pain and both 

the positive and negative sides to it being a fairly invisible condition in the workplace.   

Yeah, well that comfort thing for the people that have it.  It is so 
frustrating.  One the one hand if you want to hide, that’s great.  On the 
other hand if you want to show people that this is the reason why, and I 
don’t want to be this way, but this is who I am and people don’t 
understand because they can’t see it.  The perfect example was this one 
person who said that every time we had severe pain that we turn blue or 
something, our nose turned blue or something happened and a light 
went off and people would notice, oh, your nose is blue, oh you are in 
severe pain today.  This one person said if I had a bandage over my 
head, that is the only way that someone would really know that I am 
injured, but with chronic pain it is very very invisible. 

 

The participant continued in stating that because it is invisible a lot of individuals will 

question if the person is just taking it slow or easy, because of laziness as opposed to the 

true reason of having the chronic pain condition. Through this there is a fair bit of talking 
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and discussion of employees on the side about why someone is not working to their 

maximum efficiency.  The participant described it as follows,   

I am sure that somebody else is talking about me, if I am not up to 
speed or I am making mistake, because I am not on today or in a lot of 
pain.  It’s not an excuse.  A lot of us are made to feel that it is an excuse 
so we are very guilt ridden because of that.  It is also very hard to 
explain to somebody unless they have some sort of chronic pain. 

 

Participant A also described the difficulty with the external perspective of someone with 

a chronic pain condition.  “I think part of it is that people think you are not going to work 

as hard with chronic pain so they don’t want to get into that with you... it’s just... but you 

know the other fact is that when you’re in a health care environment working you would 

at least expect a little bit more understanding…” 

Participant B had said that the workplace support from leadership can be an issue 

and can vary simply based on the personalities and nature of leadership.  “I think it all 

depends on the manager because I know that like my supervisors they haven't been bad 

they've been supportive and stuff like that but then there was one there is one that just sits 

in her office and I don't know what the hell she does” 

The different perspectives of chronic pain in the workplace demonstrate that there 

are a number of issues that employees need to negotiate and consider in the workplace 

environment.  These issues can be summarized into issues with their managers and/or 

employers, and with coworkers.  Both of these issues can be summarized into the 

common theme that both groups do not fully understand and comprehend the nature of 

living with a chronic pain condition.  The concept of the invisibility of disease will be 

further explored in the Discussion chapter. 
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Implementation of the Program in the Workplace 

The implementation of the CPSMP at the community based hospital was fraught 

with challenges.  These challenges will be discussed in depth throughout the Discussion 

and Future Considerations chapters.  The focus group participants discussed some of the 

program challenges from a participant’s perspective in the workplace.  The focus group 

participants seemed to be frustrated by the lack of support from their workplace for the 

CPSMP that has helped them a great deal. 

The first discussion of lack of workplace support was in the lack of advertising 

effort put in by the workplace.  Participant A simply felt that the advertising was 

insufficient. 

I don’t know if it was advertised enough, I don’t think the advertising 
was enough.  Because I am very tuned into it and I am only working 
part time I have, I guess I had maybe more time to go over my e-mails, 
but the advertising for full time person between getting information in 
mox and repeated in your inbox, like a lot of people don’t read 
everything. So, I think the advertising has to be done outside of the tech 
world, maybe signage and other things... 

 

Participant B expanded on this point by adding the challenges for those who were off 

work because of the chronic pain condition and them not being able to hear about the 

program at all.  “Just the thought came to me that a lot of people could be off with pain 

and they don’t have either mox or e-mail that they get at home, I am wondering if 

somehow through Occupational Health get in contact with people who are off with 

chronic pain.”  This discussion of advertising is a more specific example of the lack of 

support from the workplace in implementing the program. 
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The next mention of lack of support was in the booking of the program sessions 

by the workplace and issues that occurred with timing.  The first major concern that was 

brought up was in the timing of the program sessions as related to shift work.  Participant 

C discussed the challenges of attending this program while managing shifts and proposed 

a solution of being given paid time off to attend this program for six weeks. 

...people might not have the time to do it after work, the time may not 
work well for shift workers.  A lot of the people are nurses, and they 
may not want to do it after their shifts, so that was the difficulty for me 
and I do shift work starting anywhere from 7:30, 8:30, 10, 12:45, 
depending on where I am designated and what I am to do that day, it 
was quite difficult for me to switch my shifts around.  So that is one 
thing, it is not a nine to five job at the hospital... even if a part of it was 
paid or if there was some kind of backing financially through 
[community based hospital] you would see so many people sign up... 
Shift workers will often work 7:30-7:30 and if they were given that 
time and it was paid time.  You would have to have an interview 
process to find out who was worthy of it and does it come under 
scrutiny or ok, is this person more worthy than another, is this person 
deserving.  So you could have a lot of issues that way.  If the 
organization does not buy into it or does not support it, then it will fail, 
because the person has already enough issues then they feel that their 
workplace is not supportive of their condition. 

