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ABSTRACT

Introduction: The objective of the present

study was to gain insight into patients’

experiences in a 4-week interdisciplinary

chronic pain management program by

determining major themes from patients’

written comments on exit questionnaires.

Methods: Upon completion of the program at

the Chronic Pain Management Unit (CPMU),

patients fill out program satisfaction (Pain

Program Satisfaction Questionnaire) and

evaluation of goal accomplishment

(Self-Evaluation Scale) forms, sections of which

are open-ended. Questionnaire data from 50

patients, admitted into the CPMU between May

2013 and December 2014, were randomly

selected for this study. Written responses to

open-ended sections were obtained. Comments

were stratified by gender and coded using an

inductive approach. Codes were grouped into

categories which were further combined into

several major themes.

Results: Six main themes extracted from

comments were (1) impact of a strong

interdisciplinary team, (2) learning to adapt in

order to manage, (3) the Program as a stepping

stone, (4) positive effects of a group effort, (5)

improved mental health, and (6) benefits of the

program.

Conclusion: The results of this analysis reinforce

the effectiveness of the interdisciplinary CPMU

program at improving patients’ quality of life.

Findings may assist in the promotion of the

program to stakeholders such as referral sources.
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The outcomes may also assist in the development

of future programs that have similar goals.

Concerns that arise within patients’ comments

may assist clinicians in this program to make

adjustments such that all unique needs are met.

Keywords: Chronic pain; Pain management;

Patient satisfaction; Quality of life

INTRODUCTION

Chronic pain (CP) occurs when pain persists

past the normal healing time of 3 months [1].

Approximately one-fifth of all Canadians over

the age of 18 were living with CP in 2011 [2]. CP

status is predictive of healthcare use, specifically

primary care, emergency, and overnight

hospital stays [3]. It is, therefore, evident that

people living with CP spend a significant

amount of time in the healthcare

environment. Whether it is single physician

visits or an outpatient program lasting several

weeks, it is important that these patients’

experiences are evaluated to allow for

evidence-based improvements [4].

Patient experience is defined as ‘‘the sum of

all interactions, shaped by an organization’s

culture, that influence patients’ perceptions

across the continuum of care’’ [5]. Patient

experience is increasingly recognized as an

important contributing factor to the quality of

care in all healthcare settings [6]. A focus on

patient experience is easily justified on the basis

of human ethics; however, literature also shows

a positive relationship between patient

experience and clinical outcomes [7]. For

example, positive associations exist between

the quality of patient experience and

outcomes such as those assessed by objective

health measures, self-reported health and

well-being, adherence to recommended

treatment and use of preventive care,

outcomes related to healthcare resource use,

and errors or adverse events and measures of the

technical quality of care [7]. Additional research

found positive changes in areas such as patient

satisfaction, clinical outcomes, and

improvements at an organizational level after

implementing several patient-centered care

initiatives [8].

Due to the complex nature of CP, outpatient

programs that have an interdisciplinary focus

typically lead to significant improvements in

multiple clinical outcomes [9–13]. In fact, when

compared to standard inpatient rehabilitation,

interdisciplinary pain management programs

are significantly more effective at improving

pain, social functioning, catastrophizing, and

ability to decrease disability [10]. It is for

reasons like these that Hamilton Health

Sciences (HHS) applies this tactic in their

Chronic Pain Management Unit (CPMU) at

Chedoke Hospital. The CPMU at Chedoke

Hospital, Hamilton Health Sciences, Hamilton,

Ontario, Canada is an interdisciplinary,

multimodal 4-week program with a

cognitive-behavioral therapy (CBT)

orientation. Most of the activities in the

CPMU are designed to teach and enable

patients to adopt self-management approaches

to their CP problems [14]. The primary focus is

on learning self-help techniques and to

encourage the use of coping strategies to

challenge maladaptive thoughts and behaviors

related to pain. One of the main goals of this

approach is to enhance patients’ sense of

control over their pain by providing them

with a set of skills to better manage their

physical symptoms. Goal setting, active

exercises by quotas, stress management,

relaxation, vocational counseling, family
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intervention are essential components of the

CPMU [14, 15]. It should be noted that the

CPMU has now been renamed as the Michael G.

DeGroote Pain Clinic and has been relocated at

McMaster University Medical Center as of June

2015.

