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ABSTRACT 

Self-management support (SMS) is considered an effective approach to chronic pain (CP) 

management. However, the provision of SMS for chronic pain patients faces challenges within 

primary care facilities in Ontario. An innovative SMS program led by a Registered Nurse (RN) at 

the Bruyère Family Health Team in Ottawa has been created for chronic pain patients. The goal of 

this program is to improve the current chronic pain management using SMS in an outpatient 

facility by harnessing the skills of primary health care team members. The hope would be that this 

program could be spread and scaled across other programs in the region.  

This thesis exists in two parts: 

1. Evaluate the RN-led chronic pain self-management program to determine its effectiveness in 

terms of self-reported pain scales and Morphine Equivalence Quotient (MEQ) 

2. Understand the perspectives of health care practitioners, administrators and patients within the 

RN-led chronic pain self-management program 

Patients meet with the RN for initial face-to-face visit for an hour, for SMS and then for at least 

one follow up visit. The primary outcome variables of interest were their self-reported pain 

evaluated using validated pain scales. Opioid use was also assessed before and after the porgram 

based on the MEQ. Results were analyzed using SPSSversion20. An online questionnair was 

distributed to team members.  All responses were conceptually arranged into a SWOT analysis, 

which will be directed toward the ongoing management needs of the clinic.  

Between January 2016 and August 2018, 125 patients were seen of these 58 patients (12 males 

and 46 females) had at least one follow up appointment with the RN. In 46.2% of the population 

there was a decrease in their total opioid dose from their first to their last appointment and of these 
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4 patients (15.4%) had a daily MEQ of 0 by their last appointment. There was a significant average 

difference between patient’s daily MEQs at their first and last appointment (t20= 2.245, p<0.05). 

On average patients came into their first appointment with a daily MEQ of 23.88 higher than at 

their last visit (95% CI [1.69, 46.07]).  

Staff and patients who participated in the online survey identified the following strengths: 

multidisciplinary approach, increased accessibility for patients, cost effectiveness, better patient 

engagement, and no refills of opioids 

Canada needs a better strategy to manage the CP epidemic. This chronic pain self-management 

program led by an RN focuses on a multidisciplinary approach that is readily accessible to patients 

and integrated within primary care to best meet and prioritize the needs of chronic pain patients.      

Keywords:  chronic pain; self-management; nurse-led 
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1 BACKGROUND  

1.1 Why focus on Chronic Non-Cancer Pain (CNCP)?  

Chronic Non-Cancer Pain (CNCP) presents a serious challenge for Canada, and brings with it 

severe social and economic costs. According to the International Association for the Study of Pain, 

chronic pain (CP) is defined as “pain that persists beyond normal tissue healing time, which is 

assumed to be three months” (International Association for the Study of Pain, 1994; Merskey & 

Bogduk, 1994). For the purposes of this paper, CNCP will be referred to as CP. Simply by looking 

at its high prevalence, affecting 19% of the Canadian population, chronic pain negatively impacts 

the quality of life for one in five Canadians (Reitsma, Tranmer, Buchanan & VanDenKerkhof, 

2012; Lynch, 2011). Chronic pain poses a significant burden on patients, their families and our 

society as a whole, being a very costly disorder.  

 

The spending on chronic pain includes the direct costs that an individual incurs from treatment and 

use of health care services, and the indirect costs such as loss of productivity and disability 

payments. It results in direct costs to the healthcare system of more than $6 billion per year in 

Canada, which are expected to increase to $10.29 billion by 2025 (Angeles et al., 2013). This does 

not include societal costs such as disability or loss in productivity (Angeles et al., 2013). Using 

current prevalence data, Phillips and Schopflocher (2008) predict costs to be $400 million, “in the 

absence of effective intervention for individuals with moderate or severe chronic pain” (p. 43), 

highlighting the ongoing need for improving current management practices. Individuals living 

with chronic pain are frequent users of healthcare services and therefore place a substantial demand 

on the healthcare system (Todd et al., 2010; Gustavsson et al., 2012). In a study conducted in 
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Denmark, Jensen et al. discovered that individuals with chronic pain visited primary care facilities 

significantly more than those without pain. Their results showed that compared to individuals 

without pain, who were seeing primary care physicians four times per year, those with moderate 

chronic pain visited primary care physicians six times more per year and those with severe chronic 

pain visited primary care physicians nine times more per year (Jensen, Sjøgren, Ekholm, 

Rasmussen, & Eriksen, 2004). Additionally, those with severe chronic pain are more than twice as 

likely to be hospitalized compared to those without pain (Jensen, Sjøgren, Ekholm, Rasmussen, & 

Eriksen, 2004). In Canada, those with severe chronic pain had more visits with their physician, 

12.9 versus 3.8 visits, and stayed in the hospital nearly six times more, 3.9 versus 0.7days, than 

those without chronic pain (Lalonde et al., 2014). The National Population Health Survey 

estimates that in Alberta compared to individuals with no pain, those suffering from severe chronic 

pain reported 4 times higher rates of hospitalization in the previous year (Phillips & Schopflocher, 

2008). Placing such a large demand on the healthcare industry, this expenditure is only expected 

to increase if those with chronic pain do not have access to an appropriate, effective, and easy to 

access management strategy.  

With chronic pain, instead of looking at a certain brief period of pain, we are faced with a 

prolonged period of suffering that has a severe effect on an individual’s quality of life. Chronic 

pain results in profound societal costs, with an average of 28.5 lost work days per year per 

individual. Chronic pain affects 18.9% of the working age population in Canada and up to 60% of 

people with chronic pain end up losing income as they become unemployed or face a reduction in 

their responsibilities as a result of their pain (Schopflocher, Taenzer & Jovey, 2011; Lynch, 2011). 

Looking deeper at the cost on the individual, the costs of chronic pain go far beyond the economic 

consequences. It results in severe human suffering, with double the risk of suicide, and is 

associated with the worst quality of life compared to other chronic diseases (Lynch, 2011). Studies 
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that compare chronic pain with other well-known chronic illnesses such as diabetes showed that 

chronic pain is more prevalent and consistently results in significantly worse factors associated 

with quality of life (Moulin, Clark, Speechley & Morley-Forster, 2002; Peng et al., 2007).  

 

It is clear that chronic pain poses a significant burden on the individual and on our society as a 

whole. Prescription drugs, most notably opioids, are used to manage chronic pain, with the hope 

of improving the patient’s quality of life. However, the abuse and overdose related to opioids has 

become a serious public health concern. Looking at Canada as a whole, it has the highest rate of 

opioid prescribing measured by morphine equivalents worldwide (Busse, 2017). According to the 

Ontario Drug Policy Research Network (ODPRN), the rate of opioid related deaths in this province 

has significantly increased over the past two decades (Gomes et al., 2014). In the past year, 1 in 7 

Ontarians were dispensed an opioid with 85% obtaining it for the management of pain (Gomes et 

al., 2017a). The use of non-steroidal anti-inflammatory (NSAIDS), specific anticonvulsants, 

tricyclic anti-depressants and opioids have been shown to reduce pain (Lynch & Watson, 2006). 

However, reports also show that compared to the average Ontarian, those dispensed an opioid for 

pain visited the emergency department and were hospitalized much more frequently (Gomes et al., 

2017a).  

 

The economic impact of opioid abuse or misuse is considerable. According to “Canadian 

Substances Use Cost and Harms”, the greatest proportion of costs attributable to opioids in the 

country were due to lost productivity (Canadian Substance Use Costs and Harms Scientific 

Working Group, 2018). The comorbidities associated with opioid abuse combined with related 

crime and the loss of productivity that if often incurred as a result, brings to light some substantial 
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risks (Reimer et al., 2016). Ontario continues to see a large increase in the rate of opioid 

prescribing, opioid related deaths and an increase in the prevalence of opioid use disorder (Gomes 

& Juurlink, 2016). Moreover, the rate of prescribing stronger opioids within the province has also 

consistently increased over recent years (Gomes et al., 2014). Health Quality Ontario (HQO) 

recently published a report entitled “Nine Million Prescriptions” which revealed that opioid 

prescriptions dispensed had increased by approximately half a million from 2013/2014 compared 

to 2015/2016 (Health Quality Ontario, 2017a). While opioids are used to manage pain, current 

clinical practice guidelines do not recommend them as the primary therapy for chronic pain 

patients (Busse et al., 2017; Ernstzen, Louw & Hillier, 2017; Dowell, Haegerich, & Chou, 2016; 

Hooten et al., 2017). Instead, non-pharmacological options are consistently recommended as a 

first-line therapy for the management of chronic pain (Dowell, Haegerich, & Chou, 2016).  In a 

best evidence guideline from 2017 the provincial quality council of Ontario, HQO stated that a 

multidisciplinary, multimodal approach is a comprehensive intervention that, “…can often be as 

effective as opioids in managing chronic pain while presenting far less risk of harm…”(Health 

Quality Ontario, 2017b). Shifting the focus onto a more holistic modality that does not rely solely 

on opioids allows people with chronic pain to engage with health care professionals through a 

shared-decision making process. HQO has put together a quality standard with details on the need 

to shift from opioid therapy toward a biopsychosocial approach with multidisciplinary care, 

highlighting that:  

A multidisciplinary, multimodal approach to pain management involves a combination of 

therapies, including nonopioid pharmacotherapy and nonpharmacological therapies (i.e., active 

and passive physical interventions, psychological therapies, and self-management programs) 

provided by a team of different types of health care professionals. (Health Quality Ontario, 2017b, 

p42)  
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People with chronic pain have a right to appropriate treatment options. This multifaceted disorder 

is associated with staggering costs for both the health care system and the patient. Therefore, 

Canada needs a better pain management strategy to reduce costs, improve quality of life and overall 

provide a better life for those living with chronic pain. Chronic pain is a multidimensional problem 

and as such should be approached using a combination of biological, psychological and social 

approaches. This thesis investigates an intervention that employs this approach, addressing all of 

these components simultaneously, is easily accessible and integrated within primary care to ensure 

the delivery of coordinated, and consistent care to patients with chronic pain.  

1.2 Why use Self-Management Support (SMS)?   

With an increase in life expectancy, chronic diseases have increased accordingly, threatening 

health status and resulting in a large increase in health care costs. This has led to increased interest 

in the role of patient self-management of chronic illness. There are several studies that look at how 

educating patients about their chronic illnesses improves health behaviors and even decreased 

health care costs (Center for the Advancement of Health, 1996). As a result, across all chronic 

diseases we see a trend that places the role of patient to self-manage their condition as being 

integral to their health and well-being. Current literature show that benefits exists from replicable, 

and inexpensive self-management programs making this an immensely useful intervention for 

chronic diseases. Such benefits include increasing healthful behaviors such as exercising more, 

improving health status with improvements in factors like pain and psychological wellbeing, and 

decreasing hospitalization rates (Lorgi et al., 1999).  

1.3 Rationale of Self- Management Focused Model: Theoretical Perspectives  

We have seen the grave consequences that stem from the poor management of chronic pain; from 

the severe economic reparations, to the debilitating effects on an individual’s quality of life, it is 

clear that we need a more effective way to manage chronic pain.  
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Looking at self-management of chronic pain as a chronic condition, growing evidence suggests 

that its management should primarily be led by employing the chronic care model (CCM) (Clark 

& Upshur, 2007). The CCM (see Appendix A for diagram of model) is an evidence-based 

framework based on six components to help guide the planning and delivery of chronic care 

(Wagner, 1998): self-management support, delivery system design, decision support, clinical 

information systems, the community, and health systems. Imbedding models that prioritize patient-

centered care within primary care, such as the CCM, result in positive patient outcomes for chronic 

care (Aryani, 2016; Bodenheimer, Wagner & Grumbach, 2002). There are several chronic disease 

models that have been developed throughout the years from the CCM. Some focus on decision 

support and others on clinical information systems. All of the components of the CCM are 

important to reshape in order to see successful change within the health system. According to the 

research in this field the literature suggests that self-management support (SMS) is increasingly 

cited as an effective way to manage chronic pain. SMS is consistently recommended in the 

management of chronic illnesses having extensive success in patient outcomes (Kwaki, 2012; 

Newman, Steed & Mulligan, 2004).  

A study looking at the various elements on chronic disease models revealed that SMS is one of the 

most studied elements. Among the various chronic disease models, it has one of the greatest 

evidence bases in positive clinical and non-clinical outcomes (Grover & Joshi, 2015). Individuals 

with chronic illnesses engage in behaviors and make decisions that significantly impact their health 

and well-being. Therefore, their disease outcomes depend largely on the individual’s ability to 

manage their own health.  

 Self-management is described very eloquently below by Adams, Greiner, and Corrigan (2004):  
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Self-management relates to the tasks that an individual must undertake to live well with 

one or more chronic conditions. These tasks include gaining confidence to deal with 

medical management, role management, and emotional management 

 

The definition above elucidates the key aspects of self-management, from obligatory patient tasks 

to highlighting the notion of confidence with the overall goal of empowering individuals to manage 

their illness and to live a better quality of life. It presents a promising strategy to managing chronic 

diseases moving beyond traditional education strategies. Self-management highlights patient 

responsibility in actively recognizing challenges and managing or even solving these issues. While 

patients also recognize the importance and value of self-management strategies in their health and 

well-being, they also note the need for assistance and validation from their health-care providers. 

A study was conducted to evaluate patient’s perceptions of self-management education. Patients 

expressed that in order for them to continue any such positive changes they may have made, they 

would still require supervision and support from their health care providers (Bodenheimer, Wagner 

& Grumbach, 2002). The provision of support in this case is just as much important as teaching 

individuals self-management skills. Self-management support focuses on the role that the health 

care provider plays to encourage and best educate patients to embrace self-management skills. 

Research suggests that having a person who is trained in the specific chronic condition increases 

the patient’s confidence to manage their disease (Bandura, 1989).   