 

Participant C also discussed the issue of the workplace shifting one of the program 

sessions because they were unable to accommodate the room in the hospital.  This led to 

many of the participants missing this session because they were unable to rearrange their 

shifts. 

...it would have been nicer to have some buy in from my workplace.  I 
did it because I really wanted to and needed to and I did everything in 
my power to make it happen and I didn’t make it for one of them.  That 
was the one difficulty and this was actually not the program’s fault but 
the hospital’s fault.  For one session there was no room in the hospital 
for this and that is how much of a lack of buy in there was.  Is that they 
had to change the date to another day and I did everything in my power 
to switch my schedule and take these other shifts and do this this and 
this, and then I find out that they don’t have anywhere in this hospital.  
I know there are lots of empty rooms in this hospital at that point in 
time.  I know they had a very important meeting that day, but I felt 
saddened by that, that there was absolutely no support.. 
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This example provided by the participant demonstrated the complete lack of support from 

the workplace.  The program needed to shift days in order to run on consecutive weeks 

because of lack of meeting space, which should not have been that much of a challenge in 

a hospital environment.  The participant went on to explain the reason behind the lack of 

support.  “The thing is, it is very frustrating for myself.  I want to promote a program and 

I can do it virtually free of charge, it is not going to cost them anything, except for my 

time and I will do all of the work probably on my own, but they won’t buy into it and 

they don’t see the benefits that you could have from it.”  The workplace in this situation 

was not willing to put the effort into something that they could not see the full benefits of.  

The question that arose from this is how do these benefits become clear to workplaces in 

general, if the workplaces that host the pilot studies are not willing to provide the effort 

and support to at least give the program a chance to be successful. 

From the focus group and interview it was possible to identify those attributes of 

the program that participants found to be most important and valuable.  The following 

chapter will suggest why the participants might have felt that some components were 

more effective than others and also will discuss the benefits and challenges of 

implementing this program in the workplace with some potential solutions to future 

workplace interventions. 
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Chapter Five: Discussion 

 

This chapter includes an interpretation and analysis of previously described 

findings.  These findings will be categorized into overall themes, based on an analysis of 

participant responses.  These themes include:  

Program Component Analysis – A breakdown of why certain components of the program 

were more or less effective. 

Benefits of Implementing the CPSMP in the Workplace – A discussion of the 

respondents perceived benefits of the program. 

Challenges of Implementing the CPSMP in the Workplace – A discussion of why this 

program faced challenges in this implementation. 

Modifications of the CPSMP – An overview of potential modifications that can be made 

to the CPSMP to enhance its effectiveness in the workplace environment. 

 

Program Component Analysis 

The majority of the focus group and interview discussion focussed on the 

different components of the program, which ones were preferred and which ones were 

not.  All participants praised the inclusion of the action planning foundation, relaxation 

and pacing elements of the program.  Participants also found that the discussion about 

some of the special topics such as diet and medication to not be as helpful.  Another 

finding was that depression was an important topic that needs to be focussed on at a 
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greater depth.  This section of the discussion includes an analysis of why these 

preferences seem to have emerged. 

Action planning, relaxation and pacing techniques were found to be the most 

beneficial components of the CPSMP in the workplace.  The logic behind these 

preferences is in their ability to be applied in both the workplace and home environments 

in managing the chronic pain conditions.  Through action planning it is possible to set 

reasonable goals for yourself over time and to reassess and re-evaluate how those goals 

are being met on an ongoing basis.  In the workplace this can help in managing projects 

outside of the chronic pain condition, or it could be something to better the chronic pain 

condition within the work environment.  The participants found that action planning is 

the most understandable component to the program, to either those with a chronic pain 

condition or without, and that the advertisements of the program should be directed in 

explaining that element.   

The concept of action planning is linked directly with the self-efficacy theory 

(Lorig, 1996).  This theory, as mentioned in the Literature Review chapter, allows the 

participants to set manageable goals for themselves to achieve on a day-to-day basis.  