In an effort to improve patient experience at

HHS, Cunningham et al. [16] surveyed 508

patients at HHS. The patients’ opinions

regarding what was most important when

receiving care were used to design the model

of care for HHS, ‘‘Family-Centred Care: Doing

What Matters Most’’. According to this model,

HHS has committed itself to communicating,

collaborating, and responding more effectively

[16].

In addition to these innovative

implementations, it is imperative to

continually monitor patient experience to

ensure consistent quality of patient

experience. A previous study at the CPMU was

conducted by Hapidou and Li [17]. Written

comments from patients who had completed

the 4-week pain management program were

analyzed for major themes to understand the

patients’ experiences [17]. The following

themes were obtained: from limitation to

function, focus on the self, taking the

initiative, the importance of peer support,

impact of team effort, and targeting the

psychology.

Since that time, the CPMU has introduced

several changes into the program:

(a) Interdisciplinary initial assessment

(previously, one staff member assessed patients

prior to entry into the CPMU), (b) the length of

the daily program changed from

9:00AM–4:00PM to 9:30AM–3:30PM,

(c) changes in staff composition and the

reduction of staff due to institutional

budgetary changes and other administrative

changes. (d) moving into a different part of

the hospital, and (e) change of directors. It is for

these reasons that the current study was

undertaken at this time: to gain insight into

patients’ experiences at the CPMU.

METHODS

The study received ethics approval from the

Hamilton Integrated Research Ethics Board. The

CPMU program is an interdisciplinary pain

management program attended by CP patients

on the basis of third party referral. The CPMU

program is4 weeks long, with ongoing admission,

and runs Monday–Friday. The CPMU staff

includes two physicians, a psychologist, a

psychometrist, a physiotherapist, a pharmacist, a

social worker, and two occupational therapists.

The program uses a group-based approach;

however, patients establish individual goals.

Some activities that take place in the program

include relaxation classes, functional activity

classes, exercise classes, and group therapy.

Patients work with all members of the staff and

receive care from a wide range of professionals.

Patients were admitted to the 4-week program if

they had goals for increased functionality and

productivity/readiness for change, if they did not

have active psychosis or untreated medical

conditions such as hypertension and if they

received financial authorization by their

referring agency. Reason for admission was

learning to manage CP/unlearn maladaptive

responses to pain, and becoming more

functional in spite of pain. Length of admission

was 4 weeks.

Data were collected retrospectively from 50

randomly selected patients, chosen from the 86

patients admitted to the CPMU between May

13th, 2013 and December 9th, 2014. The
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rationale for random sampling is that (a) a large

number of patients would be used as

participants without bias due to time of

program attendance and (b) not all patients

could be sampled due to time limitations

(student project for one term).

Upon admission into the program, all

patients provided written consent for their

data to be used for research purposes. Data

from two exit questionnaires were analyzed.

The first was the Self-Evaluation Scale (SES) [18,

19]. On this form, the patient is asked to rate

his/her own goal accomplishment on a 5-point

Likert scale. This is followed by an open-end

section titled ‘‘comments’’ where the patient

may elaborate on their perceived goal

accomplishment. The second questionnaire

from which data were extracted was the Pain

Program Satisfaction Questionnaire (PPSQ) [18].

The PPSQ consists of 11 questions regarding

satisfaction with the program, each rated on a

4-point Likert scale, and two open-ended

sections. The first open-ended section asks

patients to list any problems that the program

helped with, other than pain. The second

open-ended section asks the patient to provide

any comments they may have regarding their

experience in the program.

Patients with responses to any of the three

open-ended questions were included.

Two participants did not have comments on

their questionnaires. For this reason, the next

patient on the database was used instead. The

randomization process was to ensure that this

was a complete representation of anyone who

participated in the program. All patients who

were admitted to the program during the study

period completed the 4 weeks.

Written responses were collected, typed into

a database verbatim, arranged by patient and

questionnaire section, and stratified by gender.

The decision to assess themes based on gender

was based on the literature of gender differences

in pain. CP has been shown to be more

common in women than men [20–24]. Gender

may play a role in reports of pain and distress

following interdisciplinary CP management

[25].

To maintain anonymity, patients’ names

were replaced with coded numbers. All data

were read through comprehensively before any

analysis was performed. Conventional content

analysis was applied in an inductive manner to

rigorously analyze text and extract major

themes [26–30]. Codes, which are words or

short phrases that summarize the essence of

what is being said [30], were written in the

margins of the text to which they applied. This

process is known as open coding and was

performed to develop the codes.

