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Background: Recent research has focused on the effectiveness of different treatment regimens in pain
clinics, where a call for more multifaceted treatment has been highlighted. Less attention has been paid
to improvements within pain clinics, and how registered nursesdwho usually play a key roledperceive
and experience the accessibility, treatment options and follow-up offers at public pain clinics.
Objective: The overall aim was to explore and describe how nurses experience health care provided to
patients with chronic non-cancer pain at pain clinics.
Methods: We used 10 individual interviews with nurses working at 10 different public pain clinics in
Norway. The interviews were analyzed using qualitative content analysis.
Results: One theme was developed from the content analysis: “Nurses’ striving to provide whole-person
care in pain clinics.” The nurses experienced allocation of limited resources as challenging, especially
when the dilemma between accepting new patients from the waiting list and offering follow-up to
existing patients became apparent. Multifaceted treatment was perceived as vital, although resources,
priorities, and theoretical understanding of pain within the team were challenging.
Conclusions: The needs for multifaceted and integrated treatments in chronic pain management were
obvious, although this approach appeared to be too demanding of resources and time. Stronger coop-
eration between pain clinics in specialist care and health care providers in primary care to ensure better
patient flow and treatment is required. Emphasis is placed on coherent theoretical approaches to pain
management within the team in the pain clinics to ensure whole person care.
© 2019 Chinese Nursing Association. Production and hosting by Elsevier B.V. This is an open access article

under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction

Chronic pain affects a large percentage of the general popula-
tion: approximately one in five adults [1]. Chronic pain can be
defined as pain in one or more anatomic regions that persists or
recurs for longer than 3 months. It is associated with significant
emotional distress or significant functional disability that cannot be
better explained by another chronic condition [2]. Chronic pain
management involves a shift from focusing on cure and diagnosis
to focusing on care and rehabilitation [3]. Registered nurses (RNs)
play a frontline role in caring for patients in pain, including the
assessment and evaluation of pain, medicine management, and
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interdisciplinary collaboration [4].
Patients with chronic pain in Norway are treated mainly by

general practitioners and the municipal health service. Most pa-
tients with chronic pain referred to the specialist health service is
examined and treated by organ or disease-specific units. Interdis-
ciplinary pain clinics are reserved for patients with chronic pain
that can not be adequately treated in the municipal health service
or in the other specialist health services. Current recommendations
from The Norwegian Directorate of Health to the pain clinics are
expectations of an interdisciplinary team consisting of at least one
RN with relevant expertise in pain management, in addition to a
physician, physiotherapist and psychologist [5].

The biopsychosocial model provides a framework for under-
standing pain as a complex phenomenon resulting from biological,
psychological, and social factors, where all aspects are relevant to
managing chronic pain conditions [6]. However, experiencing pain
not only affects an individual's biopsychosocial functioning but also
their existential domains. Research shows that individuals suffering
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from chronic pain often wonder how life can be meaningful with
their condition, as they are frequently cut off from sources of
meaning that once were significant to them, such as having a career
or being an active caregiver for children [7]. There has been little
emphasis on the integration of these issues in health care despite
the fact that the existential dimension is known to be an important
factor in quality of life [8]. A whole-person care approach seeks to
integrate the physical aspects along with the psychosocial and
existential one, to better understand how to respond to patients'
needs [9]. Thus, providing efficient whole-person pain care implies
a multidimensional team-based approach [10,11].

A clear distinction has to be made between multidisciplinary
versus interdisciplinary pain management. Multidisciplinary care
connotes the involvement of several health care providers such as
RNs, physicians, physiotherapists, and psychologists. However, the
integration of their services as well as communication between the
providers can be limited as they are often not co-located and might
pursue treatments with separate goals that do not take into account
the contribution of other disciplines [12]. Interdisciplinary care
consists of greater coordination among all health care pro-
fessionals, where all providers are co-located, sharing a common
philosophy of rehabilitation and focusing on constant communi-
cation and active patient involvement [12]. Rehabilitation models
based on a common philosophy, continuous communication, as
well as active patient involvement are more successful than other
rehabilitation models [10,13]. Although the biopsychosocial-
existential approach is accepted widely, the corresponding intro-
duction of interdisciplinary pain clinics has not always been
actioned [3].