Self-management support is defined as the systematic provision of education and 

supportive interventions by health care staff to increase patients’ skills and confidence in 

managing their health problems, including regular assessment or progress and problems, 

goal setting, and problem-solving support (Adams, Greiner & Corrigan 2004) 
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Self-management in Ontario has been defined through the Ontario Chronic Disease Prevention 

and Management Framework (CDPMF) based on the CCM and British Columbia’s Expanded 

Chronic Care Model (ECCM) (Government of Ontario, 2007). In the ECCM (see Appendix B for 

diagram of model), self-management support is identified “...as one of the four essential 

components within the healthcare system...” (BC Ministry of Health, 2011). The ECCM shifts the 

focus from the clinically-dominated perspective in the CCM, to highlight the relationship between 

the health-care system and community. The ECCM broadens the scope of the CCM, “…not just 

by reducing the impact on those who have a disease but also by supporting people and communities 

to be healthy…” using strategies imbedded within the community and health systems (Barr et al., 

2003). The ECCM, in comparison to the CCM, emphasizes a use of existing resources within the 

community and health systems diagrammatically by the use of a porous border highlighting the 

flow of resources between the community and health systems (Barr et al., 2003). The Ontario 

CDPMF (see Appendix C for diagram of model), based on the ECCM, functions as a guide to 

change the delivery of care while imbedding the identified elements of the CCM to improve health 

outcomes and provide individuals with effective and comprehensive care (Government of Ontario, 

2007). For the purposes of this paper, the Ontario CDPMF is employed to empower patients by 

teaching them the skills to manage their chronic pain, and providing the ongoing support to help 

them manage their chronic pain.  

 

In a review looking at the effectiveness of the CCM, Bodenheimer’s study (2003) showed that 

while none of the components of the model could be singled out as essential, patient outcomes 

improved in almost all studies that included self-management support. Self-management allows 

the patient to become a partner and a key player in their health care management. Like all other 

chronic illnesses, it is essential to consider the patient as key part of the answer. Self-management 
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support realizes this through strategies such as goal setting, care-planning and follow-up. In doing 

so, the patient will be empowered to manage their own health. Effective self-management is then 

only accomplished when health care providers empower and support patients in a collaborative 

manner to employ the self-management strategies.  

 

The definitions highlighted above recognize the importance of the individual’s skills to self-

manage, and the importance of ensuring the presence of supportive initiatives to facilitate self-

management. Additionally, it is also important to appreciate that this cannot occur in isolation from 

support and integration within the broader health care system and society (Bodenheimer, Lorig, 

Holman & Grumbach, 2002). Therefore, the other five aspects of the CCM also play a significant 

role in facilitating self-management.  

Members of the primary care community, including clinicians, nurses and patients, along with 

members of the pain management community were asked to identify interventions to improve pain 

management in primary care in Canada. The overarching priority they identified was patient 

empowerment emphasizing that “…provision of self-management strategies are needed to 

empower patients and thereby confer on them a role of active partner in their treatment rather than 

simply a consumer of care…” (Lalonde et al., 2015). Chronic pain cannot be treated in the 

conventional biomedical sense. Rather, a multidisciplinary holistic approach is consistently 

recommended which embraces the biopsychosocial model of pain (Kress et al., 2015).  

1.4 Commonly used Self-Management Programs  

Self-management intervention programs have been studied all over the world, with a variety of 

delivery methods such as online, with groups, or one-on-one. There are several models cited in the 

literature, with most intervention programs based on a combination of these models. Adaptations 
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are made to develop interventions that would be best for the illness at hand. However, each of the 

programs are evidence-based approaches which have been tested as clinical intervention programs. 

For example, the Stanford Patient Education Research Centre offers evidence-based self-

management programs with over 30 years of research to demonstrate their improvements in several 

factors including self-reported health, fatigue, disability, exercise, and communication with 

physicians (Lorig et al., 1999). It was initially developed in the 1990s for an Arthritis Self-

Management Program (ASMP). A study looking at the effects of the ASMP for patients showed 

that it decreased pain, reduced physician visits, and resulted in significant savings per patient 

(Lorgi, Mazonson & Holman, 1993). The ASMP is one of the most popular self-management 

programs as it led the current self-management programs offered by the Stanford Patient Education 

Research Centre for people with HIV/AIDS (Gifford, Laurent, Gonzales, Chesney & Lorig, 1998), 

diabetes (Lorig, Ritter, Villa & Armas, 2009) , and chronic pain (LeFort, Gray-Donald, Rowat, 

Jeans, 1998). Once self-management was identified as effective strategy across a range of chronic 

disease, the Chronic Disease Self-Management Program (CDSMP) was then developed to apply 

to anyone with chronic disease. Multiple community-based self-management interventions have 

been designed for people living with other chronic conditions such as stroke, lung disease and 

chronic obstructive pulmonary disease (Sánchez – Nieto et al., 2016). The CDSMP was created 

through a research study looking to evaluate a community-based self-management program 

helping individuals with different chronic illnesses (Lorig et al., 1999). The findings from this 

study demonstrated the potential of this intervention that improved the health behaviors and health 

status of patients with various chronic diseases.  The positive health outcomes included a reduction 

in hospital visits, improvements in exercise, disability and overall self-reported health (Lorig et 

al., 1999). Additionally, with reduced health-costs the findings render the self-management 

program as a feasible and effective intervention (Lorig et al., 2001).  These are a few of the studied 
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models that have propelled the use and development of other self-management programs 

throughout the world.  

Disease specific self-management interventions have been successful in providing improved 

health outcomes. Self-management interventions tailored to target patients with chronic 

obstructive pulmonary disease showed improvements in patient health status and reductions in 

physician visits, emergency room visits, and hospital admissions (Bourbeau, 2003). Pain is the 

most prevalent outcome measured in self-management intervention studies which are evaluating 

the effectiveness of the program (Mann, LeFort & VanDenKerkhof, 2013). Studies report a 

statistically significant improvement in pain intensity and pain interference both immediately after 

self-management interventions, and during the subsequent months and years (Mann, LeFort & 

VanDenKerkhof, 2013). Self-management interventions have also been tailored to specific 

populations based certain sociocultural determinants and shown to produce positive health 

outcomes among African-Americans and rural communities (Samuel-Hodge et al., 2009; Flood, 

Hawkins, Rohloff, 2017). However, there is limited research looking specifically at the 

effectiveness of self-management programs for individuals suffering from chronic pain (Miller, 

MacDermid, Walton & Richardson, 2015; Du et al., 2011).  

Self-management programs are continually being designed, evaluated, and implemented both 

across multiple chronic illnesses and targeting specific chronic diseases. From the various 

examples discussed above, it is clear that self-management intervention is a way to strengthen the 

health-care system, by improving health status of individuals and reducing costs. Self-management 

interventions also take the other aspects of the CCM into consideration.  
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1.5 Barriers in Management of CP within Primary Care 

1.5.1 Training and support 

Pain is one of the main reasons that would motivate an individual to seek medical attention. A 

study conducted in America revealed that chronic pain is in fact the most commonly cited 

complaint, reported by 40% of patients seen in primary care facilities. Compared to pain specialists 

who treat 2% of chronic pain patients, primary care physicians treat approximately 53% of chronic 

pain patients (Breuer, Cruciani & Portenoy, 2010). Primary care providers are at the frontline in 

dealing with management and care, handling the great majority of chronic pain patients in Canada 

(Boulanger, Clark, Squire, Cui & Horbay, 2007; Reid et al., 2002). A study measuring the number 

of chronic pain patients seen at the primary care level concluded that on average family 

practitioners in Canada see 45 chronic pain patients per month, of which 83.3% of the patients had 

non-cancer related pain (Morley-Forster, Clark, Speechley & Moulin, 2003). Looking deeper into 

the care that patients receive at the primary care level, the literature demonstrates that patients have 

unsatisfactory pain and quality of life outcomes (Agence d’évaluation des technologies et des 

modes d’intervention en santé (AETMIS), 2006). It is therefore unsurprising that the large majority 

of physicians (68%) believe that chronic pain is not well managed in Canada (Morley-Forster et 

al., 2003; Boulanger et al., 2007). Some consequences they identified included severe mental 

health problems, increased drug addiction and increased use of the health care system (Morley-

Forster et al., 2003). Here, we will discuss barriers that exist for primary care providers to provide 

the necessary care and support that individuals with chronic pain need when managing their 

condition.   

While frontline primary care providers manage the great majority of chronic pain patients, their 

training and education in this field is comparatively limited (Lavis & Boyko, 2009).  In 2017, the 

Association of Faculties of Medicine of Canada conducted a survey across all 17 Canadian medical 
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universities in response to the recent opioid crisis. After reviewing the curricula of all the 

universities to assess the teaching surrounding pain management, the expert panel concluded that 

future physicians are ill-prepared to manage chronic pain. According to the conclusions of the 

review, training and education in “pain, addiction to pain medication and pain management are 

not adequately or consistently addressed in undergraduate or postgraduate curricula in Canada…” 

(The Association of Faculties of Medicine of Canada, 2017) Additionally, primary care physicians 

have reported a knowledge gap in the management of chronic non-cancer pain within primary care, 

with majority citing an improvement in education of physicians as a strategy to improve this 

(Morley-Forster et al., 2003; Lalonde et al., 2015). Lalonde et al. held focus group discussions 

with various primary care professionals, patients, and family members to explore their ideas 

regarding challenges in the management of chronic pain in primary care. Participants consistently 

reported a lack of training on pain management as “…primary care does not understand what 

specialists ask, and patient is caught in this mess…” (Lalonde et al, 2015). Evidently, there is 

insufficient training to provide supportive and appropriate care for chronic pain patients. 

Furthermore, providers are not only unsatisfied with their training in chronic pain management, 

but also are reportedly unsatisfied wither their treatment of chronic pain patients (Upshur, 

Luckmann & Savageau, 2006).  

There doesn’t appear to be one set approach to chronic pain management. Rather, “… A 

challenge underlying the overall availability and accessibility of effective approaches to chronic 

pain management is that healthcare providers have divergent approaches to practice….” (Lalonde 

et al., 2015). The personalized approach of care required when managing chronic pain, combined 

with the variability in approaches available when managing chronic pain, makes the health care 

provider’s ideas and beliefs about effective management options very important. Additionally, 

while evidence-based guidelines exist to support the assessment and treatment of chronic non-



        

 

 

14 

cancer pain, primary care providers report having limited knowledge about these guidelines 

(Lalonde et al., 2015).  Therefore, members of the pain management community including primary 

care providers have highlighted one of the major obstacles they face as “lacking connections with 

everything”, feeling isolated and without the necessary support system to fully support their 

patients- “work in silos” (Lalonde et al., 2015).  

The traditional health system is not structured in a way that addresses all the needs of a chronic 

pain patient. One way the medical system has adapted to provide care that addresses the needs of 

the chronically ill is through the creation and development of integrated care teams. In Ontario, 

Family Health Teams (FHTs), which consist of health professionals from different disciplines, 

exist to allow for collaborative care within primary care (Rosser, Colwill, Kasperski & Wilson, 

2010). FHT were developed so that healthcare providers could assist one another in providing 

integrated and coordinated care to better manage chronic conditions, so as to avoid the issues that 

arise when working in silos (McColl et al., 2009). Despite such efforts, care needs clearly exceed 

the current management practices in primary care. One such presentation of this is evidenced as 

patients suffering from chronic pain largely have other co-morbidities (Butchart, Kerr, Heisler, 

Piette, Krien, 2009). For example, a growing body of literature has shown that the comorbid nature 

of chronic pain and depression is considerable (Bair, Robinson, Katon, Kroenke, 2003; Rayner et 

al., 2016). A study in Alberta showed that of the individuals diagnosed with depression, 4% 

reported having no pain compared to 25% who had severe pain (Health Surveillance, Alberta 

Health, 2006). The high prevalence of comorbidities among patients with chronic pain can 

decrease the applicability of clinical guidelines (Guthrie, Payne, Alderson, McMurdo & Mercer, 

2012). In order to comprehensively address the gaps in current health care system, further research 

on managing chronic pain in multimorbid patients is required. Additionally, while FHTs are 

important for the management of chronic conditions, the intricacies made apparent through the 
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comorbidities of the population suggests a demand for a specialized approach. An investigation 

looking at how a specialized provision of primary care, with a nurse-practitioner led model of care, 

created an improvement in the management of senior care had also highlighted high comorbidities 

as one of the challenges within “…primary care, which is designed to provide acute and episodic 

care…” (Parsad et al., 2014). Overall, current management practices demonstrate that primary care 

is poorly resourced to provide efficient care for chronic pain patients as primary care providers 

have limited knowledge and supports in the field. 

1.5.2 Waiting times 

There is ample evidence to demonstrate that a multidisciplinary approach produces several 

benefits for chronic pain sufferers in terms of improved function scores and coping behaviors 

related to their pain (Scascihini, Toma, Dober-Spielmann, Sprott, 2008).  Having established that 

chronic pain is indeed complex, as it is propagated by social, biological and psychological factors, 

it would be fitting for its treatment to target all these factors- a strategy used in multidisciplinary 

pain treatment facilities (MPTF) (Fashler et al., 2016). Multidisciplinary treatment is considered 

to be the most optimal because of the negative effects chronic pain has on both the physical and 

psychosocial well-being of a patient (Gureje, Von Kroff, Simon & Gater, 1998). Leading bodies 

of pain research, such as the International Association for the Study of Pain  (International 

Association of Pain (IASP), 2009), have also identified that the multidisciplinary treatment 

paradigm as the most ideal approach for chronic pain patients as they reduce both direct and 

indirect costs to the healthcare system (Weir, Browne, Tunks, Gafni, Roberts, 1992; Lynch et al., 

2007). 

Canadians with chronic diseases have identified that accessing care is a challenge they face as 

part of their day to day reality. Looking deeper at this issue, the most common reason for this was 

reported to be waiting too long for their appointments (Health Council of Canada, 2007). Wait 
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times are important to consider because timely access to care is an important factor in improving 

quality of life for the chronic pain sufferer. The impact of a wait time even as short as three months 

is severely debilitating to the chronic pain sufferer with reports of both increased emotional distress 

and pain severity (Choinière et al., 210). Compared to seven other Commonwealth Fund countries, 

Canadians reported the longest wait time to see a doctor with Canada being ranked as having the 

greatest wait times to see a specialist (Schoen et al., 2007).    