Simultaneously, a codebook was created to

record all codes [See Appendix A and B

(Supplementary Material)] [29, 30]. Once all

data were coded, the process was repeated two

times using the existing codebook to verify or

retract previously assigned codes and to develop

and apply new codes where appropriate.

Repeating the process several times ensured

that all data were properly interpreted [29, 30].

When all data were thoroughly coded, code

frequencies within male and female data as well

as total code frequencies were calculated (see

supplementary material). Codes were then

grouped together based on the author’s

understanding of a common focus between

codes in the category [29]. Once categories

were formed, a similar process was used to

group categories together to form major themes

[26–30].

There was only one coder, the student, E.

Horst, alone. She was not part of the clinical

team, nor did she know any of the patients. The

assumption is that she could provide a

completely objective perspective on the

96 Pain Ther (2016) 5:93–105



comments from a clinically naı̈ve point of view.

Her understanding of the program at the time

of the study was only theoretical.

RESULTS

Quantitative Results

Fifty patients’ comments were analyzed in this

study. There was an equal representation of

males and females (24 males, 26 females),

reflecting the overall composition of the

program patients. Their age ranged from 21 to

79 years with an average (SD) of 43.96 years

(12.24) and a median of 46.5. The majority of

patients had pain resulting from a motor

vehicle accident (56%) followed by a

work-related injury (28%), a military-related

injury (14%), and pain of insidious onset (2%).

Duration of pain was very variable, ranging

from 16 to 348 months with an average (SD) of

74.83 (69.99) and a median of 50. At discharge

from the 4-week program, patients felt they had

accomplished their goals on average at 3.38 out

of 5 (0.98) on the SES with a median of 3 (well).

Their PPSQ score was an average of 35.96 out of

44 (4.15), with a median of 36. There were no

gender differences on the SES (p = 0.54) or the

PPSQ (p = 1).

Qualitative Results

The Impact of a Strong Interdisciplinary Team

The most frequently observed theme was the

important role the CPMU staff had in the

patients’ experience in the program. Almost all

patients expressed some form of gratitude to the

staff or had positive things to say about them.

The patients wrote that the staff demonstrated a

good balance of professionalism and

compassion. While they understood the

physiology of CP, they were also able to

connect and empathize with the patient.

• ‘‘Very informative with lots of good support

from a team of people who understand our

pain’’.

• ‘‘With the guidance and professionalism of

this genuinely caring team…’’

• ‘‘Passionate, caring and dedicated staff make

this course’’.

Patients also commented on the benefits of

learning about their own condition. Many

patients entering the program have limited

knowledge regarding the physiological

mechanisms and psychosocial repercussions of

CP. For this reason, many of the patients found

it beneficial to simply learn more about CP. The

interdisciplinary nature of the CPMU provided

patients with a ranging perspective.

• ‘‘It has covered a wide range of topics and

each one plays on the other’’.

• ‘‘I have learned a lot about chronic pain. It

helped me to understand more about it’’.

Learning to Adapt in Order to Manage

The CPMU places a large emphasis on learning

to manage pain as opposed to curing it.

Fortunately, patients were in agreement with

this approach. Patients reported learning new

coping strategies to employ in order to live a

better life with their CP.

• ‘‘I’ve learned […] exercise for stretching and

to take breaks […] methods to try and

control [my pain]’’.

• ‘‘I learned different ways of handling the

kitchen area’’.

• ‘‘I’ve learned […] to take breaks and pace

myself […] I will try and stop just going and

going with my daily activities and slow

down so my pain won’t get worse’’.

In addition, patients wrote that they had

made modifications to their daily life and

routine to more easily live with their pain.
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Patients demonstrated an understanding and

acceptance that their pain was not likely to be

cured and that they must, therefore, find ways

to live with the pain, despite the fact that their

life was no longer the same as it was before CP

began.

• ‘‘I can have a happy life even if it will be

different’’.

• ‘‘More aware of what I have to do to

accomplish a reasonable life’’.

• ‘‘Pain will always be a part of you but there’s

ways to lower pain levels’’.

The Program as a Stepping Stone

While it is important that patients make

adaptations to their lives while enrolled in the

program, it is perhaps even more important that

patients continue these practices once

discharged from the CPMU. Fortunately,

patients displayed an optimistic outlook and

planned to continue applying what they

learned in the program.

• ‘‘…Information that I will take with me and

continue to practice’’.

• ‘‘When I go home, I will continue my

exercises and mix it in with my daily life’’.