Recent research has mainly focused on the effectiveness of
different treatment regimens with a call for more interdisciplinary
treatment strategies [14]. Less attention has been paid to the
progress achieved within pain clinics, and how the multidisci-
plinary or interdisciplinary approach toward chronic pain man-
agement has developed. RNs are often the first health care
professional to learn of patients' pain problem, and are most likely
to spend more time with patients than any other member of the
team at the pain clinic [3]. Thus, RNs are particularly well posi-
tioned to identify gaps and strengths in health care provided at pain
clinics. As such, more in-depth knowledge of nurses’ perspectives
related to care provided at pain clinics is required, and qualitative
studies can contribute to this knowledge.

Based on these observations, the aim of this study was to
explore and describe how nurses experience health care provided
to patients with chronic non-cancer pain at pain clinics. Two
research questions were formulated:

� How do nurses assess the health care provided at pain clinics?
� How do nurses experience working in teams at pain clinics?
Table 1
Characteristics of participating nurses.

Characteristics Frequency

Sex
Female 10
Male 0

Clinical experience (year) 9.4a

Registered nurse (RN)b 10
Specialty
Anaesthesia 4
Intensive care 1
Psychiatry 1
Other relevant coursesc 4

Note.
a Mean of clinical experience, range 2e19 years.
b State-registered nurse with a bachelor's degree in nursing.
c Cognitive therapy, pain & palliative care.
2. Methods

2.1. Design

An exploratory and descriptive design was chosen using quali-
tative interviews to capture individual experiences. Exploratory
design is used when little is known about the phenomenon to
provide in-depth knowledge and a more nuanced understanding.
The descriptive part sought to present the issues precisely.

2.2. Participants

We planned for a total population sample [15]. Initially one RN
from each of Norway's 16 public pain clinics was invited to join the
study. The head managers of the Pain clinics were contacted by
telephone and provided with basic information about the study.
Extended information with a formal invitation to participate in the
study was sent by email to the head managers shortly after the
phone call. An appointment for the interview was scheduled with
RNs who wanted to participate and who fulfilled the following
inclusion criteria: being an RN;workingwith outpatients with non-
cancer chronic pain; and with a minimum of 2 years training. One
pain clinic did not meet the inclusion criteria (it did not employ RNs
working with outpatients), one did not want to participate for
unknown reasons, and four answered neither our emailed request
nor the reminder. Thus, 10 RNs from 10 different pain clinics were
included (Table 1). The participants were all state-registered nurses
with a bachelor's degree in nursing and with different specializa-
tions. The number of years of experience varied between 2 and 19
years.

2.3. Data collection

Face-to-face interviewswere conducted using a semi-structured
interview guide. The researcher (First author) provided a structure
based on the interview guide but allowed time and space for RNs'
more spontaneous descriptions. The topics in the interview guide
were the pain clinic's accessibility, treatment options, follow-up
offers and team-based care. None of the participants knew the
researcher, so they could speak candidly.

The interviews lasted for 50e75min and were transcribed
verbatim. The RNs were given a choice to conduct the interview at
their workplace or at a neutral location (e.g., a conference room in a
nearby hotel). All RNs preferred to conduct the interview at their
workplace and provided a quiet and appropriate place to carry out
the interview. The data analysis started directly after completion of
the data collection.

2.4. Data analysis

The transcribed material was subjected to qualitative content
analysis as described by Graneheim and Lundman [16]. Qualitative
content analysis focuses on subject and context and emphasizes
variation such as similarities and differences between parts of the
text [17]. It also offers opportunities to analyze both manifest and
latent contents [17]. Descriptions at the manifest level, which is
close to the participants’ descriptions, were preformed early in the
analysis when we developed codes and categories. Then we iden-
tified the latent content, or the underlying meaning, when devel-
oping subthemes and theme. The subthemes and theme developed
in our analytic process were derived from the data material. Table 2



Table 2
Overview indicating the abstraction process from categories to theme.

Categories Subthemes Theme

The significance of accessibility
The significance of follow-up offer

Optimal allocation of service is challenging Nurses' striving to provide whole person care in pain clinics

The significance of medical treatment
The significance of psychosocial treatment
The significance of team-based care

Multifaceted treatment is important but challenging
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gives an example of qualitative content analyses, indicating the
abstraction process from categories to theme. Table 3 outlines our
analytical process and involvement.
2.5. Trustworthiness

We used the credibility, dependability, confirmability and
transferability criteria as presented by Lincoln and Guba (1985) in
addition to the consolidated criteria for reporting qualitative
research (COREQ) to ensure trustworthiness of the study [18,19].