This theory helps to explain why the action planning component of the program was seen 

to be as important as it was.  By allowing the participants to feel as they are in control of 

their daily goals, they will also feel in control of their chronic pain condition as well, 

although sometimes these goals and the chronic pain condition are linked.  The outcome 

is individualized as well, as it also demands the inclusion of the participants in the 

process, lending itself to automatic “buy-in” to the action plan and by extension to the 

CPSMP process. 
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The effectiveness of the action planning component is not isolated to this research 

study.  Dysvik et al. (2009) also found the action planning to be a key component to 

chronic pain self-management.  This can be seen as a trend in chronic pain self-

management and any intervention in this field should begin with action planning at its 

core. 

The relaxation and pacing techniques were directly applicable in the workplace 

setting.  Often times the participants would push through the pain just to get through their 

workload in a given day.  This program allowed the participants to learn to properly pace 

themselves through their work day, taking appropriate breaks in order to properly manage 

and adapt to their chronic pain condition in this environment.   

These relaxation and pacing techniques were also seen to be an important element 

of self-management training by others.  For instance, Ersek et al. (2008) found that the 

relaxation and pacing component was valuable to the self-management arm of the 

comparative research study.  The relaxation component, in the Ersek study, was the only 

component that showed a significant improvement over the control group of the 

educational book.  The findings from this study help to corroborate our results that 

relaxation and pacing is a key element to the program, even though the study by Ersek et 

al. (2008) examined an elderly population.  This research helps to fill the gap identified in 

the literature that relaxation and pacing is integral in interventions in the workplace 

environment. 

Action planning and relaxation techniques also showed the use of the coping 

component of the self-regulation theory.  As mentioned in the literature review, the 
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coping component to the self-regulation theory involves the participant utilizing new 

skills to help cope with their chronic condition (Serlachius, & Sutton, 2009).  Both action 

planning and relaxation techniques provided the participants with the necessary skills 

which allowed them to manage their chronic pain condition in the workplace.   

Participants did not see the benefits of the diet, nutrition and exercise component 

of the program.  The common belief was that most of the exercise and nutrition 

information is widely known by most people prior to entering the program.  The program 

reinforced the knowledge of diet and nutrition that many participants already had due to 

its regular discussion in promotion and marketing in general society.  Through the 

program it was possible to remind participants of these diet and nutrition practices that 

they were already aware of, in order for them to incorporate the practices alongside the 

other self-management techniques. It is interesting to note that diet and nutrition are 

never identified as having a significant change as a result of the self-management 

intervention in the previous research in this field.  This identifies a trend in the field that 

diet and nutrition may not be as integral to chronic pain self-management training as 

initially believed.  This deserves further exploration through additional research in this 

field. 

  The participants also seemed to be keenly aware of their medication usage, which 

indicated that there was not a great deal of new information provided by the program.  

The program seemed to add other techniques such as action planning and pacing in order 

to reduce the necessity of heavy medication usage. This result departs from Turner-

Stokes et al. (2003) study, which found that participants showed significant 

improvements in medication consumption as a result of their chronic pain intervention.  
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The lack of importance of medication information from the program may have to do with 

the knowledge base that participants in the health care environment might have over a 

general population; the interview participant identified themselves as a pharmacist.  The 

comparison of work populations could be a fruitful direction for future research, as it 

might identify areas that need to be focussed on more or less in different workplace 

environments. 

These two components of the program were less successful in the implementation 

in this particular work environment due to the knowledge base that many participants had 

before the program.  This knowledge base was identified throughout in the discussion 

with the participants and is mentioned in the results chapter.  Health care employees see 

the benefits to proper diet and nutrition and the issues with improper medication usage 

regardless of the CPSMP specifying their importance. 

Many participants felt that this iteration of the CPSMP did not focus very well on 

the depression element of chronic pain. While the program gave participants some insight 

and information on depression, it was not consistently successful with all of the 

participants.  The aspect of depression is linked with the representation phase of the self-

regulation theory.  The representation phase of the self-regulation theory, as mentioned in 

the literature review, is how chronic pain patients see themselves with their chronic pain 

condition.  This is a link to depression as the mental health status of the participant, 

including their experiences with depression help to develop this self-representation 

(Serlachius, & Sutton, 2009).  By managing depression, it is possible for the participant 

to start to modify this representation for the better, not only with the physical symptoms 

of chronic pain, but with the emotional symptoms of depression as well (Serlachius, & 
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Sutton, 2009). By devoting more time covering depression, it may be possible to spend 

less time on the less necessary aspects of the program as identified by the focus group 

and interview participants.  

In any workplace implementation of the CPSMP it is imperative to put a great 

deal of focus on both action planning and relaxation and pacing, as these components 

allow the program participants to better manage their chronic pain on a daily basis in the 

workplace.  For future implementations of the CPSMP in the health care work 

environment it may be advisable that less focus be placed on the diet and medication 

subtopics and more time spent on other topics, such as depression, which some 

participants felt to be not covered as well, or that the participants were less 

knowledgeable about the topic. 