Furthermore, patients expressed an

understanding that they still had progress to

make. Since the program is only 4 weeks long,

patients generally have a long way to go once

discharged. Fortunately, the patients

understood this and were willing to put in

effort to continue improving. In fact, there was

often a tone of optimism when discussing

future progress.

• ‘‘Still a long way to go but now I see the light

that I didn’t before’’.

• ‘‘Change does not happen overnight and

with time I can implement my new coping

skills’’.

• ‘‘I am going to keep moving forward with

same passion and positive changes’’.

The Positive Effects of a Group Effort

People living with CP are often the only one of

their peers with the condition. For this reason,

people with CP may become isolated as there is

a lack of understanding from others. For many

patients, coming to the CPMU is the first

encounter they have with other CP patients.

Not surprisingly, this can be very therapeutic.

Patients expressed enjoyment in being able to

share their own thoughts and concerns with

others, as well as listen to other people’s stories.

The feeling of belonging to a group, even if the

common factor is a condition like CP, gave the

patients a sense of togetherness.

• ‘‘It was very helpful to hear other people’s

stories’’.

• ‘‘Learned that there is a lot of people like me

suffering from chronic pain’’.

• ‘‘Best part was knowing people with the same

condition and getting to share with them’’.

The theme of a group effort also carried over

into the patients’ family lives. As they learned

more about what was best for their own

well-being, patients began to improve

communication with family members. They

were able to be more assertive regarding their

need to pace. Several patients wrote about these

improvements and how their families were

involved in the process.

• ‘‘Started to improve my family life through

better communication’’.

• ‘‘[I have learned to] set limits with my

family’’.

• ‘‘[before,] I never let them see my true pain

[…] I started telling them ‘ok guys I can’t do

this anymore, I need help’’’.

Improved Mental Health

CP has far reaching effects on mental health due

to the limitations it places on people’s ability to

participate fully in daily life. Although the

program does not guarantee a reduction in
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pain, the learned ability to cope can improve

mental health status. In the section of the SES

where patients are asked to list problems that

the program helped with other than pain,

patients said the following:

• ‘‘Depression’’, ‘‘Anxiety’’, ‘‘Stress’’,

‘‘Emotional’’, ‘‘Anger’’, ‘‘Social’’, ‘‘Mental

health in general’’.

Some patients also elaborated on how the

program helped them to improve their mental

well-being.

• ‘‘I have learned a lot about myself’’.

• ‘‘Dealing with negative emotions related to

pain’’.

• ‘‘The Self-Talk was a big one for me’’.

• ‘‘This program has opened my eyes to a more

positive way to deal with my pain’’.

• ‘‘I do not feel as closed off as I had before’’.

Benefits of the Program

As previously stated, the intention of the

program is not to cure pain. However, this is

not to say that patients do not experience

benefits. Due to the interdisciplinary

approach, patients reported benefits in a range

of areas. Patients commented on improvements

that they made in life outside the program as

well as components of the program that they

found especially helpful.

• ‘‘Felt pain in my muscles that I haven’t in

many years, good pain from exercising’’.

• ‘‘Sleeping in the bed not on the couch’’.

• ‘‘I am eating healthier foods and smaller

portions’’.

• ‘‘Improved my overall general health’’.

• ‘‘Yoga has been very helpful, relaxation as

preventative measures’’.

• ‘‘Relaxing (Oh my, this is so helpful)’’.

Rare but Concerning Comments

Despite the overall program satisfaction being

quite high, patients did report some concerns.

Although these comments do not appear

frequently enough to be considered a main

theme, it is still important to report them. Some

patients reported difficulty in applying what

they had learned. This was brought to attention

mostly by those who were staying in hotels for

the durations of the program, making it difficult

to implement coping strategies.

• ‘‘Hard to implement things when I’m not in

my ‘natural environment’’’.

Other patients reported difficulty

implementing coping strategies because of

external factors:

• ‘‘I can upkeep the basics but to add extra

things will increase the pain’’.

• ‘‘Work limits ability to implement certain

aspects’’.

Lastly, a small number of patients reported

some specific concerns:

• ‘‘Too much paperwork for my liking’’.

• ‘‘The classes were a bit too long because my

pain increases when I sit for long’’.

Gender Differences

No statistically significant differences were

found between males and females on the PPSQ

or the SES scores. However, some differences did

arise in written comments. Females, more often

than males, reported an acceptance of

limitation and the need to ask for help.

Females were more comfortable admitting

need for assistance from family or friends.