We have provided a detailed description of the analytic steps
and an example of the analytic process. Representative quotations
have been presented to give the RNs a clear voice. Overall, this
contributes to the transparency and credibility of our findings, as it
allows the reader to look for alternative interpretations. The
dependability of the research was ensured through use of the same
interview guide with each participant, in addition to transcribing
all interviews verbatim. The transferability of the findings to similar
conditions can be considered by taking into account the partici-
pants’ context. Furthermore, the findings address several chal-
lenges of relevance to RNs and other health-care providers
interested in chronic pain management worldwide.

The concept of “information power”mayguide adequate sample
size in qualitative studies [20]. Here the size of the sample was
influenced by a specific aim (care provided at pain clinics) with
dense specificity (RNs’ experiences), along with the applied whole
person model of care. All interviews were conducted by the first
author. An in-depth qualitative content analysis was performed
following Graneheim & Lundman [16]. Thus, including 10 pain
clinics across Norway provided rich and nuanced descriptions of
the phenomena, and the sample had satisfactory information po-
wer to develop valuable knowledge related to our aim.
2.6. Ethical considerations

The study was approved by the Regional Committees for Med-
ical and Health Research Ethics, Norway (Project number 2014/
2165). Every participant provided informed written consent ahead
of the interview. The participants received information both in
writing and verbally about their right to withdraw at any time and
were assured that their participation was anonymous.
Table 3
Overview over the analytic process.

Stages of the Analytic process

1. Open reading First author read each script several times to gain an im
2. Identify meaning units First author identified patterns in the data by dividing
3. Condense meaning units First author condensed the meaning units into a more
4. Create codes First author created codes to label.
5. Sort into categories and

subthemes
Compared the codes based on differences and similarit
and subthemes with co-authors.

6. Formulate into theme Formulated the latent content of the theme in collabor
3. Findings

The data provided rich and detailed descriptions of the RNs'
experiences of provided care at pain clinics. One theme was
developed from the content analysis: “Nurses’ striving to provide
whole-person care in pain clinics.” The following section is ar-
ranged by the two subthemes of “Optimal allocation of services is
challenging” and “Multifaceted treatment is important but chal-
lenging”. In the following, representative quotations are presented
to give the RNs (named from A to J) a voice.
3.1. Optimal allocation of services is challenging

The RNs expressed concern about limited resources that influ-
enced their ability to provide necessary and timely healthcare, as
well as difficulties in prioritizing follow-up of existing patients as
this extended the waiting list at the pain clinic. This sub-theme
consists of the following two categories: “The significance of
accessibility” and “The significance of follow-up offer”.
3.1.1. The significance of accessibility
The RNs described an optimal prioritization of resources as

challenging. Sometimes they felt that it became rather random as
to which patients received help at the pain clinic as incomplete
referrals were a recurrent problem. This experience was also
strengthened as they regularly found that referring GPs wrote re-
ferrals based on what they believed the pain clinic wanted to hear,
rather than the correct status of the patient's pain situation and the
purpose of the referral. Either the incomplete referrals were
rejected by the pain clinic along with advice for a more detailed
referral, or they contacted the general practitioner (GP) for sup-
plementary information. The RNs highlighted the possibility for
GPs to make contact if they had any questions regarding referrals,
or to seek advice by phone instead of referring the patient to the
clinic for small matters, such as minor changes in medication.

“They [the physicians at the pain clinic] have discussed issuing
individual rejections with a proposal for further progress. Both the
patient and the GP have received this very well. We often see that
there is a call for ‘backing’ to get a second opinion both from the
patient and the GP.” (E)

To get a referral, there was a criterion of not having any ongoing
pression of what was being said.
the text into meaning units.
formalized and written style.

ies, and sorted them into categories. Continuously discussed tentative categories

ation with co-authors.



K. Gjesdal et al. / International Journal of Nursing Sciences 6 (2019) 169e175172
litigation relating to insurance or work capacity. Completing their
medical examination was also a criterion, but the RNs experienced
this as difficult to enforce as many patients strove to accept their
pain situation. Therefore, many of the patients were still searching
for a diagnosis and a cure when they arrived at the pain clinic.

“Patients should be examined, without looking for symptoms for
something wrong when they arrive [at the pain clinic]. We want to
reject patients who do not accept this because it is too much work
for this department. However, there can be a distinction between
when the GP says that they have been fully examined, and when
the patient thinks so.” (A)

Some of the pain clinics strictly followed the waiting list, while
others considered the needs and situation of each patient. The RNs
described challenging assessments in this regard, as they often
experienced difficulties in providing flexible and timely healthcare
due to long waiting lists and limited resources.