Although multidisciplinary pain centers and multidisciplinary pain clinics dedicated to the 

management of chronic pain do exist, they have been deemed inadequate given the burden of 

disease in Ontario (Morley et al., 2003). To begin with, geographic maldistribution of these MPTFs 

is one of the major obstacles that a chronic pain patient who lives in a more rural or less urban 

setting faces. A study examining the different challenges that Canadian chronic pain sufferers face 

revealed that 98% of these facilities operate in mid-sized urban cities and 82% in major 

metropolitan cities (Peng et al., 2007). As a result, a large majority of the population is left 

underserved by these facilities and as was previously discussed, they have to rely on their primary 

care provider or family physician for care (Peng et al., 2007).The Canadian Pain Society and the 

Canadian Anesthesiologists’ Society worked together to establish a benchmark wait time for 

chronic pain treatment which has been set to no longer than six months (Wait Time Alliance, 2014). 

According to the evidence, patients experience a significant health deterioration when waiting six 

months or longer for an appointment (Lynch et al., 2007; Lynch et al., 2008). Following this, a 

survey of the MPTFs in Canada was conducted to assess wait times, which were found to range 

from six months to five years (Peng et al., 2007).  As Canadian MPTFs are not well equipped to 

handle the burden of chronic pain (Peng et al., 2007; Choinière et al., 2010; ), this paper presents 

a readily available comprehensive, intervention within primary care that could possibly alleviate 

this burden.  
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Patients who receive care in a timely manner can avoid several complications (Schoen, Osborn, 

How, Doty, Peugh, 2009). More specifically, those suffering from chronic pain with poor access 

to pain treatment experience decrease in function, deterioration of psychological well-being and 

overall lower quality of life with the inability to participate in leisure activities (Lynch et al., 2008). 

The conclusions drawn from a recent survey, conducted in 2017, were consistent with those of 

previous studies- wait times for care far exceeded what patients viewed as being acceptable (Liddy 

et al., 2017). As the patient perspective is central in making any improvements to current delivery 

of care, it is important to highlight that their needs are not being met. Understanding that the 

patients are not satisfied with current standards regarding wait times, facing problems of anxiety, 

increased hospital and emergency department visits, and reduced ability to participate in day-to-

day activities, further highlights the need for a new and innovative chronic pain strategy in Canada.  

 

1.5.3 System level challenges 

The current Canadian health care system excels at addressing acute illnesses (Veteran Affairs 

Canada and Canadian Academy of Health Sciences, 2017; Nelson et al., 2014; Nasmith et al., 

2010). It is organized to respond very efficiently to illnesses that are urgent and short-term. These 

acute illnesses typically and ideally result in a cure as the treatment outcome. Chronic illnesses, 

on the other hand, are long term and goals of care are aimed toward improving quality of life, 

enhancing function, reducing stress and pain and preventing secondary illnesses (Grumbach, 2003). 

The model of healthcare doesn’t sufficiently prioritize the needs of chronic pain patients as it is 

primarily a volume-driven, episodic, health system (Nelson et al., 2014). The underlying issue here 

is that healthcare planning is based more on traditional service delivery rather than the needs of 

the population (Tomblin Murphy & MacKenzie, 2013). In order to have a system of care that is 

effective and equitable, it is essential to look at how to best prioritize and meet the healthcare needs 
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of the population (Tomblin Murphy & MacKenzie, 2013). However, historical and political 

aspects are taking precedent and ultimately affecting the way that healthcare is delivered in Canada. 

In 2011, the Canadian Academy of Health Sciences put together an assessment of the healthcare 

system to highlight issues surrounding chronic disease prevention and management to improve 

outcomes for patients by providing more efficient models of healthcare (Nelson et al., 2014). 

According to the report, there is an inconsistency in the way the healthcare system has developed 

as, “…health and health care needs have changed, yet corresponding scopes of practice and to a 

certain extent models of care, have not changed…” (Nelson et al., 2014). Here we will discuss the 

different aspects of the Canadian and more specifically, Ontarian health care system that make it 

difficult to provide efficient care for chronic pain sufferers. 

 

1.5.3.1 Fragmentation of Care 
As was previously established, MPTF are considered an effective treatment paradigm for chronic 

pain. The needs of chronic pain patients are best met with a multidisciplinary approach to pain 

management. This highlights the importance of inputs from different health professionals due to 

the complex nature of chronic pain. Despite this, healthcare delivery in Canada is fragmented 

(Wilson, Lavis, Moat & Guta, 2016). This has come into effect due to various structural and 

financial policies in place which have created barriers between care professionals (Nolte et al., 

2012). One example of this are the barriers separating primary care from secondary care (Glasby, 

Dickinson & Peck, 2006; Nolte et al., 2012). Multimorbidity is the most common chronic 

condition experienced by adults (Tinetti, Fried & Boyd, 2012). As a result, when considering a 

patient with chronic pain they likely have other comorbidities (Sharpe et al., 2017). However, these 

care providers are most likely work in different places, and have no communication regarding the 

patient’s care (Tinetti et al., 2012; Wilson et al., 2016). These patients are left to navigate 
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themselves in a system with poor care coordination, seeing multiple care professionals which only 

increases the risks of clinical errors (Schoen et al., 2009) on top of managing their day to day life 

with this condition on their own (Wilson et al., 2016).  

Majority of chronic pain patients have to rely on primary care providers. A study done in Toronto, 

looking at the factors of referral by family practitioners showed that one third of the respondents 

referred more than thirty patients every year to tertiary pain clinics (Lakha et al., 2011). A separate 

study also conducted a survey among chronic pain patients to understand their experience at pain 

clinics and found that nearly half of the respondents were referred to that pain clinic by a different 

specialist (Liddy et al., 2017). Future consequences of this specialist-to-specialist referral 

including the inability of the PCP to remain in the conversation, a lack of communication between 

care providers (Lalonde et al., 2015), which could later worsen patient outcomes (Liddy et al., 

2017). Patients could get lost in the system as a result of this triage. A study done in Montreal was 

looking at the different challenges to improving the management of CNCP in primary care 

(Lalonde et al., 2015). The barriers identified included physicians feeling isolated in managing 

CNCP, having inefficient record management and difficulties in accessing health professionals 

and services (Lalonde et al., 2015). There is a need to integrate care around the patient to have a 

delivery system that prioritizes the needs the chronically ill so as to address such barriers. The 

importance of care coordination is further highlighted in a study that examined the longevity of 

improvements seen for patients after they were referred to specialty clinics. It was found that after 

only a few months, most of the patients returned to their original level of functioning (Every, 2007). 

Overall, patients are left to navigate themselves within a health system in which they get triaged 

continuously, causing frustration, diminishing health outcomes, and creating a loop of redundant 

and reactive work. As a result, having a delivery of care that prioritizes care coordination is of 

great importance to the health and well-being of the population.   
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Being isolated when providing care to those with multiple chronic conditions can be very 

challenging (Lalonde et al., 2015). For example, a specialist might see a specific outcome of 

particular importance because that is their particular area of expertise. Yet, patients with chronic 

diseases are complex in that they have competing health outcomes all of which require attention 

(Wilson et al., 2016). For this reason, it is that much more important to have collaborative care 

that is both readily accessible and patient centered.  

1.5.3.2 Limited Time with Care Providers 
The majority of chronic pain sufferers get medical attention from their primary care providers 

(Peppin, Cheatle, Kirsh & Mccarberg, 2015). This means that within the average 15 to 20-minute 

appointment, there has to me some form of meaningful self-management support (Every, 2007).  

It has been shown that time has been a limitation in providing preventative services within primary 

care (Yarnall, Pollak, Østbye , Krause & Lloyd Michner, 2003). The appointment times are clearly 

not sufficient for providing comprehensive care. Short appointments would only work when 

clinicians aren’t expected to do as much work. However, with the rise of chronic conditions, the 

complaints presented within primary care settings are becoming increasingly complex while 

appointments have only become 1 or 2 minutes longer (Mechanic, McAlpine & Rosental, 2001). 

This mismatch in between the increasing workload and short appointment duration makes it 

difficult to provide the much-needed personalized care for patients with chronic diseases.  

While it is impossible to reduce the amount of complaints presented during an appointment, it is 

possible to disseminate and share responsibilities with the rest of the care team such as nurses 

(Linzer et al., 2015). Looking at self-management specifically, when healthcare professionals were 

asked about the barriers to providing self-management, majority of their responses pointed toward 

a lack of time during their appointments with patients (Roberts, Younis, Kidd & Partridge, 2013). 

As a result, to account for the increasing complexity of complications presented in primary care, 
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such as chronic pain, this thesis looks at the potential benefits of providing team-based care to 

mitigate barriers including brief appointment times with clinicians. The intervention employed 

concentrates on providing patients with sufficient time, so they feel heard and are active 

participants in their care.  

 

1.5.3.3 Fee for service model 

The payment method that is used within the healthcare system is referred to as “fee for service”, 

as healthcare providers receive payment for the service they deliver. In Ontario, it is the main 

payment method used to compensate many primary care physicians, making up 72% of payments 

in 2015(Ontario Ministry of Health and Long-Term Care, 2017; Mattison & Wilson, 2017). The 

problem with this traditional payment system is its failure to prioritize the current needs of the 

population. For example, fee-for-service payment results in increased physician services 

disregarding the quality of the health outcomes (Mattison & Wilson, 2017). The priority is not 

placed on providing integrated care that seeks to improve quality of care for the patient. The 

complexities of the needs of the chronically ill are not met by the fee for service model as they 

require sustained collaborative care (Mattison & Wilson, 2017). Rather, this fee-for-service system 

is not constructed to give comprehensive care and “…has left primary care providers feeling like 

they are on an assembly line rather than engaged in a mission to heal the sick and prevent serious 

illness…” (Linzer et al., 2015). A study was performed to compare four different models of 

primary health care: fee for service, capitation, blended payment and community health centers 

(CHCs). Of these, it was found that chronic diseases were managed best under the CHC model, 

which prioritizes longer appointments and collaborative care (Russell et al., 2009). In Ontario, 

medical care is publicly funded, so individuals do not have to pay out of pocket for services 
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performed by physicians in hospitals (Wilson et al., 2016). However, services provided by allied 

health professionals and other healthcare providers such as dieticians are not covered by the 

government of Ontario (Wilson et al., 2016). As a result, providing integrated care that is 

collaborative across disciplines is not incentivized by the payment model. Rather, the fee-for-

service model could go so far as encouraging further isolation of primary care physicians.  

Implementing new payment systems to have longer appointments with primary care physicians is 

complicated and would require the collaboration of different sectors (Linzer et al., 2015). Instead, 

this paper focuses on a strategy that could possibly improve outcomes without increasing costs 

while prioritizing patient health outcomes.  

In conclusion, access to pain treatment is deemed a fundament human right. However, as we have 

examined, there are significant challenges in the delivery of effective chronic pain treatment in 

Canada. Reasons include the burden placed onto primary care providers with limited knowledge 

in the field, the long wait times, and system level challenges within our healthcare system that 

make it difficult to provide accessible, integrated and well-coordinated continued care for chronic 

pain sufferers. Each reason feeds into the other and studies have identified that because current 

strategies are ineffective, possible interventions within primary care need to be investigated 

(Nelson et al., 2014: Choinière et al., 2010). 
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2 HYPOTHESIS 

 

The barriers examined previously shows the gaps in the healthcare system for CP patients and their 

providers, which in turn places a lot of the responsibility on patients to manage their chronic 

conditions (Kawi, 2013).  As a result, adding to previously discussed evidence, provision of self-

management support becomes that much more important as interventions for chronic illnesses. 

Patients with self-management support from health care professionals have been shown to have 

better chronic pain outcomes (Kawi, 2013; Wagner et al., 2001, Watts et al., 2009)  

 There are several members in a health care team that could provide the self-management 

support for the chronic pain patient. For example, studies have looked at pharmacist-led 

interventions for chronic pain management (Suh, Bartlett, Inguanti & Folstad, 2004; Phelan, Foster, 

Thomas, Hay, Blenkinsopp, 2008). Most disease management programs involve nurses as case 

managers to facilitate patient education and monitor disease outcomes (Matthias et al., 2010). Case 

management led by nurses has also been investigated as a possible avenue to meet the complex 

needs of the CP patient population with its innate capability of providing integrated care. When 

case management is available in the primary care setting it allows for better collaboration between 

the case management nurse and the primary physician as well as ensuring coordination of care and 

continuity of care for the patient (Schraeder et al., 2008; Chouinard et al., 2013). Evidence shows 

that nurses, including Registered Nurses (RNs) and Nurse Practitioners (NPs), functioning as nurse 

care managers lead to a highly satisfied patient population (Matthias et al., 2012).  Patients 

attributed a lot of their positive comments to the nurses and negative ones to their physicians, 

drawing Matthias et al. (2012) to conclude that a possibility exists to provide “…a self-

management program that empowers patients to take ownership of their pain and its management, 
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coupled with regular encouragement and support from NCMs [which] may fill a void in patients’ 

chronic pain care”. Nurses are uniquely positioned to develop the required partnership with the 

patient, in a way that is supportive, empathetic and educationally beneficial to result in constructive 

change to the healthcare system (Grady & Gough, 2014; Battersby et al., 2010; Drofllinger, Kerns 

& Auerbach, 2013). Primary care nurses have been shown to have success in leading and providing 

self-management education program for conditions like diabetes (Tshiananga et al., 2012). Despite 

all these benefits, nurses have been largely underutilized for chronic pain and there are only a few 

studies that investigate this opportunity for chronic pain, within a primary care setting (Lukewich, 

Mann, Vandenkerkhof & Tranmer, 2015; Abdul Hadi, Alldred, Briggs & Closs, 2012). One study 

conducted in Ontario, Canada in 2015 concluded that one of the main opportunities that exist for 

primary care facilities to provide self-management support is by optimizing nursing roles 

(Lukewich et al., 2015).  

Since nurses are optimally positioned within primary care facilities to provide self-management 

support for chronic pain (Lukewich et al., 2015), would this translate to improved chronic pain 

outcomes?  Even though it is an area of increased interest, there is little knowledge surrounding 

the effectiveness of a Registered Nurse (RN)-led chronic pain self-management program within a 

primary care setting. Additionally, nurses working within a multidisciplinary team based care have 

demonstrated improved patient, health system and provider outcomes (Körner et al., 2016). Hence, 

the program intervention while being led by an RN, will function as a multidisciplinary team. The 

current study seeks to investigate the link between the RN-led program and chronic pain outcomes. 

