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Abstract—Patient education is a central component in high-
quality integrated care of patients with chronic pain. The cur-
rent study assessed patients’ satisfaction with a 12 wk “Pain
Education School” program within the initial 2 yr phase of
implementation. A mixed-method treatment outcome design
was used. A sample of 219 veterans between November 6,
2009, and January 20, 2012, was evaluated. Quantitative find-
ings suggest that patients reported learning “new and useful”
information (mean = 4.62 +/— 0.82), perceived the program as
“easy to understand” (4.62 +/— 0.70), used the learned informa-
tion (4.58 +/— 0.77), and recommended the program to others
(4.71 +/— 0.74). Four thematic maps emerged from the qualita-
tive data. Response percentages were calculated in order to
illustrate the relative magnitude of emerging themes and sub-
themes corresponding to participant extracts.

Key words: chronic pain, health education, integrated care,
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INTRODUCTION

Despite the complexities of delivering high-quality
integrated care, prevailing literature has noted that collabo-
ration between interprofessional practitioners has become
increasingly important as efforts to address the medical
and psychological needs of patients have expanded [1-8].
More recently, patient education has been recognized as a
central component in “high-quality” integrated care, spe-

cifically in the care of patients with chronic, noncancer
pain [9]. The Joint Commission has mandated that health
education programs be implemented to ensure that patients
are knowledgeable about treatment options, understand
effective use of medication, and are active collaborators in
their healthcare needs [10].

There are many examples of successful cross-sector
collaborations resulting in improved conditions for patients
[2-7]. Problematically, access to effective programs is
limited by the referral process and by geographic barriers
and is needed given the degree of personal suffering associ-
ated with chronic, noncancer pain [5]. One way in which
these barriers have been addressed is through the devel-
opment and implementation of health management pro-
grams consisting of education and/or self-management
approaches.

Although there has been significant growth in the
implementation of chronic pain management programs
[2,11], scant research has evaluated the extent to which
patient health education programs are deemed satisfactory
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by patients, particularly veterans. Patient satisfaction liter-
ature is growing in the areas of surgical and anesthesiol-
ogy services [12], telehealth [13], general healthcare
system performance and service [14—17], and chronic dis-
ease and/or prominent medical conditions [12,14]. Patient
satisfaction has been associated with better health status,
improved engagement in personal healthcare, and reduc-
tions in primary care use; conversely, dissatisfaction is
commonly associated with disenrollment [13,16—17].
Research in the area of patient satisfaction is likely to lead
to improvements in continuity of care [16], particularly in
the Department of Veterans Affairs (VA) system.

To address this gap in the literature, the primary
objective of the present study was to define and describe
patient satisfaction of an empirically validated health
education program entitled ‘“Pain Education School”
[18-19], which is catered to veterans who experience
chronic or persistent noncancer pain. The current mixed-
method research study was designed using Morgan’s Pri-
ority-Sequence Model as a guide [20]. Quantitative meth-
odology was used to examine the participant-reported
satisfaction. Qualitative methodology was employed as a
complementary follow-up in order to provide interpreta-
tions and explore underlying themes or indicators associ-
ated with the reported quantitative satisfaction.

METHODS

Participants

Originally, 1,138 veterans were referred to the 12 wk
“Pain Education School” program at a Midwestern VA
medical center from several different clinics within the
facility, including general medicine, mental health, and spe-
cialty clinics (pain, orthopedics, and neurology) between
November 6, 2009, and January 20, 2012. Approximately
49 percent of referred veterans attended the introduction
class of the program. From this target population, a sample
of 219 (40%) veterans between 26 and 84 yr old completed
the program and the anonymous postintervention satisfac-
tion survey (Figure 1). A recent VA Evidence-Based Syn-
thesis Program report* indicated that group visits focusing
on education for the management of chronic conditions in

*Official internal report by VA Evidence-Based Synthesis Program,
December 2012.
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Flowchart of study participants.