3.1.2. The significance of follow-up offer
The RNs reflected over individual assessments related to any

necessary follow-up. They experienced it as a difficult problem to
decide whether to accept new patients on the waiting list or to
prolong the follow-up of existing patients. As the resources were
often minimal, the prioritizing of essential follow-up or accepting
new patients was demanding. In such dilemmas, it was important
to have other offers at the community level to refer patients to, such
as coping seminars or rehabilitation programs.

“I usually say this whenwe begin: eight to 10 times. However, there
are those who only need two to three hours to adjust to something.
Then there are some times when we discover things along the way
when we start working on it, that things are much more compli-
cated than we had imagined. Then I find it hard to say: No, now it
has been 10 times, you cannot come here any longer. We have to
show flexibility.” (F)

One consequence of ending the follow-up too quickly was re-
referrals. These were accepted and evaluated by most of the
clinics. The RNs also recognized the need for new courses when the
patient's life situation changed.

“A few years go by and along comes a new referral; the patient
needs refreshment, a new boost. It is not the case that once one has
been here, one must be able to use these skills for one's whole life. In
life, it fluctuates, and one benefits from refreshment in relation to
thoughts, emotions, and coping.” (C)

3.2. Multifaceted treatment is important but challenging

The RNs experienced the patients’ need for multifaceted treat-
ment as obvious, since most of the patients wanted help to deal
with complex pain situations. A bio-psycho-social approach to pain
management was thus considered to be fundamental. However, the
RNs perceived multifaceted and team-based care as challenging as
they experienced different priorities and theoretical understanding
of pain between the various professions in the team. This sub-
theme consists of the following three categories: “the significance
of medical treatment”, “the significance of psychosocial-existential
treatment” and “the significance of team-based care”.

3.2.1. The significance of medical treatment
The RNs experienced that some patients needed infusions or
blockades to be able to survive the day; for others, they were one of
the many important pieces of the puzzle in their pain management.
Another aspect was the importance of pain-relieving medication,
also including opioid pharmacotherapy, to make the patients more
available for cognitive approaches, or to give them some breathing
space. While acknowledging the importance of medication in
chronic pain management, the RNs also reflected on the mixed
opinions concerning injections, blockades, and infusion.

“We offer infusions. However, this is to a limited extent in com-
parison with the past. We have been working hard to achieve this
reduction. When I started [at the pain clinic], we had 100 in-
dividuals receiving it, but now it is maybe 10 and only for a limited
period. We are now in a position to defend this use. ”(G)

The RNs experienced particularly infusions, injections, and
blockades as treatment with several drawbacks. This kind of
treatment made the patients dependent on regular appointments
at the pain clinics, where they would become frightened of a
stressful period if they did not receive a new blockade or infusion,
for example, before holidays.

“We [the pain clinic] were very drug-intensive, extremely drug-
intensive. I saw that something was missing. Because if you are
just treating by blockade, you will get phone calls that if they don't
get help now, then their holiday will go badly. They want us to
guarantee that they can live the life they actually cannot manage
any more.” (H)

The RNs also assessed this kind of medication as a short-term
solution, where a focus on assisting patients to manage their life
and pain situations was absent.

“We [the pain clinic] believe that providing blockades over a long
period is not beneficial for the patients. They become so dependent
on us. They may well improve for a short period and then worsen
when the pain returns, rather than finding a better balance in their
lives. It is better to be concerned with life than with the next
blockade. ”(J)
3.2.2. The significance of psychosocial-existential treatment
A psychosocial approach was integrated at all pain clinics.

Supportive conversations, peer groups, self-management pro-
grams, or cognitive therapy courses were typical kinds of
psychosocial-existential treatment that were offered. Some of the
pain clinics also presented follow-up by psychiatrists or psycholo-
gists, or RNs with a Master's qualification in mental health care or
similar. The RNs assessed psychosocial-existential treatment as
essential for developing the patients' coping strategies and bio-
psychosocial functioning.

“I have been surprised howmuch psychiatry plays a role in this and
how much heavy mental baggage many have, and moreover, how
this manifests itself as pain.” (E)

The RNs wished to offer more psychosocial support for patients
to be able to plan and live their life, instead of just planning and
waiting for their next infusion or injection. They also experienced
to succeed the most through psychosocial-existential treatment.

“There is less and less use of drugs [initiated by the pain clinic].
People strive to handle life, handle reduced functioning, and accept
a reduced functioning. Many who have been treated here, who we
consider successful, later say that the pain has not gone away, but
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that it has become a smaller part of their life. This is perhaps where
we succeed the most.”(C)
3.2.3. The significance of team-based care
The RNs emphasized that an interdisciplinary team including at

least RNs, physicians, physiotherapists and psychiatrists with a
common incorporated philosophy and constant communication
was their desired goal. The RNs also experienced interdisciplinary
teamwork as providing quality assurance.