The primary hypothesis of this study was that the RN-led chronic pain self-management program 

would lead to improved chronic pain outcomes.  
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3 OBJECTIVES 

An RN led Chronic Pain SMS Program was initiated in January 2016 at the Bruyère Family Health 

Team. The program was run by an RN, working with a multidisciplinary team including a family 

physician, targeting chronic pain. The objectives of this study were two-fold:  

Quantitative: Evaluate the nurse-led chronic pain management program to determine its 

effectiveness in terms of self-reported pain scales 

Qualitative: Understand the perspectives of health care practitioners, administrators and patients 

within the RN led Chronic Pain SMS Program 

4 RESEARCH DESIGN AND METHODS 

 

This thesis seeks to assess the qualities of the Chronic Pain SMS Program at the Bruyere Hospital 

by engaging in two methodologies. First is a secondary analysis of existing patient data collected 

by the managing nurse of the intervention. In this analysis, success rates and patient trajectories 

were mapped and quantified. The second method involves primary collection of opinion and 

experience qualitative data from stakeholders of the program. Below, the intervention, data sources 

and analysis plan are detailed. 

 

4.1 Intervention 

The Chronic Pain SMS Program at Bruyère Family Health Team Setting:  

The program was based at the Bruyère -Family Health Team in downtown Ottawa within the 

Bruyère Continuing Care Hospital. The Family Health Team has two sites which share a single 

electronic medical record. Multidisciplinary team members work across both sites and include a 



        

 

 

26 

pharmacist, social worker, dietician, and kinesiologist. The payment in the FMC is capitation based 

where providers receive a monthly comprehensive care capitation payment for all enrolled patients. 

This is in contrast to fee-for-service where providers are paid for each face to face visit with the 

patient. The patient population at the FMC is 16,000.  

4.1.1 Participant Identification 
 Patients were identified as eligible for the program either through a referral by one of their 

providers or through a search of the electronic medical record (EMR). Using the EMR, eligible 

patients were identified using the following criteria: 

1. At least 18 years old AND at least one of the following criteria: 

2. Fibromyalgia or FM in) OR  

3. The words “chronic” and “pain” in the CPP (i.e. “chronic pain”, or “chronic neck pain”, or 

“chronic pelvic pain” etc. OR  

4. On a long acting narcotic (for the purposes of pain control)  

Cancer patients were excluded from participation in the program as it was focused on chronic 

non-cancer pain. Physicians also referred their patients to the RN based on which patients they 

believed would benefit the most from the program. These patients were only deemed eligible by 

the RN for the program if they met the criteria mentioned above. The program was offered in both 

English and French so patients needed to have a working understanding of either language or had 

to bring someone (usually a family member) for translation purposes, to be enrolled into the 

program.  

4.1.2 Program Elements 
The chronic pain SMS program is built on evidence based self-management tools and 

principles. The key people in the program are the SMS RN, the most responsible provider (either 

a family physician or a nurse practitioner), the interdisciplinary team members (pharmacist, social 
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worker). In addition, the program included a physiatrist from the Bruyère Continuing Care hospital 

who has a specialization in chronic pain care.  

Eligible patients are offered the program and those who participate meet with the RN for initial 

one hour face-to-face visit. The number of follow-up visits varied per patient. Follow ups would 

be three months after their first appointment, so as to allow patients to make any relevant lifestyle 

changes before their next appointment. However, since the program employs a patient-centered 

approach, appointments would also be booked on the basis of a patient’s request. Therefore, the 

number of appointments after their first three-month follow-up appointment would vary based on 

the patient’s needs.  

4.1.3 1st Appointment 
During their one- hour appointments, the chronic pain RN assessed each patient’s baseline pain 

intensity- using the Numerical Rating Scale (Haefeli & Elfering, 2005), baseline functionality and 

pain interference- using the Brief Pain Inventory (Poquet & Lin, 2015), and baseline confidence- 

using the Confidence Scale (Bodenheimer, Lorig, Holman & Grumbach, 2002) and demographic 

characteristics. Self-management education focuses largely on the concerns the patient has (Lorig 

& Holman, 2003), and while patients may share similar concerns as they all have the same chronic 

disease, each patient has unique challenges and require an individual assessment. Each patient 

receives self-management education, during this 1-hr appointment, on chronic pain using the 

Patient Explanation Treatment Diagram (PETD) tool (Finestone, Yanni & Dalzell, 2015) (see 

Appendix C for diagram). This is a 1-page diagram that gets filled out during the first appointment. 

It enables the patient and RN to engage in patient-centered communication and shared decision 

making, regarding the various causes of their chronic pain, noting down specific examples in their 

life. They go through all the risk factors (health-related habits, sleep, exercise, ergonomics and 

psychosocial factors), discussing any possible clinical recommendations they could carry out. 
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Following this, the patient is asked if they want to set a goal. Goal setting is an integral part of 

SMS (Langford, Sawyer, Gioimo, Brownson & Toole, 2007; DeWalt et al., 2009; Lorig & Holman, 

2003). Another recorded variable during the appointment is the patient’s Morphine Equivalence 

Quotient (MEQ) which might also be more commonly referred to as the patient’s Morphine 

Milligram Equivalent (MME). Opioids come in different forms which could influence how much 

is needed to be taken to get the desired analgesic effect as a result comparing them can only occur 

once their “mg MEQ” is calculated. “‘mg MEQ’ stands for ‘milligrams of morphine or equivalent’, 

and is a standardized measure of the total amount of opioid dispensed on a single prescription or 

more broadly into the community” (Gomes, 2017b). Essentially, it is the total daily dose of opioids 

that the patient is on which is essential information in managing and tapering the dosage (American 

Academy of Family Physicians, n.d.).   

4.1.4 Follow-up Appointment  
At the follow up visit, patients were subsequently assessed for changes in goal status, MEQ, 

perceived pain (NRS and BPI scores), and confidence in pain management which occurred. All 

changes were recorded and consistently updated by RN immediately after the appointment. 

Referrals were also offered by the RN to the patient with members of the multidisciplinary care 

team as needed. For example, if a patient presented with mental health comorbidities, they would 

be offered an appointment with one of the social workers who provide counseling services. Figure 

1 summarizes a general layout of the program.  
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Figure 1: Overview of Chronic Pain SMS Program 

 

Patient presents 
with Chronic Pain 

• Electronic Medical Record Registry at Bruyère Hospital used to identify patients based on criteria below

Patient fits Criteria 
for Chronic Pain 
disease registry

• Over 18 years old and at least ONE of the following:
• Fibromyalgia or FM in Cumulative Patient Profile (CPP) OR 
• The words "chronic" and "pain"in the CPP (ie: "chronic pain" but also "chronic neck pain" "chronic pelvic pain" etc OR
• On a long acting narcotic 

Physcians
identified specific 

patients 

• Physicians referred patients based on which patients they believed would benefit the most

Before 1st 
Appointment

• RN performs detailed chart review

During 1st 
Appointment

• Review patient history and risk factors 
• PETD tool used to discuss how risk factors affect patient's pain (patient education)
• Assessment tools used to evaluate pain and impact on function
• Care plan is developped with patient (set goals)
• Referral to other members of interdisciplinary team as required

Follow up visit(s) 

• Assessment tools are used to track progress (changes in outcome measures are checked)
• Any adjustments to treatment plan is made
• Referral to other memebrs of interdisciplinary team as required
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5 RESEARCH ETHICS 

 

Ethical approval was granted from the University of Ottawa, Office of Research Ethics and 

Integrity and the Bruyère Continuing Care Research Ethics Board. Patients were informed about 

the purpose of the survey and gave their consent prior to participation. 

Reb Protocol # M16-17-041 

 

6 DATA ANALYSIS 

 

This paper employed mixed methods with both qualitative and quantitative approaches. These are 

detailed below.  

6.1 Secondary Data Analysis 

6.1.1 Analysis  

A secondary analysis was conducted in 2018 from data collected during the RN-Led Chronic Pain 

Self-Management Program. Data collection tends to be the most time-consuming and expensive 

part of most primary research. Using secondary data analysis here would allow the use of existing 

data to answer our research question, requiring less time and money as the data was readily 

available. 

The data used for the secondary data analysis ran from January 2016 to August 2018. The data 

was coded and analyzed; the statistical software used was SPSS (version 25.0; IBM Statistics). 

Statistical methods of descriptive statistics (including mean, standard deviation, and frequency 
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distribution), t-test, chi-square test, one-way ANOVA (analysis of variance), and spearman 

correlation tests were used. This portion of the study is statistically exploratory, with no a priori 

expectations. Hence all possible bivariate relationships are considered.  

6.1.2 Hypotheses  

The secondary data analysis tested the following hypothesis: 

(a) Participants who completed the program (had at least one follow up appointment) 

would report positive changes in self-reported scales, with a decrease in NRS, increase 

in functionality (decrease in BPI), increase in confidence score and decrease in MEQ 

6.1.3 Measures- Outcome Variables   

The primary outcome measures of interest were:  

• Numerical Rating Scale (NRS)  

• Confidence Level Scale  

• Brief Pain Inventory (BPI)   

• Morphine Equivalence Quotient (MEQ)  

All three measures of interest were self-reported scales which have all been clinically tested and 

are validated pain scales (Younger, McCue & Mackey, 2009).  

6.2 Primary Data Collection  

6.2.1 Design and Survey Instrument  

An online survey method was chosen for the qualitative portion of the study. A survey was selected 

for this study as it ensured quick data compilation, being easy to administer which made it cost-

effective. The fact that it was administered online, through Surveymonkey.com, allowed 

participants to access it regardless of geographical location allowing for efficient and rich data 
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collection (Jones, Baxter & Khanduja, 2013; Heen, Lieberman & Miethe, 2014). Online surveys 

have the disadvantage of limiting participation from individuals without internet access. Therefore, 

interested participants who couldn’t access the survey online were sent physical copies of the 

survey through mail so as to increase participation.  

A questionnaire was designed specifically for the purposes of this study. These questions were 

developed using surveys that have been developed to measure self-management support: 

Assessment of Chronic Illness Care (Bonomi, Wagner, Glasgow & VonKroff, 2002), Patient 

Assessment of Care for Chronic Conditions (Glasgow et al., 2005) and the Assessment of Primary 

Care Resources and Supports for Chronic Disease Self-Management (Brownson et al., 2007). All 

questions were reviewed and ethics approval was obtained from The Review Ethics Board at 

Bruyère and the University of Ottawa Office of Research and Ethics.  

6.2.2 Setting  

As previously mentioned, the Bruyère Family Health Team has a team of varying professionals 

from physicians, registered nurses, nurse practitioners, physiotherapists, to social workers, 

administrative support staff and many other health care professionals who all work collaboratively 

to provide coordinated care within the primary care facility.   

6.2.3 Participant Recruitment and Sampling 

There were three different surveys designed for three different groups of participants: 

1. Patients 

2. Clinicians (Medical Doctors/ Nurse Practitioners)  

3. Administrators (RN/ Clerk/ allied health professionals/ administrative staff)   

The target population here were all the members of the Family Health Team (FHT) at Bruyère, 

dividing them into three main groups. The purpose of dividing them and having three different 
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surveys was to ask questions that would pertain to the groups specifically. This was done so that 

the research objective of understanding each group’s perspective on a deeper and more valuable 

level to better guide the future of the program. For example, clinicians were grouped as Medical 

Doctors (MD) or nurse practitioners (NPs) because of their shared ability to prescribe drugs, and 

were asked questions which delved into this while RN’s were part of the administrative survey as 

they cannot prescribe drugs. There were two approaches that were utilized to recruit participants 

for the surveys. For the clinicians and administrative staff, the flyer and recruitment preamble were 

included in the weekly newsletter that circulates among hospital staff. Reminders were also sent 

through emails and announcements were made at staff meetings. For patients, following the ethics 

guidelines, the RN who leads this Chronic Pain Self-Management Program sent them all an email 

outlining the research survey. Patients interested in participating were asked to email her back at 

which point she would send them the link to the online survey or the paper-copy through mail (see 

Appendix for flyer and recruitment texts). The paper-based option for the surveys was offered for 

patients due to low participating rates.    

 For the qualitative portion of the study had a total of 36 participants. An online survey was 

administered through “surveymonkey.com” and paper copies were sent through mail, where 

applicable.   

6.2.4 Strength Weakness Opportunities and Threats (SWOT) Analysis 

In order to maintain and possibly improve healthcare organizations, assessments of these 

organizations must be made on a continuous basis. All healthcare organizations have weaknesses 

and strengths that are unique to that particular organization. While there are numerous ways to 

evaluate performance, the measurement tool employed here was a survey. The goal of the survey 

was to analyze the responses to determine where adjustments need to be made within the Chronic 

Pain Self-Management Program through a SWOT- analysis framework. As a result, the questions 
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were made with the intention of identifying internal and external factors that affect the performance 

of the program, to make future adjustments.  

SWOT analyses were initially intended for use in the business field for strategic planning purposes, 

which is “…the process by which an organization determines its future overall direction and 

defines the actions that will shape it…” (Balamuralikrishna & Dugger, 1995; Harrison, 2010). 

However, recently SWOT analyses have gained momentum in other fields as evaluation tools that 

focus on strategic planning, and establishing priorities (Skinner, Hanning, Sutherland, Edwards-

Wheesk & Tsuji, 2012). In healthcare, SWOT analyses are recently being used to evaluate certain 

health services. A study was conducted by Toivanen, Lahti and Leino-Kilpi (1999) to assess the 

relevance of SWOT analysis as a tool to measure the quality of a specific health service. They 

concluded that SWOT analysis “…provided more structured interpretation of the results, and can 

be more easily transferred to development of services” (Toivanen, Lahti & Leino-Kilpi, 1999). 

Essentially, the study showed that compared to the conventional analysis, a SWOT analysis is 

more beneficial in setting priorities and outlining goals for quality improvement within healthcare 

(Toivanen, Lahti & Leino-Kilpi, 1999; Skinner et al., 2012).  