Benefits of Implementing the CPSMP in the Workplace 

Through discussion with the participants it was found that the skills learned in 

chronic pain self-management were applicable and suitable to the work environment.  As 

mentioned in the previous section, the action planning and relaxation and pacing skills 

developed allowed the participants to become more efficient and effective with their 

work.  The aspect of the program not mentioned above, but has a direct impact on the 

participants was the support systems and communication skills developed over the course 

of the program.  Prior to entering the program, the support systems that the participants 

had at their disposal varied significantly.  The CPSMP allowed for the participants to 

realize that they were not alone anymore in the workplace, and that there were other 

employees who understood and have lived with a chronic pain condition.  This level of 
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understanding does not necessarily exist with friends and co-workers who do not have a 

chronic pain condition and do not directly know all that managing entails.  This new 

support system was incredibly valuable in the workplace, as dealing with a chronic pain 

condition on an individual basis can add to any depression that the participants might 

have. 

One initial challenge that many participants faced with the program was revealing 

personal aspects of their chronic pain condition in such an open environment.  The 

participants were initially uncertain of whether the information mentioned was going to 

stay within the program.  After a period of time in the program, the participants felt as 

though they were able to open up about their chronic pain condition and feel comfortable 

enough to share the details of what they were going through.  By allowing the 

participants to open up in the program, they were able to discuss their condition more 

openly in other environments whether that be with other co-workers or their supervisors.  

The participants did not feel that it was necessary to hide their chronic pain condition 

from anyone and that in being open about it people might be more supportive and 

understanding to their situation.  This barrier to communication often led to the 

participants bearing with their chronic pain condition and just pushing through it in order 

to get the job done.  By opening those lines of communication it is possible that more 

understanding can be achieved and modifications of the CPSMP can be made in order to 

benefit everyone and maximize the overall workplace efficiency.  While it is quite 

possible that not everyone in the work environment will be supportive even with the 

added communication, as was seen briefly in the previous chapter, it is still of benefit as 
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it will likely create a more supportive and healthy work environment overall, which 

allows for easier management of the chronic pain condition. 

Challenges of Implementing the CPSMP in the Workplace 

The implementation of the CPSMP in the workplace involved a great deal of 

difficulties and challenges, which can all be learned from for future implementations in 

this environment.  As was mentioned previously, the community based hospital did not 

fully support the implementation of the CPSMP in their workplace.  This lack of support 

was mostly in the initial planning and recruitment phases, however the impacts of this 

lasted throughout the duration of the program.  The main lack of support was in the 

unwillingness among leadership to allow the participants time off work in order to attend 

the program.  One of the focus group participants mentioned that this element alone 

would have brought many participants to the program and would have easily filled them.  

By requiring the participants to attend the program after their work day and fitting it in 

with an ever changing shift schedule, this creates significant barriers for employees with 

chronic pain to attend the CPSMP. The recommendation of paid-time off will be 

discussed at greater length in below.  This is an area of chronic pain research that has yet 

to be examined.  As only one participant mentioned this as a potential solution, further 

research should help to identify whether or not giving employees paid time off to attend 

the program would increase attendance at the CPSMP in the workplace.  

Limited organizational support also affected recruitment of participants for the 

program.  Initially, leadership was to advertise to all staff through waves of both digital 

and print media.  This advertising was quite limited and according to one focus group 
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participant there was minimal information available at the satellite locations of the 

community based hospital.  The focus group participants also felt that there should have 

been directed advertisements to people who were on sick leave with a chronic pain 

condition.  This was something that was raised by the researcher in the initial planning 

stages of the program, but was considered impractical by the OHS.  If these people were 

off work because of their chronic pain condition, it is possible that with the help of the 

program they would have been able to return to work sooner at a productive and efficient 

level.  In this case, this program did not have the ideal level of participants due to the 

issues faced in recruitment, which had a ripple effect throughout the program and 

somewhat hampered its overall effectiveness.  By not having a fully attended program, 

participants were unable to maximize the potential benefits gained from the CPSMP, as 

there can be a much better support system created with at least 15 people (Alvarez, 

2009).  Another challenge faced by participants, due to lack of support, was in the 

scheduling of the program.  The rescheduling of the program was mentioned by one of 

the participants in the prior chapter.  The focus group participant could not understand 

how another room in the entire hospital could not be found in order to allow the program 

to meet for six straight weeks.  This rescheduling forced many of the participants to miss 

that session because they were not able to reschedule their work shifts to compensate for 

the change in day and time.  