“We are an interdisciplinary pain clinic and emphasize not working
sequentially, but in unison so that the interdisciplinary approach
brings all professional groups together at the same time. We can
expand perspectives by listening to each other. Each of us has a
position and competence, and when we present each of our ap-
proaches to the problem, we generate a good dialogue about the
pain problem that the patient is suffering from. We learn a lot from
each other, while achieving quality assurance and accomplishing
good professional development at the same time.” (D)

The pain clinics varied in size and resources, and some provided
less organized multidisciplinary pain care, where different health
care professions worked side by side, with more formalized and
scheduled meetings. The RNs experienced that the members of
such multidisciplinary team did not necessarily have the same
understanding or approach toward chronic pain and its manage-
ment. Distinct differences between the team-members were
experienced through different rank of priorities.

“We attempt to have an interdisciplinary meeting once a month, or
four times in 6 months. We manage this, but the doctors usually
cannot. It is a problem; our doctors are anesthetists for whom
saving lives is the priority. We should have doctors who only work
with us at the pain clinic, without any other agendas.” (H)

“Here [at the pain clinic] we focus on a biopsychosocial under-
standing of pain. It summarizes everything we do, it is funda-
mental. The anesthetist spent some time on this. He said he had to
change his mind-set quite a bit.” (E)

The RNs experienced team-based care as being very resource-
intensive. When all team members should be at the pain clinic at
the same time, in addition to having full-time positions, the
financial and logistical burden became too great for some of the
pain clinics. Several pain clinics also had vacant positions because
economic restrictions had downsized the physiotherapist and
psychologist positions to half-time or less. These positions then
became unattractive and were left vacant.
4. Discussion

The overall aim of this study was to explore and describe how
RNs experience health care provided to patients with chronic non-
cancer pain at pain clinics. Our findings illustrate that an optimal
allocation of services at the pain clinic was challenging. The RNs
experienced that the patients referred to the pain clinic were still
searching for a diagnosis and a cure for their pain condition; thus,
working to change the focus from cure to care to stimulate accep-
tance and coping strategies was time-consuming. A multidisci-
plinary pain clinic approach is usually introduced to patients at a
very late stage and often as the last treatment option when other
interventions have failed [21]. Before patients visit a pain clinic,
they have usually undergone months or years of medication, which
primarily follows the biomedical model that focuses on cure and
diagnosis [12,14]. By definition, chronic pain cannot be cured in the
conventional biomedical sense. Rather, the patient who is suffering
from pain must be given tools to manage their long-term pain, to
live a fulfilling life in spite of it [22].

As the shift from cure to care is vital here, a dilemma became
apparent between accepting new referrals and providing follow-up
because of limited resources. However, patients with chronic pain
often do not improve to the point that they no longer require
medical management or other treatment strategies [23]. This im-
plies significant challenges in primary care, as the patient often has
a recurrent need for complex follow-up also after receiving help at
the pain clinic. The RNs proposed closer collaboration between
specialized pain clinics and health care professionals in primary
care settings to provide a more flexible treatment process. This
implies the need for more flexible pain clinics with low threshold
services regarding second opinions or minor issues such as changes
in medication or refresher coping and rehabilitation courses. In
addition, an increased focus on the shift from cure to care in pri-
mary health care ahead of referral to the pain clinic could be
beneficial to achieve a better allocation of resources.

The RNs commented that some patients referred to the pain
clinic wanted a quick fix in the form of more medicines in tablet
form, but also as infusions, blockades, or injections. The RNs
acknowledgedmedication as being an important piece in the larger
puzzle, but they also reflected on a number of drawbacks. In
particular, blockades and infusions for therapeutic benefits were
considered short-term solutions that could make the patients
dependent on appointments at the pain clinic in addition to
limiting their life and coping ability. Most studies refer to pain
reduction as the main outcome measure, while improvement in
quality of life, daily functioning, and well-being as potentially
equally important treatment gains appears to be neglected [14]. On
the one hand, facilitating active strategies such as cognitive therapy
and self-management, pain reduction associated with opioid
therapy or blockades may be provided for a limited period [24]. On
the other hand, any unimodal use of biomedical strategies runs the
risk of distracting the patients from active self-management [9].
Current research highlights the limitations and pitfalls of opioid
pharmacotherapy for chronic pain and the importance of identi-
fying alternatives [22,25,26]. An area for future attention where
nurses can have a significant impact is to utilize the focus on the
diverse non-opioid painmanagement strategies such as non-opioid
analgesics, physical activity or psychological therapy to combat the
current medical dilemma related to opioid abuse [27].