 The primary goal of strategic planning is to assess the internal and external environment for 

helpful and harmful features to the objective at hand. This is illustrated in Table 3, adapted from 

Harisson (2010). SWOT analysis is a qualitative method and one of the most useful tools in 

strategic planning as it looks at the strengths, weaknesses, opportunities and threats of a program 

or organization so as to critically assess programs or organizations and provide future 

recommendations based on the four aspects. Harrison (2010) defines SWOT analysis as “an 

examination of an organizations internal strengths and weaknesses, its opportunities for growth 

and improvement, and the threats the external environment presents to its survival. Originally 

designed for use in other industries, it is gaining increased use in healthcare…” Strengths and 



        

 

 

35 

weaknesses are based on the internal environment as they are made up by the program’s goals, 

resources, and competencies. This identifies the core strengths that the program can capitalize on 

and the essential areas of improvement.  The opportunities and threats are external factors, which 

are based on the political, economic, cultural and legislative environment that affect the program 

to either present obstacles or help accomplish its objectives. The SWOT-analysis is based on data, 

which in this case is collected through surveys, and “…. the conclusions drawn from SWOT 

analysis are [based on] an expert opinion of the panel…” (Harrison, 2010). For the purposes of 

this paper, the panel will be the author with contributions from the advisory committee. With this 

type of analysis, the rationale behind placing certain themes in one box over the other are based 

on what the organization deems most important (Toivanen, Lahti & Leino-Kilpi, 1999). In other 

words, the conditions are based on the priorities set by the Chronic Pain Self-Management program, 

which were clearly outlined as the main objectives of the program.  
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Table 1: Example of SWOT Matrix 

 Helpful to Objective Harmful to Objective 

Internal 

Origin 

 

STRENGTH 

 

WEAKNESS 

External 

Origin 

 

 

OPPORTUNITY 

 

THREAT 

 

In evaluating the different functional areas of the program performance, three different surveys 

were created to pertain to a specific population. Clinician’s and administrator’s survey questions 

were developed with help from Assessment of Chronic Illness Care (Bonomi et al., 2002), and the 

Assessment of Primary Care Resources and Supports for Chronic Disease Self-Management 

(Brownson et al., 2007), while patient’s survey questions drew on the Patient Assessment of Care 

for Chronic Conditions (Glasgow et al., 2005) . These are all validated tools examining self-

management support and were used as practical tools to help improve the program as a whole. 

Questions ranged from being scored on a Likert type (single questions) or Likert type (multiple 

item question), to open ended questions, as well as multiple choice questions. Open ended 

questions were used to collect quantitative data, while those based on the Likert scale were used 

to collect quantitative data. The survey was intended to explore the attitudes and perspectives of 

patients, clinicians and administrative/support staff who were in some way involved with the RN-

Led Chronic Pain Self-Management Program.  
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6.2.5 Data Analysis  

These surveys were intended to explore the attitudes and beliefs of healthcare providers, 

administrative staff and patients who were involved in the RN-led Self-Management Chronic Pain 

Program at the Bruyère Family Health Team. As the goal was to analyze results with a SWOT 

framework for future guidelines to improve the program, thematic analysis was conducted with 

the survey data by the lead researcher. The Likert questions and Likert-Type questions produced 

quantitative data and were analyzed accordingly.  Qualitative data was organized by hand. The 

analysis began with coding. The open question questions were coded individually by assigning 

words/ sentences into specific themes. Themes were identified using inductive and deductive 

reasoning. Subthemes were identified and categorized into major themes. Themes were derived 

from the data collected with the surveys and were categorized into a SWOT matrix. These would 

then help develop strategies to improve the program as a whole.  
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7 RESULTS 

7.1 Secondary Data Analysis: 

7.1.1 Participants  

A total of 125 patients were enrolled into the Chronic Pain Self-Management Program and seen 

by the RN. Their ages ranged from19 to 91 years (M=58.80, SD=16.42). Of these, 58 patients had 

at least one follow up appointment (46.4%) and were considered to have completed the program. 

The remaining 64 patients only had one appointment (51.2%), and 3 patients (2.4%) had booked 

a follow up appointment but had not yet been seen and reassessed at the time of the study.   

Table 2 : Summary of Participant Demographic Variables (N=125) 

Variable Range Mean (M) Standard 
Deviation 
(SD) 

Number 
(N) 

Percentage 
(%) 

Age (years) 19- 91 58.80 16.42   
Sex 
    Female 
    Male 

 
 
 

   
96 
29 

 
76.8 
23.2 

Had at least 1 
Follow Up Visit 
    Female 
    Male 
Had No Follow 
Up Visit 
    Female 
    Male 

 
 
 

 
 
 

  
 
46 
12 
 
48 
16 

 
 
79.3 
20.7 
 
75.0 
25.0 
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The tables below show the mean NRS, interference and confidence scores for patients at the first 

visit and the mean NRS, interference and confidence scores and MEQ for patients at the last visit 

with their corresponding standard deviations.  

 N Mean Std. Deviation 

NRS 1st Visit 87 5.94 2.118 

NRS Last Visit 52 5.81 2.368 

 

 N Mean Std. Deviation 

Interference 1st Visit 80 45.82 14.748 

Interference Last Visit 44 41.45 18.368 

 

 N Mean Std. Deviation 

Confidence 1st Visit 72 7.30 2.304 

Confidence Last Visit 34 7.32 2.041 

 

 N Mean Std. Deviation 

MEQ 1st Visit 23 75.00 160.91 

MEQ Last Visit 23 54.09 134.29 
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A paired sample T-test was conducted to measure the differences in MEQ and self-reported NRS, 

interference, and confidence before and after completing the program. This was the test chosen as 

the means are from the same population, but taken at different times. There was no statistically 

significant difference between the patient’s self-reported NRS, interference or confidence before 

and after completing the program. The differences between the two self-reported scores (first and 

last) are likely due to chance and not due to participation in the program. However, there was a 

statistically significant difference in the patient’s mean MEQ before and after the program (p= 

0.036). The results are summarized in table 3 below. 

Table 3: Patient Self-Reported Scores at First and Last Appointments 

 First Appointment  Last Appointment  p* 

NRS n Mean (SD)  n Mean (SD) 0.134 

87 5.94 ± 2.118 52 5.81 ± 2.368 

Interference 80 45.82 ± 

14.748 

44 41.45 ± 

18.368 

0.073 

Confidence  72 7.30 ± 2.304 34 7.32 ± 2.041 0.601 

MEQ 21 80.98± 167.46 21 57.10± 140.27 0.036 

 

*Comparison of difference between self-reported scores before and after completing the program; 

significance of difference from first appointment (p<0.05)  
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7.2 Outcome measures of interest:  

1. Numerical Rating Score (NRS): 52 patients had reported NRS at their first appointment 

and last appointment. 42.3% reported an improvement in their pain NRS.  

a.  There was no statistically significant difference (p= 0.134) between the patient’s 

self-reported NRS before and after completing the program. 

2. Interference Score: 44 patients had reported interference score at their first and last 

appointment.  61.4% reported an improvement in their interference score.  

a. There was no statistically significant difference (p= 0.073) between the patient’s 

self-reported interference scores before and after participation in the program. 

3. Confidence Score: 34 patients had reported confidence scores at their first and last 

appointment. 35.3% had an improvement in confidence scores.  

a. There was no statistically significant difference (p= 0.602) between the patient’s 

self-reported confidence scores before and after participation in the program. 

 When the self-reported outcome measures at the first appointment were compared to the 

last follow up appointment, the difference was not statistically significant for any of the self-

reported outcome measures. 

Daily MEQ was the last outcome of interest in this study. There were 28 patients where opioid 

MEQ was reported in their charts at their first and last appointment. 2 of these patients have not 

completed the program so were excluded. Additionally, 3 patients of the 26 patient population had 

dosages that were not numeric and rather branded in the data file as a “rare” dosage, or the name 

of the specific opioid being taken (ex: “Burans”). Essentially, this leaves us with 23 patients with 

MEQ at first and last appointments. Further, 2 more patients out of this 23 had MEQ values that 
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were not discrete values. Rather, they were presented as a range because that is how the patient’s 

prescription appeared. Hence, there were 21 patients with reported MEQs that were analyzed and 

presented in the table above. For the purposes of the data analysis software, only the quantifiable 

numerical dataset was analyzed (21 patients). However, looking at all the patients that completed 

the program and performing the data analysis using Excel, 10 patients out of the 26 with first and 

last MEQ had a decrease in their MEQ (38.5%). On top of these 10 patients, 2 patients that had 

the name of the specific opioid they were taking instead of a discrete value at their first 

appointment had a decrease at their follow up. One of these patients even went down to an MEQ 

of 0. Overall, that means 12 out of 26 patients had a decrease in their MEQ from their first to their 

last appointment (46.2%). Of these, 4 patients fully stopped their opioids and had an MEQ of 0 at 

their last appointment (15.4%). Of the remaining 14 patients, 8 patients had no change in their 

MEQ from the first appointment to the last appointment (30.8%). This means 6 patients had an 

increase in their MEQ (23.1%).  

MEQ values at the first and last appointment were strongly and positively correlated (r= 0.965, 

p<0.001). There was a significant average difference between patient’s MEQs at the first and last 

appointment (t20= 2.245, p<0.05). On average patients came into their first appointment with an 

MEQ of 23.88 higher than at their last visit (95% CI [1.69, 46.07]).  

Various Statistical Tests with Significant Outcomes: 

1. A chi square test was performed and a significant relationship was found between doing 

the PETD and goal setting/ achieving behavior, X2 (3, N=130) = 46.77, p< 0.001. The 

results suggest that patients who did the PETD were most likely to achieve their goal (29%), 

while patients who did not do the PETD were most likely to not set a goal (44%). 
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2. A chi square test was performed and a significant relationship was found between being on 

opioids and any changes in MEQ, X2 (3, N=130) = 93.00, p< 0.01. 26.9% of the total 

patient population were on opioids. Of these individuals, 40% saw no change in their MEQ 

from their first to their last appointment, while 36% saw a decrease in their MEQ from 

their first to their last appointment.  

3. A chi square test was performed and a significant relationship was found between being on 

opioids and goal setting/achieving behavior, X2 (3, N=130) = 8.35, p= 0.04. If patients 

were on opioids, they were most likely to not set a goal (66.7%). 

4. A chi square test was performed and a significant relationship was found between having 

a follow up visit and goal setting/achieving behavior, X2 (6, N=130) = 66.97, p<0.01. If 

patients had a follow up visit, they were most likely to achieve their goal (61.7%), whereas 

those who didn’t have a follow up visit, were most likely to not set a goal (92.2%).  

5. A chi square test was performed and a significant relationship was found between having 

a follow up visit and completing the PETD, X2 (2, N=130) = 26.68, p<0.01. If patients had 

a follow up visit, they were most likely to complete the PETD (83.4%), whereas those who 

didn’t have a follow up visit, were most likely to not complete the PETD (60.5%). 

6. A one-way ANOVA test was done to understand whether the patient’s interference scores 

differed based on whether they were on opioids. The mean interference scores were equal 

for the three groups (on opioids, not on opioids, N/A) for the last visit [F(1,37)=0.35, 

p=0.56]; however, the mean interference score was significantly different for at least one 

of the three groups (on opioids, not on opioids, N/A) for the 1st visit [F(1,73)=4.36, p=0.04] 

7. A one-way ANOVA test was done to understand whether the patient’s interference scores 

differed based on goal setting behavior. The mean interference scores were equal for the 

four groups (achieved goal, stayed the same, didn’t achieve goal, didn’t set a goal) for the 
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last visit [F (3, 34) =0.20, p=0.90]; the mean interference score was significantly different 

for at least one of the four groups (achieved goal, stayed the same, didn’t achieve goal, 

didn’t set a goal) for the 1st visit [F (3, 44) =3.26, p=0.03]. 

 

Significant Correlation Tests:  

1. Patients with higher pain in the beginning of the program also reported higher pain scores 

at the end of the program (r=0.468, n=49, p=0.001)  

2. Patients that reported higher pain scores at the first visit also reported higher baseline 

interference scores (at the first visit) (r=0.480, n=75, p<0.01)  

3. Patients that reported higher pain scores at the first visit also reported higher interference 

scores at their last visit (r=0.418, n=39, p=0.008)  

4. Patients with higher pain scores at the end of the program also had higher interference 

scores (r=0.475, n=39, p=0.002)  

5. Patients who reported higher interference scores at their first visit had higher interference 

scores at their last visit (r=0.511, n=39, p=0.001)  

6. Patients who had higher function scores at their first visit also reported higher interference 

scores during their first visit (r=0.415, n=45, p=0.005)  

7. Patients who reported a higher confidence score at their first appointment, reported lower 

interference scores at their last appointment (r= 0-.404, n=35, p=0.016)  

8. Patients who reported a higher function score at their first appointment also reported a 

higher function score at their last appointment (r=0.560, n=35, p<0.01)  

9. Patients with a PETD done were more likely to set a goal and achieve it (r=0.611, n=96, 

p<0.01) 
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7.3 Primary Data Analysis 

The clinician survey in English had 13 participants total, administrator survey had 14 participants 

total, and patient survey had 9 participants. A breakdown of survey participants can be seen in the 

table below (Table 4). 

Table 4:  Summary of Survey Participants and Delivery Methods (N=36) 

Survey Language Method of Delivery  Number of 
Participants (N) 

Patients 

Patients 

Patients 

Patients 

Administrators 

Administrators 

Clinicians 

Clinicians 

 

                       Total 

English 

English 

French 

French 

English 

French 

English 

French 

Online 

Mail 

Mail 

Online 

Online 

Online 

Online 

Online 

2 

4 

2 

1 

11 

3 

13 

0 

 

36 

 

The thematic analysis of the surveys revealed many interrelated themes and sub-themes regarding 

the perceptions of clinicians, patients, administrative staff and allied health professionals within 

the RN-led Chronic Pain Self-Management Program as illustrated in the tables 5, 6 and 7 below. 