These actions and the limited organizational support for the program likely 

reduced the CPSMP effectiveness in this environment.  The reasons for this lack of 

support are not entirely clear.  The CPSMP was not a high priority program for the OHS 

office, nor was it perceived to be a necessary addition to their list of ongoing programs.  
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This is counterintuitive to both the evidence of effectiveness provided going into the 

program and the potential impact the program could have on their staff (Lefort, 1998; 

Lynch, 2011).  This stakeholder hesitancy is something that has been seen before in 

community based research and will be discussed at greater length in the next chapter 

(Israel, Schultz, Parker, & Becker, 1998).  

The focus group and interview participants also believed that there was a general 

lack of understanding and knowledge about chronic pain conditions through their case 

managers in the Occupational Health and Safety Department and their general managers.  

One participant mentioned that after a certain period of time off, the participant is 

monitored closely to make certain that the chronic pain condition is a legitimate health 

care issue.  While caution towards those taking advantage of the system is 

understandable, it was felt by participants that their case manager does not always 

understand the nature of a chronic pain condition in its periods of flare ups and normality.  

This issue indicates that both the Occupational Health and Safety Department and general 

management require more knowledge in the realm of chronic pain and that with this 

knowledge they may be better suited to help those with a chronic pain condition in the 

workplace and support them through the process of going through the CPSMP.  This is 

something that has yet to be examined in this field and would be an interesting direction 

for a future research project.   

Modifications to the CPSMP 

From the results of the focus group and interview there are a series of potential 

modifications that can be made to the CPSMP to enhance its effectiveness in the 
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workplace environment.  The key modification that needs to be made in the workplace 

environment is in the employer support, this is something that was discussed in the 

previous section and will be discussed at greater length in the following chapter.  

Based on the program component analysis mentioned above, the focus of the 

different program elements needs to be redistributed in order to maximize the program’s 

effectiveness in the workplace environment.  While a large percentage of the program 

was spent on action planning, it might be beneficial to have part of this discussion taking 

more of a workplace spin to it, focussing on how to set chronic pain related goals specific 

to this environment.   This would allow for a discussion of how to implement action plans 

in the day to day working life, along with the personal life.  More time should also be 

spent on the relaxation/pacing and depression components to the program, as these have 

direct impacts on work life as mentioned earlier in the chapter.  This may also encourage 

greater support from the organization. 

Each focus group and interview participant had suggestions or modifications that 

could be made to the CPSMP in the workplace.  One common suggestion was to have 

management and the OHS office attend a version of the CPSMP to educate themselves 

about chronic pain and to be able to see the true benefits of the CPSMP for their 

employees.  A major issue of chronic pain in the workplace seemed to be a lack of 

knowledge about chronic pain conditions by fellow staff members and management.  

This would help to increase that knowledge among the larger organization, which would 

create a much better work environment for those with chronic pain. 
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Another suggestion mentioned earlier in this chapter was to give the CPSMP 

participants paid time off work in order to attend the program.  One of the deterrents to 

attending the CPSMP was that the employees would need to attend it after work or even 

possibly switch their shifts in order to balance it with their work schedules.  It was found 

that there are enough challenges to get participants to attend the CPSMP in the workplace 

to begin with; as such it is imperative to find ways to facilitate this process.  The issue 

with this suggestion is that it requires more financial support from the workplace, as they 

would need to pay for their staff to attend the program on work time.  This solution 

comes with the inherent challenge of determining if staff members have enough of a 

chronic pain condition to warrant being given paid time off to attend the program.  The 

potential solution to this challenge is to include an interview process to determine the 

level of the potential participants’ chronic pain condition and whether or not they are at a 

stage to be attending the program on employer time.  While there are ways around this 

and potential solutions to determine who should be able to attend the CPSMP, it is a 

complicated solution and requires a great deal of support and input from the workplace 

involved.  Support from the workplace leadership would require convincing the 

leadership of the benefits of the CPSMP, not only to the chronic pain conditions of their 

staff members, but also to improve morale and productivity.  If framed in this way, it 

might offset the questions regarding the cost of implementing the program. 

The two final recommendations for modifications to the CPSMP in the workplace 

included an online training module to the program, as well as an elongated program 

consisting of shorter sessions.  The online training modules would allow participants to 

attend the program from the comfort of their homes while receiving most of the benefits 
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of the program.  While this recommendation would allow more participants to get some 

benefit out of the program information, it would still eliminate many of the positive 

dynamics of support that exist in the in person implementation, particularly the benefits 

of having dynamic facilitators.  The online training module may be a good addition to the 

management CPSMP training, as this would allow an increase in knowledge while not 

requiring the supportive environment.  The online module could be designed in a way to 

include a chat group function, which allows participants to discuss their chronic pain 

issues and support each other through the process. 