veterans tend to suffer from high levels of attrition, which
was substantiated by the current study. The majority of par-
ticipants were enrolled in a health education program at a
Midwestern VA medical center, while some joined from
off-site community-based outpatient clinics (CBOCs). The
CBOC sites accessed the program via picture telephone
technology (PICTEL). Although many rural veterans are in
need of pain management education, geographic isolation
and physical limitations preclude many from accessing
potentially beneficial resources, such as patient pain educa-
tion. PICTEL-administered interventions constitute a
potentially cost-effective way to reach large numbers of
rural veterans who cannot access services needed to facili-
tate their pain management efforts despite any limitations
of the technology. Veterans had mixed idiopathic chronic,
noncancer pain conditions, including back, neck, limb,
head, and fibromyalgia/soft tissue pain. Veterans were
referred to the program by any provider who subjectively
identified the patient as having (1) failed medical/surgical
treatment, (2) exhibited an overreliance on medications/
therapies, (3) displayed pronounced inactivity, (4) experi-
enced significant depression or anxiety related to his/her
pain, (5) demonstrated inadequate coping skills, and/or
(6) appeared receptive to adopting a self-management
approach to pain management. There was no exclusion cri-
teria used for the study. The referring provider submitted a
consult in the computerized patient record system, and
referred patients were put on a waiting list until the next
mandatory introduction class, offered monthly. Each par-
ticipant was subsequently scheduled for 11 wk of classes
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(12 total including the introduction class). Participants were
encouraged to bring family members, spouses, or partners
when they attended classes, of which only a few patients
tended to invite. At the end of the program, participants
received a summary form outlining the referral process for
each discipline to review with their primary care provider.
Participants voluntarily joined the program and were free to
withdraw at any time. Participants were given free parking
validation/transportation reimbursement if they were in
attendance and were qualified for such programs. The study
protocol was reviewed and approved by the affiliated uni-
versity’s institutional review board and the VA’s Research
& Development office. No identifiable information was
obtained for the purposes of the current study, and a waiver
of informed consent was submitted.

Intervention

Pain Education School is an empirically validated
health education program developed at a Midwestern VA
medical center in November 2009 catering to veterans
with chronic, noncancer pain. The goals of the program
are to (1) share basic principles of pain relief and preven-
tion, (2) provide education about pharmacologic interven-
tions, (3) introduce services offering nonpharmacological
interventions for relief of noncancer pain, and (4) promote
self-management strategies [21]. The program aims to
empower patients to self-tailor their own comprehensive
pain management plan.

Pain Education School consists of 12 wk of 1 h
classes, with an additional 1 h introduction class during
the first week (total of 13 h). Classes are scheduled on a
rotating basis regardless of the participant’s entry point—
the providers rotate on a schedule, not the participants.
Over the course of the program, 22 modules are pre-
sented (averaging 30 min each). The presenters are
healthcare providers of the VA that have expertise in the
specific module presented. Each module topic is geared
toward chronic, noncancer pain management. The mod-
ules vary in presentation and may consist of lectures,
experiential exercises, and/or discussions. All modules
have an audio/visual component and corresponding
handouts. The general outline of the modules of the pro-
gram presented after the introduction class is as follows:

1. Pain Clinic/Osteopathic Manipulation

2. Medication Management

3. Smoking Cessation/Addiction Services

4. Nutrition ServicessMOVE! Weight Loss Program
5. Physical Medicine and Rehabilitation

WATSON et al. Veteran satisfaction with pain education

6. Recreation Therapy/Sexual Health

7. Cognitive Behavioral Therapy (CBT)/Acceptance and
Commitment Therapy Groups

8. Suicide Prevention and Mental Health/Vocational
Rehabilitation

9. Hypnosis/Biofeedback
10. Healing Touch/Spirituality
11. Sleep Clinic/Insomnia CBT Group
12. Acupuncture and Traditional Chinese Medicine

Pain Education—End of School Survey: Opinion/
Satisfaction Survey

The Opinion/Satisfaction Survey is a quality assurance
measure completed by participants at the conclusion of the
program. The measure consisted of two components,
quantitative and qualitative evaluations. Participants
reported satisfaction levels for all 22 interventions pre-
sented in the aforementioned 12 modules. All quantitative
components were assessed using a 5-point Likert scale
(1 = “strongly disagree,” 5 = “strongly agree”). Partici-
pants then rated five evaluative statements assessing the
overall effectiveness of the program, including whether
participants considered the overall program and its respec-
tive disciplines to be “helpful,” learned “new and useful”
information, believed the program was “easy to under-
stand,” used the information that they had learned, and rec-
ommended the program to other veterans. Participants
were then asked open-ended questions inquiring about the
“most important thing(s)” they had learned, suggestions
and changes they recommend about any aspect of the pro-
gram, reasons for absences in their attendance, and what
they found “most relevant to themselves and their pain
experience.”

Analyses of Data

Priority Sequence Model

Morgan outlines a sequencing decision process for
determining the most applicable research design for com-
plementary combinations of quantitative and qualitative
data [20]. Using quantitative methods as the principal
approach, the study sought to answer the primary research
question, “What components of the program were or were
not satisfying to the participants?” Additionally, qualita-
tive methods were used as a complementary follow-up
approach to answer the secondary research question,
“What indicators or themes are reflective of participant
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satisfaction?” The complementary quantitative and quali-
tative methods are outlined here.