Table 5: Summary of Responses from Administrators: 
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Table 6 Summary of Responses from clinicians 
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Table 7 Summary of Responses from patients 

  

Across all three survey groups, clinicians, administrators and patients, time was brought up as an 

important theme and was categorized as a strength of the program. Patients discussed its benefits 

for them in terms of convenience, and the ease of booking an appointment with the RN. For 

clinicians and administrators, discussions surrounded the fact that RN’s had more availability 

which would allow for longer appointments and overall increased accessibility for the chronic pain 

patient. Furthermore, both clinicians and administrators pointed out the cost-effective opportunity 

that exists with having an RN with expertise in the management of chronic pain. Some 

administrators also mentioned the possibility of an increase in costs due to the implementation of 

the program within the primary healthcare facility. Other administrators also mentioned the 

increased burden on the nurses as a result of expanding their duties to take care of such a program.  

As the program deals with chronic pain patients, monitoring and possibly tapering the patient’s 

opioid intake, where applicable, was one of the goals of the program. Currently, RN’s do not have 
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the authority to prescribe medications. This was noted as a positive quality by the clinicians but 

also mentioned as a negative quality by both clinicians and administrators. 

There were a few intrinsic qualities of the RN that were noted by patients. They all had a positive 

experience with the RN and were greatly satisfied with the RN taking the lead role, as opposed to 

a doctor. The positive qualities identified included the RN’s supportive and professional qualities 

that really gave patients a good overall experience with the program. Patients highlighted the 

importance of having someone who has adequate time to listen and understand them. It was noted 

that there were no negative qualities mentioned by patients of their experience with the RN. Rather, 

most patients went so far as highlighting that: “This program (Chronic Pain Nurse) is such an 

important piece in dealing with daily chronic pain. It should definitely stay in place- very helpful”.  

Administrators highlighted the accountability segment that the program as a whole can offer for 

the chronic pain patient. With the RN serving as a case-manager, there is a way to ensure that each 

and every patients needs are met and as a result continuity of care is a central element of the 

program. Patients are not left to get lost in the system or navigate themselves through a healthcare 

system that does not prioritize their needs.  

As a self-management program, educating patients is central to the goal of the program. Helping 

patients become responsible managers of their own health means helping them understand their 

condition so they are confident to in coping and managing it. In doing so patients gain the 

confidence, skills and knowledge to manage the physical, emotional and social aspects of their 

lives using the resources available to them. This was achieved with this program as patients 

consistently reported improving their understanding of chronic pain and more specifically this 

program even went so far as showing patients that opioids aren’t the only answer to pain 

management. Patients reported a growth in their understanding of the medication they were being 



        

 

 

49 

prescribed, which encouraged them to decrease their use of narcotics and opioids. The PETD was 

one of the tools patients also recognized as a valuable part of this education they received.  

Promoting patient engagement is an important component of self-management. Patients reported 

feeling more involved in their care plans which was noteworthy as majority related it to their 

increased understanding of their condition and medication.  

The program was also identified by administrators to have a holistic approach to patients, 

considering all biological, psychological and sociological aspects of the person. This was 

especially noted with the patients recall of the PETD tool, with majority of the patients reporting 

it was “extremely important” in their understanding of pain.   
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8 DISCUSSION 

 Poorly managed chronic pain can result in significant human suffering, affecting physical 

and emotional well-being. It is associated with deteriorations in overall quality of life and is a 

burden to society. This is evidenced by the increase in disability payments, health care utilization, 

and loss of productivity making the effective management chronic pain in Canada a top priority 

for clinicians, patients and policy makers alike. 

 

This project was looking at how to better address chronic non-cancer pain within primary care 

using a registered nurse as the program lead. The literature has established that self-management 

is an effective technique for the management of chronic pain. While effective pain management 

needs the collaborative effort of different professionals, nurses have also been specified as 

effective implementers of other multidisciplinary programs. Moreover, educating nurses in pain 

management has been shown to be effective. Therefore, there is a potential that exists within the 

intersection of these two areas: nurses possibly being leaders in the disciple of pain management. 

The main purpose of the study was to assess the effectiveness of an RN-led Chronic Pain Self-

Management Program that is both integrated within primary care and provides comprehensive care 

through its multidisciplinary team.  

 

The primary outcomes of interest for the quantitative portion of the study didn’t present any 

significant results. The NRS is unidimensional scale, which is presented as an 11-point numeric 

scale with the label of “no pain” at one end and “worst pain imaginable” at the other. Patients are 

asked to report their pain intensity in the last 24 hours and supposed to mark their corresponding 
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pain level scored from 0-10 as whole numbers (Childs, Piva& Fritz, 2005,). Variations of the scale 

exist as it was later developed from its horizontal state to a vertical version and to have more 

numbers, from 0-100 (Williamson & Hoggart, 2005). Nonetheless, a study done in 1994 with 

chronic pain patients concluded that the original 11 point scale would essentially provide the same 

amount of information as a 101-point scale (Jensen, Turner & Romano, 1994). NRS is very easy 

to administer and score, and hence isn’t surprising that it is the most preferred measure of pain 

intensity for chronic pain patients (Hawker, Mian, Kendzerska, French, 2011).  It is a very practical 

tool in pain research because of its replicability, ease of use, and its wide applicability to a variety 

of settings including clinical use (Hawker et al., 2011; Ferraz et al., 1990; Williamson & Hoggart, 

2005).  

 

Further, when comparing the different tools that one can use to measure pain severity, NRS is the 

best supported in terms of relative validity being the most responsive pain severity tool (Ferreira-

Valente, Pais-Ribeiro & Jensen, 2011). Out of the 125 patients seen, only 52 had their NRS 

reported for their first appointment and their last appointment. The NRS recorded during their first 

appointment was the baseline value. All NRS from follow up appointments were recorded, but 

only the most recently recorded NRS taken during their last follow up appointment was used as 

their post-treatment values. The mean pain severity for the population at the first appointment was 

5.94 ± 2.12 which is rated as mild pain and even though majority of the patient population was 

female with only 23.2% being male, the interpretation of pain intensity it independent of sex 

(Boonstra et al., 2016). The results showed that 42.3%, reported an improvement in their pain 

intensity which was not statistically different (p=0.134). Not having statistical significance could 

be attributed to the fact that the patient population were those with chronic, persistent pain. 

Considering that the patient population of interest here is one with chronic pain, statistical 
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significance becomes less important as for example, statistical significance with a minute change 

in pain would not mean a lot. Rather, a more clinically informative and descriptive summarizing 

statistic of the intervention is the proportion of patients who attain a clinically important 

improvement.  

 

While statistical significance is important, it isn’t always needed to demonstrate clinical 

significance. In fact, studies looking at the minimal clinically significant different (MCSD) in pain 

severity rated the clinical impact on patients as more important than statistical significance (Kelly, 

2001) and demonstrated that statistical significance on NRS scores may have no clinical 

importance (Todd, 1996). The literature states that on a NRS scale of 0 to 10, an absolute decrease 

of 1.74 points is best associated with improved pain status among patients with chronic pain (Farrar, 

Young, LaMoreaux, Werth & Poole, 2001). This amount of decrease aligns with conclusions 

regarding meaningful changes in VAS according to the Initiative on Methods, Measurement, and 

Pain Assessment in Clinical Trials (IMMPACT) (Dworkin et al., 2008). Further, comparing means 

across populations is not very clinically informative and is simply a summary of the statistics 

(Gabis et al., 2009). Rather, a more informative way to present the statistics is by analysis of 

proportion of patients who achieved a clinically significant improvement (Farrar, 2000). 14 of 22 

patients, or 63% experienced a clinically significant improvement of 1.74 points or greater. 

Considering the chronicity of the population, having more than a quarter of the total population 

with two or more sessions, demonstrating clinically significant pain reduction is substantial.  

The Brief Pain Inventory (BPI) is a multidimensional pain rating tool, used to capture both 

intensity of the pain and the interference of the pain in an individual’s life. From the study, 44 

patients reported an interference score at their first and at their last appointment and of these 61.4% 
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reported an improvement in severity and interference of their pain. However, this was close to 

statistical significance but ultimately not statistically significant (p=0.073). 

 

According to an analysis performed by Mease et al., similar to the minimum clinically important 

difference (MCID) (Jaeschke, Singer& Guyatt, 1989) for VAS, the MCID for BPI has been 

concluded to average around a two-point improvement (Mease et al., 2011). IMMPACT even rates 

as little as a one-point improvement as being minimally important (Dworkin et al., 2008). For the 

purpose of our conclusions being relevant to both MCIDs, we will use the greater MICD of the 

two. Of the patients in the study with a change, that reported an improvement in their BPI (n=27), 

22 patients had an improvement of 2 points or greater with maximum difference reported at a 50-

point decrease. This means that 81% of patients who reported an improvement had a clinically 

significant improvement in BPI scores. Since majority the patients with improvements met the 

MCID for BPI, the results can be seen as clinically significant.  

 

Confidence was the third outcome measure of interest. 34 patients or 27.2% of the total population 

had reported confidence scores at their first and last appointment but the change was not 

statistically significant. The majority of patients, or 72.8% (n=91), had missing data, with 6.4% 

reporting no change in confidence (n=8), and a greater number of patients with a decrease in 

confidence (11.2%, n=14) than increase in confidence score (9.6%, n=12). A central aspect of the 

SMS given in this program comes with the patient generated short term action plan. Bodenhiemer 

et al., liken this to a short-term New Year’s resolution that spans for a few weeks (Bodenhiemer, 

Lorig, Holman & Grumbach, 2002). The action plan is something realistic that the patient chooses 

and is recorded as their goal. Following this, patients are asked to assess their confidence, on a 
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scale of 1-10, to attain this goal. The whole point of setting a goal or action plan is “…to give 

patients confidence in managing their disease, confidence that fuels internal motivation”  

(Bodenhiemer, Lorig, Holman & Grumbach, 2002). The literature suggests that in order for goals 

to be successful, the patient’s confidence level should be at a 7 on the confidence scale of 1 to 10 

(Bodenhiemer, Lorig, Holman & Grumbach, 2002; Anderson, Christison-Lagay & Procter- Gray, 

2010).  

 

However, the RN did not in any manner try to encourage patients to express a confidence level of 

7 or greater so as to not bias their self-reported scales. As a result, this lack of encouragement 

would have skewed results for the changes in confidence seen as the success of patients to achieve 

their goals is directly related to having a score of 7 or greater. Bodenheimer et al., even go so far 

as saying, “if the answer is below 7, the action plan should be made more realistic in order to avoid 

failure” (Bodenhiemer, Lorig, Holman & Grumbach, 2002). Since patients were not told to make 

a new goal, the achievement of their goal could have potentially been hindered which could 

possibly negatively affect their confidence scores at follow up visits. The data shows that majority 

or 61.8% of patients with at least one follow up visit achieved their goal or succeeded with their 

action plan. This number could be increased by motivating patients to increase their confidence 

scores or by helping them decide on a goal that is more attainable as determined by their self-

reported confidence score.  

According to the literature, there is a strong correlation between pain intensity and interference in 

chronic pain patients (Fayers et al., 2011). The results from the correlation tests performed reflect 

this phenomenon since the patients that reported higher pain scores at the first visit, reported higher 

interference scores at their last visit (r=0.455, n=44, p=0.002). When looking at the scores at the 
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end of the program, those with higher pain scores also ended up with higher final interference 

scores (r=0.450, n=43, p=0.002). The literature on pain intensity also shows that pretreatment 

scores of VAS affected the amount of change needed for patients to report a meaningful decrease 

in their pain (Jensen, Chen & Brugger, 2003). Essentially, when patients have higher levels of pain 

before treatment, they need a greater decrease in their pain intensity than patients with lower levels 

of pain intensity, for them to report it as a significant improvement. These correlation results align 

with the fact that baseline pain intensity has a biasing effect on how the patient interprets their 

improvements in pain (Jensen, Chen & Brugger, 2003), which goes hand in hand with the 

aforementioned results. 

 

Opioids are psychoactive substances which can have been shown to be effective in treating acute 

pain and cancer pain (Todd, 2007). However, due to the risks that come with opioid use for chronic 

non-cancer pain, critics often debate its effectiveness in the treatment of chronic non-cancer pain 

(Rosenblum, Marsch, Joseph, Portenoy, 2008; Busse et al., 2017).  While we have seen increases 

in the opioid prescribing rate, with Canada having the highest rate of opioid prescribing in the 

world looking at morphine equivalents dispensed, there hasn’t been a significant change in the 

prevalence of chronic non cancer pain (Gordon et al., 2010; Busse et al., 2017). The “2017 

Canadian Guideline for Opioids for Chronic Non-Cancer Pain” supports tapering or rotating 

opioids to facilitate dose reduction for patients who are currently using opioids (Gordon et al., 

2010). More specifically, it is suggested that patients on 90mg morphine equivalents per day or 

more should taper opioids to the lowest effective dose (Busse et al., 2017). Majority of the patients 

in this study had an MEQ of less than 90mg per day, with only 6 patients that had an MEQ higher 

than 90mg per day at their first visit. Of these patients, 2 had the same MEQ at the first and their 

last visit and 2 had a decrease in their MEQ but it was still more than 90mg morphine per day at 
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the last visit. The rest had decreased MEQ of lower than 90mg morphine per day by the last visit. 

Looking at the whole dataset, there was a statistically significant decrease in the patient’s MEQs 

from the first to their last visit. After this program, patients had a decrease in opioid usage (46.1%) 

and some went so far as a cessation of their opioids all together (33.3%). When opioids are used 

for a longer period time, it can lead to physical dependency (Passik, Byers & Krish, 2007). Having 

a program readily available to reduce the amount of people taking opioids would lead to benefits 

not only for the individual but for society as a whole. This is because costs of opioid epidemic do 

not only burden the individual and is rather shared among all players in the system (National 

Association of Attorneys General, 2017; Gudin et al., 2018). The first recommendation in the 

“2017 Canadian Guideline for Opioids for Chronic Non-Cancer Pain”, states to look to non-opioid 

therapy for patients with chronic non-cancer pain. This program would help alleviate those who 

were placed on opioids as their first-line treatment. The guideline also strongly recommends a 

multidisciplinary program for patients on opioids who are experiencing challenges in tapering 

(Busse et al., 2017). This is a multidisciplinary program that presents an opportunity to satisfy this 

recommendation as the statistics that support the ultimate goal of identifying a beneficial solution 

to the opioid crisis for all stakeholders involved.  