The final suggestion mentioned by participants is to increase the length of the 

program to ten or twelve weeks and reduce the time of the sessions to one hour.  This 

solution would allow the participants to attend the sessions during their lunch hours, 

while still maintaining much of the integrity of the program.  This implementation of the 

program would need to be honed and refined in order to make certain that it is as 

effective as the initial program design.  This could be an interesting direction for future 

research in the area of CPSMP in the workplace. 

Through the exploration of the results from this study it was clear that the 

implementation of the program in the work environment was a useful development of the 

CPSMP for the employees with chronic pain. The following chapter will explore the 

strengths and limitations of the research study in this environment, and will also examine 

future directions that can be taken with research in the field of self management of 

chronic pain in the workplace. 
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Chapter Six: Future Directions 

The final chapter examine the strengths and limitations of this pilot research study 

and what future directions research in this area can take.  This chapter consists of three 

sections: 

Strengths – An overview of the strengths in design of this research project 

Limitations – A discussion of the challenges and limitations that hindered this research 

project 

Future Directions – A review of potential future research that would be based on this 

preliminary study 

 

Strengths 

There are two key strengths in this research project, the first was the qualitative 

research approach and the second was positive stakeholder interactions.  Quantitative 

methodologies, including questionnaires, require a minimum sample size in order to 

achieve statistically significant results.  In this case, as identified earlier in the thesis, this 

sample size was not achieved.  In a purely quantitative study, this would have meant a 

failed research study.  In this circumstance, the focus group, interview and overall 

qualitative design allowed for the researchers to discuss and explore why the intervention 

did not work as intended in the community based hospital.  The lack of quantitative data, 

however, proved to be an important lesson moving forward in workplace based 

interventions.  This lesson showed that it is imperative to determine the level of 
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organizational support prior to implementing an intervention in that environment.  For 

future research opportunities, it is important to have the workplace management support 

the program at full capacity rather than putting the minimal amount of effort into it.  

Stakeholder participation is a central element of community based research as set out in 

its design (Israel, Schultz, Parker, & Becker, 1998).  The focus group and interview 

allowed for the researchers to understand the experiences of living with chronic pain in 

this setting and to ascertain key information about the workplace environment.  While 

this study did not achieve all that it initially intended, due to the lack of quantitative 

significance, the information gathered in the qualitative data is useful in continuing to 

develop the CPSMP in the workplace. The lessons learned from the challenges faced 

throughout this research are quite valuable in developing new research in this field. 

The second major strength of this research was the partnership with the Central 

East Community Care Access Centre (CECCAC).  Their self-management department, 

under the leadership of the senior manager, proved to be committed to implementing this 

program in the workplace environment.  The CECCAC has put in a considerable amount 

of effort to salvage the CPSMP at the community based hospital and has allowed them to 

run even under less than ideal circumstances, such as less than minimal attendance 

numbers and to run one of the programs on non-consecutive weeks.  Through the help 

and strong support of the self-management program support staff, this research was able 

to at least get to the point that it has.  The self-management program team at the 

CECCAC has exemplified the definition of being a community stakeholder in continually 

working with the researchers to try to adapt and manage the ever-changing CPSMP in the 

workplace.  The CECCAC has been truly committed to this research project from the 
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very start and any further exploration of chronic pain self-management in the workplace 

will hopefully start with them as principal stakeholders.  Israel et al. (1998) identified 

some of the strengths of a community based research partner that the CECCAC 

exemplified throughout their involvement in this research project. The CECCAC worked 

together with the research team to help identify the direction in which this research can 

take and what would be the best way to maximize its impact on their implementation of 

the CPSMP.  The management at CECCAC also offered the assistance of many of their 

support staff in implementing the program and the associated research, which was a 

mentioned benefit to a community based research partner (Israel et al., 1998).  The 

CECCAC was able to enhance their overall research culture in participating in this study 

as they were able to achieve a better understanding on how a program evaluation is 

implemented and what data can be ascertained from it.  Their involvement throughout 

this process, in both the implementation of the program itself along with discussion on 

the various aspects of the research, helped to shape this project in many positive ways 

and their influence was crucial to any success that this research had. 