Our findings highlight the need for psychosocial treatment, as
the RNs experiencedmost success from psychosocial approaches in
pain management. A recent review emphasized the importance of
psychological factors for positive treatment outcomes in pain
rehabilitation [28]. Furthermore, ignoring psychosocial-existential
factors can hinder progression in rehabilitation as well as recov-
ery [29]. The whole-person model of care recognizes the impor-
tance of biopsychosocial-existential factors in both the causation
and management of chronic pain [9]. Psychosocial treatments such
as pain education programs or courses in coping, mindfulness, or
individual cognitive therapy might provide patients with mental
tools, which could strengthen their coping ability and thereby
address their psychosocial issues in a better way [12]. This implies
the importance of a whole-person care approach, in which inter-
disciplinary teamwork seems fundamental.

Our findings indicate that bringing different health care pro-
fessions together could result in outcomes that were more than
team-members could offer to patients when working individually.
This is in line with previous studies, where specialized clinics
providing interdisciplinary care have strong support for efficacy,
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the gold standard of pain management [13,30,31]. However,
turning a whole-person model of care into practical application is
not straightforward. Our findings demonstrate that different health
care professionals can have different theoretical understandings
and approaches toward chronic pain management. The RNs
considered a whole-person care approach to chronic pain man-
agement as cardinal but noted that the remaining members of the
team had to change their mind-set quite considerably in this
respect. Neglecting collaborative interprofessional practice with
more of a “siloed” approach, instead of a seamless health care
approach, can leave many therapeutic opportunities untapped
[9,12]. We emphasize the importance of ensuring a common
theoretical perspective and approach to chronic pain management
among all teammembers to provide efficient interdisciplinary pain
care.

Several barriers to interdisciplinary care, such as being resource-
and time-intensive, were described by the RNs. They found it
difficult for all teammembers to prioritize time for interdisciplinary
meetings because of busy time schedules. In addition, the lack of
available offices as well as health care professionals in the team
working in downsized positions presented obstacles. Previous
studies have documented the treatment- and cost-effectiveness of
interdisciplinary pain management programs [31]. In addition, it
has been shown that interdisciplinary pain programs outperform
standard medical pain services and multidisciplinary programs
[32].Creating an interdisciplinary service can be difficult compared
with the ease of co-located different health care professionals
within one clinic, but without a common theoretical and clinical
approach to pain management. However, once established, these
interdisciplinary programs greatly enhance the effectiveness of
treatments for patients with chronic pain [12,31,32]. While
acknowledging a number of obstacles to efficient interdisciplinary
care, we emphasize the untiring efforts of RNs to develop efficient
interdisciplinary teams to provide whole-person care at the pain
clinics.

Limitations and future research:

Pain clinics from all five health regions in Norway were repre-
sented in the study. However, omission of six pain clinics may be a
limitation, as the pain clinics that did not respond to the request
and reminder may have valuable experiences that differ from those
of the 10 included clinics.

The inclusion only of RNs from the interdisciplinary team may
have affected the findings, despite their key role in comprehensive
patient contact and collaboration with other health care pro-
fessionals. Future research should include other members of the
team to paint a more complete picture of the kind of pain care
provided at pain clinics. Furthermore, most of the participants
specialized in anesthesia, because most of Norway's pain clinics
operate under the auspices of hospital anesthesia departments. It
will therefore be worthwhile for future studies to investigate how
RNs' advanced education affects their understanding of multifac-
eted and interdisciplinary care. In addition, only female RNs
participated in the study. We still do not know whether or not the
inclusion of male RNs would have influenced our findings. Future
studies are recommended.

5. Conclusions

Our findings provide valuable insights on how RNs experience
the health care offered at pain clinics. Fighting for an optimal
allocation of limited resources was experienced as challenging,
especially the dilemma between dealing with new and existing
patients. The needs for multifaceted and integrated treatments in
chronic pain management were obvious, although this approach
appeared to be too demanding of resources and time. Stronger and
more flexible cooperation between pain clinics in specialist care
settings and health care providers in primary care settings to
ensure better patient flow and treatment is required. In addition,
there is a need for an increased focus on coherent theoretical ap-
proaches to painmanagement within the team in the pain clinics to
bridge the gap between available knowledge and clinical practice in
terms of whole person care.

Acknowledgments

The authors express special thanks to the RNs who volunteered
to participate in the study for sharing their experience and
knowledge with us.