8.1 Primary Data Analysis- Discussion 

The survey had numerous strengths. It was a clinic wide survey, including all active participants 

of the Bruyère Family Medicine Centre. As a result, it provides a comprehensive illustration of the 

experience of a broad variety of professionals engaged in chronic pain management within primary 

care settings. The analysis was multifaceted, looking at the structural components of the chronic 

pain self-management as outcomes within the surveys. The key themes identified from this survey 

were grouped into: self-management support, collaboration, approaches to care, and qualities of 

the RN and showed that the program was acceptable and valuable to all stakeholders. The results 
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from the study will be used to provide focused feedback for the facilitation of future changes within 

the program to address all identified issues and build on the positive attributes.   

 

8.2 Self-Management and Self-Management Support 

Self-management programs have increasingly been recognized as an important aspect in the 

delivery of health-care for those with chronic diseases. People with chronic conditions require 

interventions that focus on giving them the information and helping them gain the confidence to 

manage their disease. This delivery has been implemented through group programs across Canada. 

For example, across the province of Ontario the 14 Local Health Integration Networks (LHIN) 

offer the Chronic Disease Self-Management Program and an internet-based delivery called the 

Online Chronic Disease Self-Management Program. These programs prioritize the needs of 

patients with chronic health conditions giving them the skills to manage their symptoms in an 

effective manner. However, these programs are not enough to reach all Canadians. One of the 

recommendations set out by the Health Council of Canada is to “Broaden and deepen efforts to 

reach more Canadians who need self-management supports...” (Health Council of Canada, 2012). 

The recommendations included having newer interventions such as one-on-one interventions to 

support those Canadians who are in need. This project aimed to do just that, through the provision 

of self-management support that is integrated within primary care. The framework on which this 

program was built is on the CDSMP from Stanford University (Lorig et al., 1999).  

The goals of a self-management program are to educate and empower patients to have the skills 

and confidence to understand and appropriately manage their chronic conditions (Health Council 

of Canada, 2012; Johnston, Liddy & Ives, 2011). Unsurprisingly, the goals of this Bruyère Family 

Medicine Centre SMS program align with this principle. According to the survey results the 
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program does meet these goals. Patients reported feeling more involved in their care as a result of 

this RN-led Chronic Pain Self-Management Program. The Health Council of Canada has identified 

that patients that feel more involved in their care have better health outcomes (Health Council of 

Canada, 2011). This demonstrates the pronounced potential weight that patient engagement has on 

the improvement of health outcomes. Evidence shows that people with chronic conditions require 

support in both being given information and help understanding that information (Protheroe, 

Rogers, Kennedy, Macdonald & Lee, 2008). This was reflected in the patient’s appreciation for 

the information given, including the pamphlets and brochures, improving their access to specific 

resources they needed. Further, research shows that increasing access to information is not the 

only important success of self-management interventions. More specifically, those self-

management interventions tailored to a specific population have are more successful in improving 

patient engagement with information and resources (Protheroe et al., 2008). The program also 

helped them improve their understanding of the medication they are prescribed. Patients also 

reported a decrease in their use of opioids/narcotics, attributing this as a benefit of being involved 

in the program. The pain management education delivered by the RN in this program was effective 

as it helped patients understand that opioids aren’t the only answer to managing their pain. Further 

patients attributed their decrease in their reliance of narcotics and opioids to their greater 

understanding of the medications they are on, which all stemmed from this program. Patients 

described the materials they were presented in a positive manner as one of the aspects they valued 

most about the program. The materials given were to help patients easily understand chronic pain, 

any related factors to their pain and other helpful resources they could access. The most important 

tool in this program is the PETD as it is used in all appointments had with the RN, ensuring that 

all relevant aspects of the patient’s life are intricately discussed. It has been shown to improve 
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recall of risk factors, diagnoses and treatment plans (Finestone, Yanni & Dalzell, 2013). The tool 

is easy to use and very transferable for use in other settings.  

Due to its patient-centered approach, self-management fixates on allowing the patient to identify 

problems and build the confidence and skills to solve these problems. This is also known as self-

efficacy, which is a central pillar of self-management (Bodenheimer, Lorig, Holman & Grumbach, 

2002). Therefore, patients were encouraged to choose their own goals. The patient feedback on 

goal-setting was very positive as it was cited as a motivating factor in any health improvements 

that were noted. Additionally, the concept of accountability was mentioned by patients in relation 

to goal-setting. Patients saw goal-setting and developing a care plan as a way for them to be held 

accountable for the goals they set. In order to help patients make good choices and sustain these 

healthy lifestyle principles, it is important to have accountability (Liddy, Johnston, Irving, Nash & 

Ward, 2015; Thom et al., 2014; Wolever et al., 2010), which was unsurprisingly identified as a 

strength of the program. 

8.3 Collaboration 

Creating standardized framework for program and sharing with colleagues  

The program was built as a multidisciplinary self-management program with a network of care 

specialists and allied health professionals. Having seen how the problem of managing chronic pain 

is largely grounded on issues with fragmentation of care evidenced by elements including long 

wait-times, it is hugely advantageous to have an integration of all services within one setting. The 

findings however suggest a need to increase focus on the collaboration within the program. This 

was highlighted in the administrator and clinician surveys, which emphasized a need for increased 

integration of the program within the health care facility and increased knowledge about the 

program as a whole within the FHT. This was also extended to include the need for creation of 
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specific guidelines outlining how appointments are conducted with the RN. Morley and Cashell 

have highlighted the benefits of collaborative practice, identifying it as a fundamental approach in 

improving quality of care in Canada (Morley & Cashell, 2017). Lack of collaboration has proved 

to have negative patient outcomes, with increased readmission and mortality rates (Baggs et al., 

1997). Additionally, research shows that interventions that are separated and fragmented aren’t 

effective for the treatment of chronic conditions within primary care (Gilbody, Whitty, Grimshaw 

& Thomas, 2003). The survey responses also showed that doctors highlighted the multidisciplinary 

nature of the program as one of its positive aspects. Looking to the future, as the program is 

currently multidisciplinary, increased focus on transforming it to a collaborative, interdisciplinary 

team could be an important goal as the latter has improved team performance (Körner, 2010). The 

main distinction between the two is that multidisciplinary models focus on directing services from 

different team members each with a different goal while interdisciplinary models highlight team 

members working together toward a common goal (Stanos & Houle, 2006). The survey findings 

have showed the need and importance of moving toward an interdisciplinary collaboration which 

is in accordance with the literature (Fewster-Thuente & Velsor- Friedrich, 2008). It is also 

important to note that the survey was developed by drawing questions from pre-established surveys 

that evaluate self-management support programs. There were no questions pulled from these 

surveys that directly addressed “interdisciplinary” topics. Rather these responses related to 

“collaboration of care” or “multidisciplinary vs. interdisciplinary” came up mostly in the open-

ended questions. Therefore, it is hard to say that this survey provides a robust evaluation of the 

collaboration of care within this program. A deeper investigation on this should be performed.  



        

 

 

61 

8.4 Approach of care: Holistic, patient-centered, and continuity of care   

Administrators identified the holistic approach of care within the program as a strength. The 

program does implement a biopsychosocial approach in managing chronic pain as the RN goes 

through all potential risk factors associated with the patient’s pain using the PETD (Finestone et 

al., 2013; Finestone et al., 2015), (sleep, psychosocial factors, exercise, diet). The findings also 

showed that the program prioritizes patient centeredness. This is evidenced through the responses 

that highlighted the focus of the program on patient empowerment, and implementing a holistic 

approach. Patients reported feeling involved in their care which is an important attribute to the 

ongoing success of self-management. Chronic pain patients have reported seeking care in the 

emergency department because of a lack of patient-centered care (Jambunathan, Chappy, Siebers 

& Deda, 2016). As a result, the finding of this program enhancing patient-centered care is 

especially noteworthy. Self-management heavily relies on a partnership between patients and 

professionals that focuses on the specific to the needs of the patient. According to the Health 

Council of Canada, patients who felt involved in decision making regarding their care plans had 

better health outcomes, further highlighting its importance (Health Council of Canada, 2011). 

Doctors identified the multidisciplinary approach of the program as a strength of the program. The 

program is led by an RN who meets with the patients on a one-on-one basis. It also employs the 

shared-care model in which the RN will refer patients to allied health professionals, specialists, or 

community-resources as needed. As a result, patients do interact with individuals other than the 

RN as part of the program. Negative experiences with other members of the care team were noted 

by patients as a barrier to their access to care. This was seen as a potential threat to the program. 

A potential solution to help mitigate this issue would be to improve the collaboration within the 

team. Increased collaboration within the team would ensure that all members are up to date and on 
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the same page regarding the patient’s care. Studies show that healthcare practices that embrace 

interdisciplinary teamwork have a much greater positive perception reported from their patients 

(Tremblay, Roberge, Touati, Maunsell & Berbiche, 2017).  

 

Continuity of care is associated with positive health outcomes such as better patient satisfaction 

and shorter hospitalizations (Parchman, Pugh, Noël & Larme, 2002). From the survey results, 

administrators identified this as a strength of the program. The follow up appointments that the 

RN has with the patients ensures that they are not lost in the system, and eases access of care. 

Primary health care is essentially the first line of defense acting as a hub to link patients to specific 

services or specialists. However, many self-management support programs are delivered outside 

of primary health care (Williams, Dennis & Harris, 2011). Studies show that better integration of 

self-management support programs within primary health care leads to more sustainable positive 

changes in patient health outcomes (Health Council of Canada, 2012; Williams et al., 2011).  

The finding of improved accessibility was characteristic across all survey groups. It is clear to all 

groups that lack of time is a considerable challenge in the management of chronic pain within 

primary care. With an RN there is a clear advantage that comes with the increased availability to 

schedule regular appointments compared to that of a physician. Even though the program offers 

regular follow up appointments, a few patients still reported having too few appointments. While 

this should be reassessed in the future, it is not a priority area as majority of the patients did report 

having a sufficient amount of appointments with the RN. 
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8.5 Registered Nurse Qualities  

Some other advantages mentioned specific to the RN by the patients included the continuous 

support by listening and addressing all issues mentioned, taking adequate time to understand 

patient’s views, and was professional. All patients reported being satisfied or very satisfied with 

having an RN leading the program instead of a doctor. It is grounded in evidence that patients who 

were involved in RN-led interventions were more satisfied with their care (Health Quality Ontario, 

2013). HQO conducted a review on the topic and concluded that specialized nurses in chronic 

disease management within primary care achieve the same health outcomes as doctors and have 

more satisfied patients (Health Quality Ontario, 2013). Using the Chronic Pain Self-Management 

Survey, a study was conducted in 2015 to understand the perspectives of nurses and patients when 

examining the role of nurses in chronic pain management in Canada. While patients identified 

physicians as the “most helpful” health care providers in chronic pain management, majority of 

primary care nurses reported being engaged in some aspects in the provision of SMS within their 

healthcare facilities (Lukewich et al., 2015). There remains a lack of research exploring primary 

care nurses who deliver SMS for chronic pain (Lukewich et al., 2015; Kerns, 2010). However, as 

nurses are already engaged in the delivery of SMS possibilities exist in extending this role.  

 

Administrators also mentioned the possibility of increasing the burden on RN’s duties. This is 

definitely a possibility that we would have to readily accept as Canadians deserve better access to 

care. However, it is important to note that while the program is led by an RN, the care is still 

delivered as part of a team and in that sense responsibility and duties are shared within the team.  

Nurses have always played an important role in the supporting the provision of care in primary 

facilities. Given the increasing burden of chronic pain on the Canadian population, there is a need 

to alleviate that burden by looking at the role that all staff play within the primary care model play. 
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RN-led services have been rising within primary care settings as one of the solutions to this 

problem we face (Rosenberg, 2012; Day & Brownie, 2014). Particularly, current research supports 

the extension of nursing roles to the ongoing clinical management of patients with chronic 

conditions (Day & Brownie, 2014; Eley et al., 2013; Sargent, Forrest & Parker, 2012). However, 

as was mentioned by administrators from the survey, with more responsibility comes the 

possibility of facing burnouts which seems to be common in the nursing field and as a result 

negative implications to the RN need to be considered (Browning, Ryan, Thomas, Greenberg & 

Rolniak, 2007). Assessing factors that make nurses more susceptible to burn out shows that 

burnout varies among nursing specialties and depends on specifics of that specialty. For example, 

nurse practitioners experience the least burn out, having more control, as opposed to emergency 

nurses have reportedly less control, less mastery, and greater stress (Browning et al., 2007). The 

literature supports that less control and less personal accomplishments as precursors of burnout 

(Browning et al., 2007; Bloom, Buhrke & Scott, 1988). Burnout leads to negative quality of care 

and should as a result be a particular point of concern when looking at the future of the program 

(Shirom, Nirel & Vinokur, 2006). There is a lot of research showing that protective factors such 

as increasing the amount of clinical supervision and social support, decreases the levels of burnout 

(Edwards et al., 2006; Loyd, King & Chenoweth, 2002).  Ensuring that these protective factors are 

developed as part of the program will increase the longevity and sustainability of the program 

reducing possibilities of turn overs in relation to RN burnouts.  

 

RN’s are not permitted to prescribe medication and this was noted as both a positive and negative 

quality for the program as a whole. There has been a lot of debate surrounding whether RN’s 

should have the ability to prescribe. The support for it stems from the increased autonomy for 

RN’s, improving nursing practice, increased collaboration within the health care team, and 
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improvements in access of care that would come with this expansion in their duties (Gielen, Dekker, 

Francke, Mistiaen & Kroezen, 2014; Canadian Nurses’ Association, 2015; Registered Nurses’ 

Association of Ontario, 2012). Currently, the Ontario government is making changes to allow 

RN’s working in long term care or nursing homes to have the ability to prescribe (College of 

Nurses of Ontario, 2018). A study looked at using a nurse practitioner as the lead in a supportive 

care intervention for patients with head and neck cancer. The intervention demonstrated a 

significant difference in treatment completion and medication dose reduction for patients with the 

intervention than those without (Mason, DeRubeis, Foster, Taylor & Worden, 2013). While a nurse 

practitioner can prescribe medication and an RN cannot, this program has also shown that an RN 

with the inability to prescribe is still able to help patients taper down their opioids and in some 

cases, completely stop taking any opioids. Additionally, there is no apprehension regarding the 

patient’s legitimacy of pain that might stem from the patient’s addiction to the medication as it is 

clear that the RN cannot write them a prescription. There is a level of mistrust between physicians 

and patients surrounding the topic of opiate treatment as the theme of fear of deception is 

consistently found in the literature which leads to inappropriate opiate prescribing (De Molina et 

al., 2002; Dasgupta, Beletsky & Ciccarone, 2018). Studies have also shown that addiction-related 

stigma from health professionals is a barrier to pain management (Voon et al., 2018). Patients 

report having to manage their pain by themselves or resorting to risky self-medication as a result 

of this stigma (Voon et al., 2018). With an RN who is not able to actually increase or decrease 

their dosage, the RN can shift the focus onto providing that support for self-management.  