Limitations 

The primary limitation of this research study was in the lack of quantitative 

results.  This was not a limitation by design, but rather a limitation through the other 

challenges in implementation that were faced.  By not gathering significant quantitative 

data, it is not possible to generalize the results of the research.  This lack of generalization 

is a major limitation on the research project as it constrains the potential impact of the 

results.  In not acquiring generalizable results, the results of the study are fairly limited in 

the scope of their impact.  While there was a great deal learned from the qualitative 
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results from the study, it is clear that more research still needs to be completed in this 

area and this research project can inform future research in the area of chronic pain self-

management in the workplace. 

The second limitation study is in the attrition of participants from the research 

study throughout the duration of the program.  Attrition is a key and prevalent aspect to 

any community based research project, however in this occurrence it was something that 

changed the nature of the project itself.  The first program session started with fourteen 

total participants and of these only five agreed to participate in the study.  Of these five 

participants, only three of them completed both the pre and post questionnaires along 

with the follow up focus group.  The two other participants, while initially agreeing to 

participate, either dropped out of the program entirely or chose not to sign up for one of 

the focus group sessions.  In discussions with participants from the first program there 

was an exploration of why people did not want to participate.  All of the focus group 

participants could not understand why people would not choose to help out and 

participate after they had been given a free program that had helped them as much as it 

did.  Further discussion mentioned that in disclosing that the researcher had a chronic 

pain condition, he had made the research more meaningful to the participants and they 

were more willing to open up and help ‘one of their own’.  For the second program, there 

were seven total participants and all seven agreed to participate in the research study.  

Only three of these participants completed both the pre and post program questionnaire 

and none responded to the e-mails or phone calls to book and attend the follow up focus 

groups.  There was a high level of attrition from the second program in general, which 

was one of the factors why people did not participate in the follow up measures.   The 
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main reason for attrition is the lack of research culture towards community based 

research that seemed to be apparent in the workplace.  It was through attrition and lack of 

research participation that this research project was unable to achieve statistical 

significance through the quantitative measures. 

Future Directions 

While this research project turned out to be more of a preliminary project in 

nature, it was informative in moving forward with research in this area.  It is quite 

possible to build on the strengths and partnerships that were developed through this 

project, while at the same time learning from the flaws and limitations in developing 

future projects.  

Future research should incorporate the mixed methods approach that was utilized, 

with limited success, in this research project.  The mixed methods approach allowed for 

an in-depth exploration of chronic pain self-management and provided great insight to the 

inner workings of a chronic pain condition in the workplace environment.  For 

subsequent research, both the quantitative and the qualitative measures will be revised 

and developed further in utilizing different tools and potentially shortening the time 

period to complete it.  While it was necessary to use a pre-designed questionnaire with 

validated tools for this initial study, it would be useful to incorporate some new measures 

that would be appropriate in the workplace environment.  An example of this would be a 

greater integration of multiple theoretical frameworks.  While the current research project 

was able to provide some information that would inform these theoretical frameworks, it 

would be interesting to include some measures specifically designed for that purpose, 

such as the inclusion of the Stages of Change theory and a measure designed to gather 
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information on the participant’s contemplation stage pre and post program (Glenn and 

Beck, 2003).  It was also found that there was a small amount of repetition in the 

questionnaire.  Through the development of a revised questionnaire, it will be possible to 

eliminate some of the repetitiveness. 

The partnership with the CCAC, specifically the Central East location, can be 

expanded upon for future research opportunities.  This partnership was a mutually 

beneficial relationship and can help inform further development of the Chronic Pain Self-

Management Programs.  The involvement with the community based hospital will likely 

conclude with the completion of this program.  While this partnership allowed for the 

completion of the research project and met the goals of community based research, it is 

clear, as outlined above, that this project is lacking the necessary organizational support 

to continue.  The key lesson learned for future research in this area is to explore the issue 

in multiple workplaces.  This was not feasible given current time constraints, but could 

definitely be achieved in subsequent research projects.  The concept would be to 

implement the program and evaluation protocols in workplaces across southern Ontario 

in order to demonstrate the impacts of these programs in different settings.  By expanding 

the program into multiple workplaces, it is also possible to determine if there are trends 

based on the type of occupation, for example, if industrial employees found greater 

success with the program, as opposed to health care employees.  Another advantage to 

including multiple workplaces is that if one of the workplaces yields a smaller sample 

size it will not impact the study as severely as being restricted to the data from one 

institution.  By expanding the study, it is increasing the workload and involvement of 

these partners significantly, but the return on this involvement should be quite worth it in 



92 
 

the long run in the potential productivity increases.  Finally, a new research partner will 

likely be brought on board in the Workplace Safety and Insurance Board.  By 

demonstrating the effectiveness of the Chronic Pain Self-Management Program in the 

workplace, it is possible to start incorporating it into the Return to Work program of 

employees with chronic pain condition. 