Conflicts of interest

No conflict of interest is declared by the authors

Funding

This research did not receive any specific grant from funding
agencies in the public, commercial, or not-for-profit sectors.

Appendix A. Supplementary data

Supplementary data to this article can be found online at
https://doi.org/10.1016/j.ijnss.2019.03.005.

References

[1] Breivik H, Collett B, Ventafridda V, Cohen R, Gallacher D. Survey of chronic
pain in Europe: prevalence, impact on daily life, and treatment. Eur J Pain
2006;10:287e333.

[2] IASP. Classification of chronic pain: introduction. Pain 1986;24:3e8.
[3] Kress HG, Aldington D, Alon E, Coaccioli S, Collett B, Sich�ere P, et al. A holistic

approach to chronic pain management that involves all stakeholders: change
is needed. Curr Med Res Opin 2015;31(9):1743e54.

[4] Courtenay M, Carey N. The impact and effectiveness of nurse-led care in the
management of acute and chronic pain: a review of the literature. J Clin Nurs
2008;17(15):2001e13.

[5] The Norwegian Directorate of Health. Organization of interdisciplinary pain
clinics. Ministry of Health and Care Services; 2015.

[6] Bevers K, Watts L, Kishino ND, Gatchel RJ. The biopsychosocial model of the
assessment, prevention, and treatment of chronic pain. US Neurol 2016;12(2):
98e104.

[7] Dezutter J, Offenbaecher MA, Vanhooren S, Thauvoye E, Toussaint L. Chronic
pain care: the importance of a biopsychosocial- existential approach. Int J
Psychiatry Med 2016;51(6):563e75.

[8] Hvidt AE, Søndergaard J, Ammentorp J, Bjerrum L, Hansen DG, Olesen F, et al.
The existential dimension in general practice: identifying understandings and
experiences of general practitioners in Denmark. Scand J Prim Health
2016;34(4):385e93.

[9] Hayes C, Hodson F. A whole-person model of care for persistent pain: from
conceptual framework to practical application. Pain Med 2011;12:1738e49.

[10] Paul-Savoie E, Bourgault Gosselin E, Potvin P, Lafrenaye S. Assessing patient-
centred care for chronic pain: validation of a new research paradigm. Pain Res
Manag 2015;20(4):183e8.

[11] Lehti A, Fjellman-Wiklund A, Stålnacke BM, Hammarstom A, Wiklund M.
Walking down "Via dolorosa" from a primary health care to the specialty pain
clinic - patient and professional perceptions of inequity in rehabilitation of
chronic pain. Scand J Caring Sci 2016;31(1):45e53.

[12] Gatchel RJ, McGeary D, McGeary C, Lippe B. Interdisciplinary chronic pain
management: past, present, and future. Am Psychol 2014;69(2):119e30.

[13] Bosy D, Etlin D, Corey D, Lee JW. An interdisciplinary pain rehabilitation
programme: description and evaluation of outcomes. Physiother Can
2010;62(4):316e26.

[14] Elsesser K, Cegla T. Long-term treatment in chronic noncancer pain: results of
an observational study comparing opioid and nonopioid therapy. Scand J Pain
2017;17:87e98.

[15] Etikan I, Musa SA, Alkassim RS. Comparison of convenience sampling and
purposive sampling. Am J Theor Appl Stat 2016;5(1):1e4.

[16] Graneheim UH, Lundman B. Qualitative content analysis in nursing research:
concepts, procedures and measures to achieve trustworthiness. Nurse Educ

https://doi.org/10.1016/j.ijnss.2019.03.005
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref1
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref1
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref1
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref1
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref2
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref2
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref3
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref3
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref3
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref3
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref3
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref4
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref4
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref4
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref4
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref5
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref5
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref6
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref6
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref6
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref6
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref7
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref7
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref7
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref7
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref8
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref8
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref8
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref8
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref8
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref8
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref9
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref9
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref9
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref10
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref10
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref10
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref10
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref11
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref11
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref11
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref11
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref11
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref12
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref12
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref12
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref13
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref13
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref13
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref13
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref14
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref14
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref14
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref14
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref15
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref15
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref15
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref16
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref16


K. Gjesdal et al. / International Journal of Nursing Sciences 6 (2019) 169e175 175
Today 2004;24(2):105e12.
[17] Graneheim UH, Lindgren BM, Lundman B. Methodological challenges in

qualitative content analysis: a discussion paper. Nurse Educ Today 2017;56:
29e34.