8.6 Costs  

 While administrators reported that the program itself could lead to an increase in costs 

within the primary health care facility, evidence shows that self-management is most effective 

when given in a timely manner. Essentially introducing a patient to the program as early as possible 
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is very important in facilitating patient engagement (Protheroe et al., 2008).  Additionally, 

clinicians and administrators also reported that having one principal professional functioning as 

the expert would lead cost effective. The Canadian Nurses Association has published a fact sheet 

detailing the different ways in which nurses present cost effective solutions for health care, 

improving the efficiency of the system as a whole (Canadian Nurses Association, 2009). Study 

findings are consistent that nurses with specialty roles or nurse-led care can reduce health-care 

costs, length of stay, admission/re-admissions and be cost-effective (Martin-Misener et al., 2015; 

Salamanca-Balen, Seymour, Caswell, Whynes & Tod, 2018; Raftery, Yao, Murchie, Campbell & 

Ritchie, 2005; Ndosi et al., 2014). It is beyond the scope of this study to conclusively say that the 

program is cost-effective. However, it has the potential to reduce costs with by for example, 

deferring visits to main providers and reducing opioid use and consequences thereof but that was 

not investigated here.  
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9 LIMITATIONS 

 Even though NRS is a simple and straightforward tool to evaluate pain severity, it has some 

limitations. NRS is a unidimensional tool and cannot capture the true complexity of the disease, 

effectively hindering the value of its results (Hush, Refshauge, Sullivan, De Souza & McAuley, 

2010). Chronic pain is a multidimensional problem and due to the fact that NRS only measures 

pain intensity, it has been questioned over the years in evaluating chronic pain (Dorfman et al., 

2016; Ballantyne & Sullivan, 2015). In 2016, it was even concluded that reductions in pain 

intensity were not required for treatment of chronic pain (Sullivan & Ballantyne, 2016). Another 

issue posed by using NRS as an outcome measure for chronic pain is that it evaluates pain in the 

last 24 hours (Bond & Pilowsky, 1966). Chronic pain is by definition long lasting and as a result 

requires an assessment that doesn’t just look at the recent incidence of pain. Therefore, NRS report 

of pain intensity are only seen as reliably reflecting their current level of pain (Hjermstad et al., 

2011). Patient’s self-reported score of pain intensity has been seen to vary when taken at different 

time periods and have mentioned that reporting an average pain intensity over time periods is too 

difficult (Dorfman et al., 2016). Pain intensity has been rated as an unreliable outcome measure 

for chronic pain (Ballantyne & Sullivan, 2015) and the need for a more comprehensive tools with 

several outcome measures to assess chronic pain has been identified as a priority in pain research 

(Turk et al., 2008). However, pain intensity continues to be one of the most clinically relevant 

dimensions in pain research and experts have concluded that self-report scales are useful in the 

evaluation of this (Hjermstad et al., 2011). Even with its limitations NRS is still relevant for the 

evaluation of pain intensity which is an important dimension for pain management (Hjermstad et 

al., 2011).  

 While this study looked at the total score on the BPI, other studies have investigated 

averages of specific items used on the BPI (Hølen et al., 2008). Due to the limitations of the study 
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being based on secondary data this was not possible. However, for future possibilities, looking at 

specific variables within the assessment tool could allow for more statistical analysis such as 

regression analyses looking at the relationship between pain intensity and pain interference on 

either psychological or physical well-being.  

 There is also variability in calculating and defining MCID which makes it less reliable as 

a way to evaluate the outcomes of interest (Jaeschke et al., 1989). Several studies have been done 

to examine the minimal clinically important difference (MCID) in chronic pain but results vary 

considerably (Olsen et al., 2018). A systematic review performed in 2018 reviewed assessments 

of MCID to understand the clinical and methodological factors that influence MCID. The factors 

that were concluded to impact MCID included baseline pain, with higher baseline pain scores 

resulting in higher absolute MCID, and the definition of pain relief used (Olsen et al., 2018). To 

appropriately use the MCID in the assessment of an intervention on a population, “one must use 

MCID values that were calculated in a very similar context to the trial, i.e., for the same pain 

measure, in a similar patient population…” (Katz, Paillard & Ekman, 2015). The MCID were 

chosen with this in mind.  

Inherent to the nature of all secondary analyses, the data used in the study was not collected 

to address the research question of this study. As a result, there was a lot of data that was 

overlooked which might have helped extend the analysis. Additionally, the primary researcher was 

not the person who collected the data (the RN) and as a result there may be some errors in data 

collection or interpretation that might be overlooked. This study implemented a one-group pretest-

posttest design. Without a control group, the study can only yield strong causal inferences by 

possibly reducing the plausibility of other explanations to explain the changes in outcomes of 

interest. The differences observed between the first appointment and last appointment could be 

due to many reasons unrelated to the program intervention. A future suggestion to rectify this 
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would be to contact patients who didn’t continue with the program, to see if they would still be 

interested in filling out the self-assessments. By doing so, they could function as the “control” 

group as they did not proceed with the intervention.  

 

The themes found from the qualitative analysis were not confirmed by a second 

independent analyst and hence might be subject to bias. While the survey questions are based on 

previously evaluated surveys, this one is novel and as a result the conclusions drawn from it have 

to be taken with some caution.   

 

Time was a limiting factor as the surveys were made with questions that would allow for 

more analysis. Future studies could assess the survey data collected to assess the program using 

another framework (other than a SWOT analysis) or perform frequency assessments of the 

responses gathered. 

 

The program was led by one RN. Having one RN heavily influences the capability to 

generalize the results. Even though these results are generalizable to the Bruyère Family Medicine 

Centre, the ability to generalize to other settings are limited because of the qualities specific to the 

RN that led the program. Another limitation from the chosen study design is that the results could 

very well be due to either the RN or the intervention. With the current study design there is no way 

to distinguish which one it was.  

 Adherence to the program was also low. There were a limited number of patients who had 

pre and post- results for the outcome measures of interest. This might be common for studies on 
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chronic pain patients. However, there is also a possibility that the population studied had a number 

of individuals facing numerous barriers to accessing healthcare and hence couldn’t come in for 

their follow up appointments. This would mean that the results would only be generalizable to 

populations facing similar barriers, but not to populations where such barriers do not exist. The 

sample size was relatively small for the outcomes of interest. There was a lot of missing data for 

all of the outcomes. This was most especially true for the one outcome that showed statistical 

significance- daily opioid MEQ. There were only 21 patients who had valid data for the analysis 

which should be considered for any interpretations and conclusions drawn. The same is true for all 

the other outcome measures of interest (VAS, BPI and confidence). A larger sample size and 

formal randomized control trial are suggested for future projects to draw more meaningful 

conclusions of the potential efficacy of the program.  
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10 CONCLUSION: 

In conclusion, this project focused on how a nurse led self-management support program in a 

primary care setting would affect chronic pain patients. With a growing number of individuals 

living with chronic pain its treatment remains a challenge. Despite the growing evidence 

demonstrating the numerous positive outcomes for patients, their families, the society and health 

care system self-management support is not a routine part of care for all Canadians (Health Council 

of Canada, 2012). The study aimed to evaluate an RN-led self-management support program by 

focusing on self-reported patient pain scales as primary outcomes and by gathering opinions 

surrounding the program to understand potential areas of strengths and weaknesses.  

 

There was no statistically significant difference in the patient reported pain, interference, and 

confidence scores over the time of the study although there was a trend towards improved pain 

and interference scores and clinical significant changes in majority of those with improved pain 

and interference scores. The proportion of subjects who improved in terms of decreasing their pain 

score, decreasing their interference score and decreasing the amount of opioids they were on in 

comparison to the start of the program were identified. The results show that some patients 

improved, some stayed the same and some indeed noted worsening of their situation after the 

program. These numbers do not show any statistical significance for pain, interference and 

confidence, but clinically the results of the nurse led SMS Program are profound. Importantly 

patients enrolled in the program had a reduction in their morphine dosage. Providing earlier access 

to the program with patients who have lesser pain intensity, interference, and less complex opioid 

dosages could potentially show even greater improvements. Patients and team members identified 

the program as an important component of chronic pain management noting the patient-centered 
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and non-pharmaceutical approach of the nurse, as well as the dedicated time the patient had with 

the nurse. 

 

Therefore, the intervention proves to be a feasible and worthwhile investment for patients with 

chronic pain in a primary care setting. In particular it provides a solution that shifts the focus from 

opioid pharmacology therapy to one that is multidisciplinary, effective and safe in reducing the 

patient population on opioids. In turn, this reduces the down-stream burden placed on the 

individual and society. The program offers a readily accessible, integrated and well-coordinated 

continued care for chronic pain sufferers. A focus on collaboration of care will be important for 

the continued success and growth of the program. 

 

In conclusion, this pilot project has demonstrated that there is a lot that we could be doing with the 

resources that we have to effectively address the widespread problem of chronic pain. Using 

readily available tools and self-management techniques, it is possible to build an effective and 

innovative this RN-led Chronic Pain Self-Management Program delivered within primary care. 

Our findings are relevant for the delivery of care related to chronic non-cancer pain in Canada, and 

more specifically within primary care facilities in Ontario. The management of chronic pain is 

continuous process with great opportunity for RNs to play a key role in. By employing self-

management strategies, RNs can assume expanded roles to help patients achieve better health 

outcomes. Benefits are evidenced through the positive changes in pain scores and a decrease in 

opioid dosage. While it serves as a successful pilot project, investments should be placed into 

brining this to scale so that everyone with chronic pain has access to such a program.  The program 

could be developed for delivery to larger groups, but this was a pilot study on this novel program. 
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Future investigations will definitely need to be done to reassess effectiveness as the patient 

population grows and their duration in the program is longer.  
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11 APPENDICES  

Appendix A: Diagram of the “Chronic Care Model” 

 

 

 

 (Wagner, Davis, Schaefer, Von Korff & Austin, 1999) 
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Appendix B:  Diagram of “The Expanded Chronic Care Model” 

 

(Barr et al., 2003) 
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Appendix C: Diagram of the “Ontario Chronic Disease Prevention and 
Management Framework” 

 

 

(Government of Ontario, 2007) 
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Appendix D: Ethics Certificates 

 



        

 

 

78 



        

 

 

79 

 



        

 

 

80 

Appendix E: Recruitment Notice 
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Appendix F: Consent Text 
Consent will be obtained on the opening screen of the survey:  

“We are conducting a study on the strengths and weaknesses of the Bruyère Family 
Health Team’s pain management clinic. We’d very much appreciate your opinions. Your 
participation is completely voluntary and will have no bearing on your continued care. 
Your responses are anonymous and you may stop participating at any time. There are 
minimal risks to you as a study participant in participating in this research study. You 
may however, be at the risk of a breach of privacy by participating. To ensure reasonable 
efforts to protect you from a breach of privacy, your name and identifying information 
will not be incorporated in the study. Any personal information about you will be linked 
to a unique participant ID code and will be stored on a secure network. All data collected 
during this research study will be kept confidential and will not be shared with anyone 
outside the research team. You will not be named in any reports, publications, or 
presentations that may come from this study. The survey consists of 10-13 questions, 
which will take about 10 minutes of your time. If you would like to participate, please 
click to the next page. Doing so will be taken as consent to participate. If you have any 
questions or concerns with regards to this study please feel free to contact any one of the 
numbers below:  

- Metasebia Assefa (Primary Researcher) 
- Lisa Hall (Contact Person for the Research Ethics Board at Bruyère Continuing Care) 

Le consentement sera obtenu sur l'écran d'ouverture de l'enquête: 
"Nous menons une étude sur les forces et les faiblesses de la clinique de gestion de la 
douleur d’équipe de santé familiale Bruyère. Nous apprécions beaucoup vos opinions. 
Votre participation est entièrement volontaire et n'aura aucune influence sur vos soins 
continus. Vos réponses sont anonymes et vous pouvez arrêter de participer à tout 
moment. Il y a un minimum de risques pour vous participant à cette étude de recherche. 
Si vous participez à cette étude, vous pourriez être au risque d'une violation de la vie 
privée. Afin d'assurer les efforts appropriés pour vous protéger d'une atteinte à la vie 
privée, votre nom et vos informations d'identification ne seront pas inclus dans l'étude. 
Toutes les informations personnelles que vous fournissez seront jointes à un code 
d'identification de participant unique et seront sauvegardées sur un réseau sécurisé. 
Toutes les informations recueillies au cours de cette étude de recherche resteront 
confidentielles et ne seront partagées avec personne en dehors de l'équipe de recherche. 
Vous ne serez pas cité dans les rapports, publications ou présentations pouvant provenir 
de cette étude. L'enquête se compose de 10-13 questions, qui prendra environ 10 minutes 
de votre temps. Si vous souhaitez participer, veuillez cliquer sur la page suivante. Cela 
sera considéré comme un consentement à participer. Si vous avez des questions ou des 
préoccupations en ce qui concerne cette étude s'il vous plaît n’hésitez pas à communiquer 
avec l'un des numéros ci-dessous : 
- Metasebia Assefa (chercheur principal): 
- Lisa Hall (personne-ressource pour le comité d'éthique de la recherche de Soins 
Continus Bruyère) 
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The consent text above was displayed as the first screen of the survey on surveymonkey.com. By 

proceeding with the survey, participants were giving their consent as outlined above.  
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