The next aspect to consider for future studies is the inclusion of funding to help 

support the implementation of this program and research in the workplace.  While this 

study did not attempt to acquire funding, due to its size and various timeline implications, 

future research in this area would benefit from added funding.  As described in the 

limitations, there were significant losses in participants due to attrition.  One aspect 

which might balance and offset attrition would be some sort of incentive for participants 

to continue with the study throughout the duration of the research project.  Funding can 

also be used to help pay for measures, equipment and possibly research assistants to help 

manage a larger research study.  Initial funding resources include the Canadian Institutes 

of Health Research, the Workplace Safety and Insurance Board along with the Canadian 

Pain Society.  All three of these organizations have provided funding for projects in the 

area of chronic pain; it is quite feasible that funding will be able to be acquired from one 

or more of them in a larger scale project.  As stated in the Literature Review chapter, 

there is a severe lack of funding towards chronic pain in Canada when it is becoming a 

significantly more important issue impacting Canadians (Lynch, 2011).  It is a hope that 

with future research in this area, more funding can be acquired and chronic pain can be 

explored completely in the workplace. 
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While this research had significant challenges throughout the process, there were 

also some successes moving forward.  The topic of chronic pain self-management in the 

workplace is one that needs to be discussed and explored in much greater detail.  There 

are many facets of this topic, which can be explored through a series of future research 

studies.   Through further research it is quite possible to understand how chronic pain 

impacts workers and the workplace in general and how it is possible to reduce the 

severity of its impact on both the employees and on the workplace in general. 
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Appendix A: Chronic Pain Self-Management Program Questionnaire 

 

A complete copy of the questionnaire used in this study along with a letter of permission 

from the CECCAC to use the Chronic Pain Self Management Program Questionnaire. 
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Appendix B: Workshop Flyer 

 

A copy of the recruitment flyers posted at the community based hospital and used in the 
onsite recruitment sessions. 
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Appendix C: Ethics Documentation 

 

The following appendix includes the consent form, information letter and ethics approval 
documentation for this research study. 
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Appendix D: Chronic Pain Self-Management Program Focus Group Guide 

 

The following is the question guide used for the focus groups and semi-structured 
interviews. 

 

Chronic Pain Self Management Program – Focus Group Guide 

 

1. What is your overall opinion of the Chronic Pain Self-Management Program? 
2. What is your opinion about the value of the following program components? 

a. Action Planning 
b. Practice of relaxation techniques 
c. Moving Easy Exercise Program 
d. Group discussion and problem-solving 
e. Presentations on different topics 

i. Balancing activity and rest 
ii. Pain Management Strategies 

iii. Nutrition 
iv. Exercise 
v. Depression 

vi. Fatigue 
vii. Sleep 

viii. Medications 
f. The CPSMP Workbook and the Living a Healthy Life with Chronic 

Conditions book 
3. What, if any, changes has this program made in your frequency of involvement in 

exercise activities? 
a. Do you enjoy exercise more now? 

4. What, if any, changes has this program made in your ability to relax? 
a. What things do you do to relax now, that you did not do before? 

5. What, if any, effect has this program had on your ability to cope with pain and/or 
stress? 

a. If you are better able to cope with pain and stress, what do you 
attribute this change to? 

6. What, if any, changes has this program made in your ability to manage your 
medications? 
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7. Describe your perceptions of the facilitators who led the program and explain how 
they helped you during the program.  Identify what you found helpful or not helpful. 

8. Was there something that you expected or would have liked in the program that you 
did not get? 

9. Are there any suggestions you have for improving the program? 
10. Do you have any other comments you would like to make? 
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Appendix E – Descriptive Statistics 

 

 

Sample Size (n=6) 

Age Mean – 66.5 
Range – 46 – 85 

Mother Tongue English – 83.3% (5) 
Other - 16.6% (1) 

Education High School – 66.6% (4) 
University – 33.3% (2) 

Martial Status Married – 83.3% (5) 
Separated – 16.6% (1) 

Chronic Pain Condition Chronic Muskuloskeletal Pain – 83.3% (5) 
Arthritis – 66.6% (4) 

Pelvic Pain – 16.6% (1) 
Ankylosing Spondylitis – 16.6% (1) 

Other Illnesses High Blood Pressure – 50% (3) 
Angina – 33.3% (2) 

Diabetes – 16.6% (1) 
Hyperthyroidism – 16.6% (1) 

Table 14: Descriptive Statistics 
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