Additionally, females reported an increased

understanding of the need to pace their daily

activities as opposed to fighting through the

pain and subsequently worsening it. The

following quotations are from female data:

• ‘‘Ask for help, it’s okay if you cannot do

something, it doesn’t mean you’re

worthless’’.

• ‘‘That’s another thing you have helped me

with is asking for HELP […] I was always the
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one who did for everyone. Hard to sit back

and ask for help but I am doing it’’.

• ‘‘I learned to take time for me […] I need to

pace myself and try relaxation’’.

DISCUSSION

Patients’ written comments on exit

questionnaires demonstrate the importance of

the interdisciplinary team as well as the

group-based approach. Comments also

indicate that patients take on the initiative of

adapting their lives to manage pain and are

willing to continue practicing learned coping

strategies to maintain positive outcomes. As

well, comments reflect the numerous benefits of

the CPMU program regarding patients’ physical

and mental well-being.

The most frequently observed theme was the

important role of the CPMU staff in the

patients’ experience of the program. Almost all

patients expressed some form of gratitude to the

staff or had positive things to say about them.

According to Gatchel et al. [11], ‘‘the key

ingredients for interdisciplinary care are a

common philosophy of rehabilitation,

constant daily communication among on-site

health care professionals, and active patient

involvement’’ (p. 121). The patients must have

been able to perceive this cohesiveness and true

integration of the team and thus made the

comments they made so frequently.

More generally, patients’ comments reveal

thoughts and feelings regarding their

experiences in the CPMU. While quantitative

data such as PPSQ and SES scores can provide

limited insight regarding overall program

satisfaction and self-evaluation, qualitative

written text offers a more robust account of

both program and self-satisfaction. Quantitative

research often provides answers to questions

about ‘‘when’’, ‘‘how many’’ or ‘‘how much’’ and

is, therefore, not helpful when asking questions

about ‘‘how’’ or ‘‘what’’. In the case of the

current study, questions such as how patients

experience the CPMU and what benefits they

gain from it are best answered using qualitative

methods [30].

Comparisons to Previous CPMU Research

Results are generally consistent with those of

previous research conducted at the CPMU.

Hapidou and Li [17], using a similar approach,

found comparable themes in patients’ written

comments. Six main themes were extracted:

from limitation to function, focus on the self,

taking the initiative, the importance of peer

support, impact of team effort, and targeting

the psychology. Several of these themes overlap

with the current findings. For example, the

importance of peer support and the impact of

team effort remained salient themes in patients’

comments. The current study found that the

important role of the interdisciplinary staff as

well as the therapeutic effects of group therapy

were important themes in patients’ comments.

As well, the theme of targeting the psychology

remains present in patients’ comments and was

replicated in the current study as improved

mental health. Last, the current study found the

themes adapting to manage and the program as

a stepping stone, implying that patients

expressed an intention to continue applying

what they had learned at the CPMU. This is

quite similar to the previous authors’ finding of

patients taking the initiative [17]. The theme of

limitation to function was not replicated in the

current study. However, it is important to note

that within the current theme, benefits of the

program, several patients wrote about improved

fitness, function, sleep, and overall health,
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benefits which imply a transformation toward

better functioning.

Implications of Themes

The results of the current study further

strengthen the evidence for an

interdisciplinary approach to CP management,

which is supported by the current literature

[9–13]. Patients’ appreciation of staff may speak

to their being recognized and validated for their

difficulties as well as for their efforts to mitigate

the deleterious effects of CP on their lives.

Regardless of the positive outcomes associated

with interdisciplinary methodologies, it has

also been found that little or even no

professional input is helpful for CP patients to

achieve improvements [31]. In the presence of

peer support from others who have CP and

without any professional consultation, CP

patients have reported improvements in

functional ability, and decreased use of

healthcare [31]. However, it is not known how

complex these patients’ conditions are and how

similar they are to those who are referred to

interdisciplinary programs. Therefore, caution

needs to be applied in drawing conclusions

about patients in an interdisciplinary program.

Nevertheless, patients in the current study

reported benefits from simply being around

others with CP. Due to the fear of

experiencing further pain, people living with

CP often withdraw from family and social

interactions, becoming severely isolated [32].