[18] Lincoln YS, Guba EG. Naturalistic inquiry. Beverly Hills, CA: Sage; 1985.
[19] Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative

research (COREQ): a 32-item checklist for interviews and focus groups. Int J
Qual Health Care 2007;19(6):349e57.

[20] Malterud K, Siersma VD, Guassora AD. Sample size in qualitative interview
studies: guided by information power. Qual Health Res 2016;26(13):
1753e60.

[21] Dysvik E, Kvaløy JT, Natvig GK. The effectiveness of an improved multidisci-
plinary pain management programme: a 6- and 12-month follow-up study.
J Adv Nurs 2011;68(5):1061e72.

[22] Hylands-White N, Duarte RV, Raphael JH. An overview of treatment ap-
proaches for chronic pain management. Rheumatil Int 2017;37:29e42.

[23] Barlow J, Wright C, Sheasby J, Turner A, Hainsworth J. Self-management ap-
proaches for people with chronic conditions: a review. Patient Educ Counsel
2002;48:177e87.

[24] Mann E, LeFort S, VanDenKerkhof E. Self-management interventions for
chronic pain. Pain Manag 2013;3(3):211e22.

[25] Penney LS, Ritenbaugh C, DeBar LL, Elder C, Deyo R. Provider and patient
perspectives on opioids and alternative treatments for managing chronic
pain: a qualitative study. BMC Fam Pract 2016;17(164).

[26] Sullivan MD, Von Korff M, Banta-Green C, Merrill JO, Saunders K. Problems
and concerns of patients receiving chronic opioid therapy for chronic non-
cancer pain. Pain 2010;(149):345e53.

[27] Jukiewicz DA, Alhofaian A, Thompson Z, Gary FA. Reviewing opioid use,
monitoring, and legislature: nursing perspectives. Int J Nurs Sci 2017;4:
430e6.

[28] Nordin C, Gard G. Patient participation and psychosocial factors in musculo-
skeletal pain rehabilitation. Arch Psychol 2017;1(3).

[29] Linton SJ, Shawn WS. Impact of psychological factors in the experience of
pain. Phys Ther 2011;91(5):700e11.

[30] Pellico LH, Gilliam WP, Lee AW, Kerns RD. Hearing new voices: registered
nurses and health technicians experience caring for chronic pain patients in
primary care clinics. Open Nurs J 2014;8:25e33.

[31] Oslund S, Robinson R, Clark T, Garofalo J, Behnk P, Walker B, Noe C. Long-term
effectiveness of a comprehensive pain management program: strengthening
the case for interdisciplinary care. Proceedings (Baylor University Medical
Center) 2009;22(3):211e4.

[32] Scascighini L, Toma V, Dober-Spielmann S, Sprot H. Multidisciplinary treat-
ment for chronic pain: a systematic review of interventions and outcomes.
Rheumatology 2008;47(5):670e8.

http://refhub.elsevier.com/S2352-0132(18)30439-3/sref16
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref16
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref17
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref17
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref17
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref17
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref18
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref19
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref19
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref19
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref19
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref20
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref20
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref20
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref20
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref21
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref21
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref21
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref21
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref21
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref22
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref22
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref22
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref23
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref23
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref23
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref23
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref24
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref24
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref24
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref25
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref25
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref25
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref26
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref26
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref26
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref26
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref27
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref27
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref27
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref27
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref28
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref28
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref29
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref29
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref29
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref30
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref30
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref30
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref30
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref31
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref31
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref31
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref31
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref31
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref32
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref32
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref32
http://refhub.elsevier.com/S2352-0132(18)30439-3/sref32

	Nurses’ experiences with health care in pain clinics: A qualitative study
	1. Introduction
	2. Methods
	2.1. Design
	2.2. Participants
	2.3. Data collection
	2.4. Data analysis
	2.5. Trustworthiness
	2.6. Ethical considerations

	3. Findings
	3.1. Optimal allocation of services is challenging
	3.1.1. The significance of accessibility
	3.1.2. The significance of follow-up offer

	3.2. Multifaceted treatment is important but challenging
	3.2.1. The significance of medical treatment
	3.2.2. The significance of psychosocial-existential treatment
	3.2.3. The significance of team-based care


	4. Discussion
	Limitations and future research:

	5. Conclusions
	Acknowledgments
	Conflicts of interest
	Funding
	Appendix A. Supplementary data
	References