As well, limited understanding from friends and

family can cause frustration and further

promote social isolation [33]. The ability to

share concerns, thoughts and emotions with

others who are also living with CP can be both

informative and therapeutic [31]. According to

the patients’ comments, the experience of being

met with a validating attitude by other patients

and staff was of great importance. They felt

listened to, understood, confirmed, accepted,

and tolerated by other group members as well as

staff. It is expected that this might increase their

ability to understand and deal with other

aspects of their lives as well. We are not aware

of research findings that support groups alone

bring about changes in terms of developing

tools and strategies to handle pain and

strengthen patients’ individual resources. The

golden standard of CP management seems to be

interdisciplinary treatment [10–13].

Additionally, patients frequently reported

having made adjustments and modifications

to their daily life by incorporating learned

coping mechanisms. Said adjustments made

living with CP easier, despite the disruptions

made to daily routines. The patients’ acceptance

that they must adapt their lives to be able to live

with CP is a reflection of the effectiveness of the

CPMU staff to convey the messages of

management over cure. As well, this finding is

especially important because it has been shown

that acceptance of CP is negatively associated

with frequency in reports of pain, pain-related

anxiety and avoidance, depression and

disability, and positively associated with work

status [34]. Therefore, CP patients who learn to

accept their pain and actively cope with it are

more likely to derive benefits from programs

like the CPMU [34].

Because the program is only 4 weeks long,

making adaptations to daily life is necessary but

not sufficient for a patient to achieve long-term

benefits. As previously mentioned, the CPMU

places emphasis on managing pain, not curing

it, implying that CP is something these patients

will likely live with for the rest of their lives.

This means that for the CPMU program to be

truly successful patients must take on initiative

and maintain self-management of their

condition. The transition toward
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self-management that occurs upon discharge

from the CPMU requires increasing autonomy

for the patients [35]. Tasks such as problem

identification and goal setting, which were

previously facilitated and/or led by

professionals, become the responsibility of the

patient [35]. Fortunately, at the CPMU, patients

show willingness to take responsibility for their

own pain management and optimism regarding

future progress. It should be mentioned here

that previous studies in our program over the

years found sustainability of quantitative

outcomes 6 weeks following discharge [14].

The strong, positive correlation between

mental and physical health symptoms is well

documented [36–39]. This correlation is

strongest when disease state becomes chronic

and is found most frequently in association

with pain conditions [36]. Due to the

enduring nature of CP and its strong

association with mental health problems, the

CPMU focusses on improving the

psychological and emotional health of

patients, regardless of a reduction in pain

levels [14, 15]. Patients’ comments reflect

success of this intention in that they report

an improvement in many areas of mental

health.

Analyzing code frequencies, it was found

that females, more often than males, are willing

to admit physical limitation and, therefore, ask

for help. Females often wrote about an acquired

acceptance that they must ask family and

friends for help instead of trying to be

unreasonably independent. This may be the

result of females having higher pain sensitivity

[40]; however, it is more likely due to social

factors influencing patients’ decisions to express

a need for help. These findings are consistent

with previous research, which shows that males

are typically less likely to engage in help-seeking

behaviors due to their gender socialization [41].

Limitations

It is important to note that, while both the

PPSQ and SES are well validated self-report tools

[18, 19], there may be bias within patients’

written responses to open-ended questions. The

open-ended questions are situated within and/

or after several Likert scale items which may

have influenced patients’ thoughts and ideas

when responding to open-ended questions. As

well, because the authors were not blind to the

results of previous qualitative studies at the

CPMU, this may have introduced bias. Despite

thorough effort to maintain scientific rigor by

employing supported methods of qualitative

content analysis [26–29], the current findings

are limited in that they represent the

interpretations of one individual as there was

only one coder (E. Horst), the student

researcher. As stated above, she was not part

of the clinical team, nor did she know any of

the patients, and the assumption is that she

could provide a completely objective

perspective on the comments from a naı̈ve

point of view. Her understanding of the

program at the time of the study was only

theoretical. However, we are aware of previous

qualitative studies in which a single author

codes all data and co-authors corroborate

findings [42, 43]. We do recognize the fact of

the single coder in this study as a limitation and

do point it out.

However, the findings of this study are

replicable in that they are consistent with the

results of previous studies at the CPMU [17].

CONCLUSION

Despite inherent limitations, the results of this

study contribute to the existing literature

regarding both patient experience and CP

management. The qualitative nature of the
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research provides insight that may be overlooked

when using quantitative measures [30]. These

results may be used by clinicians at the CPMU to

improve the quality of care and the patient

experience. Results may also be used to promote

the CPMU to stakeholders such as referral sources

(familyphysicians, insurancecompanies, lawyers,

etc.). Last, results may be used for the

development of future programs that have

similar goals of chronic disease management.
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