SPSS

A quantitative analysis of the data, including descrip-
tive statistics, was realized using the SPSS program
(IBM Corporation; Armonk, New York). The primary
outcome variables were (1) participants’ satisfaction rat-
ings for all 22 interventions and (2) participants’ ratings
on evaluative statements assessing the overall effective-
ness of the program. A power analysis was calculated
with an anticipated effect size (Cohen d) of 0.50, a
desired statistical power level >0.80, and a probability
level <0.05. The minimum total sample size (two-tailed
hypothesis) was n = 128.

Thematic Analysis Approach

A qualitative analysis of the data obtained in the par-
ticipant surveys was used as a follow-up complementary
method and provided interpretative resources, insights,
and explanations [20]. Braun and Clarke’s thematic analy-
sis, specifically the inductive semantic approach, compli-
ments the current study’s aim to simply organize, show
patterns, summarize, and interpret the data [22]. Addi-
tionally, the thematic analysis approach clearly outlines a
sequential guiding process, is compatible with different
paradigms, and gives evidence to unrecognized and
underlying data.

Braun and Clarke’s six-phase guide was followed in an
effort to answer the original research questions [22]. First,
two investigators independently familiarized themselves
with the data by actively reading through the data, or
extracts (i.e., data items), multiple times. Second, the inves-
tigators independently searched for potential themes by
assessing and organizing data items. At this time, the inves-
tigators began to generate potential coding ideas. Third, the
investigators independently generated themes by coding the
data. Each data extract could be coded as many times as rel-
evant. For example, a data extract that included themes of
“coping skills” and “attitude” was included under both
themes. Fourth, the investigators met to combine and refine
the themes based on their separate generations. Fifth, the
themes and subcategories (i.e., subthemes) were finalized
and thematic maps were generated to depict a visual repre-
sentation of the data. The validity of each theme and the
accuracy of the thematic map were evaluated in relation to
the data set’s overarching question related to participant sat-
isfaction. Sixth, content analysis was conducted to calculate

the percentages of participants whose statements corre-
sponded to each theme and subtheme [22-23]. Because
participants were prompted to respond to multiple open-
ended questions, some overlap exists in the percentage of
participants contributing responses to more than one theme/
subtheme.

RESULTS

The 12 wk Pain Education School program was com-
pleted by 224 veterans, of which 219 (98%) participants
were surveyed—->5 veterans declined to complete the satis-
faction measure. The vast majority of participants attended
Pain Education School at the VA medical center (77%),
while 20 percent joined from a CBOC and 3 percent were
unknown. Conclusions about the differences between
these two groups could not be delineated since the survey
outlined was anonymous, but future exploration is war-
ranted. The participants were overwhelmingly male
(82.2%), while 14.2 percent identified as being female. Of
the participants, 65.8 percent identified as African Ameri-
can, while 27.9 percent identified as Caucasian and
2.7 percent as Hispanic/Latino. The most represented age
group was 55 to 64 yr old (40.6%), followed by 45 to 54 yr
old (27.9%) and 65 to 74 yr old (12.3%). The 17 to 24 yr
old age group was not represented in the current study. The
enrollment rates for the summer start time (28.8%) was the
highest, followed by the winter (23.3%). Patient character-
istics are summarized in Table 1.

Quantitative findings suggest that participants (N =
219) reported learning “new and useful” information
(mean =+ standard deviation = 4.62 + 0.82), perceived the
program as “easy to understand” (4.62 + 0.70), used the
learned information (4.58 + 0.77), and recommended the
program to others (4.71 + 0.74), with 95 percent confi-
dence intervals 4.51-4.73, 4.53-4.71, 4.48-4.68, and
4.61-4.81, respectively. See Table 2 for the satisfaction
results of each module.

Qualitative findings produced four thematic maps
(Figures 2-5). Of the 219 participants, 85 percent com-
mented on “the most important thing(s) learned.” Six
major themes emerged in this area: coping skills (41%),
available support (34%), specific modules (18%), medica-
tion (13%), attitude (12%), and the mind-body relationship
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Table 1. Table 2.

Description of participants. Total N = 219. Participant satisfaction of pain education school modules.

- Characteristic n (%) Module Mean + SD LSS% CLI”_
Male 180 (82.2) Introductory Class 442 +0.92 4.29 4.54
Female 31(14.2) Pain Clinic 446 +0.88 4.34 4.58
Unknown 8(3.6) Osteopathic Manipulation 429+£0.82 418 440

Identified Race Medical Management 4.31+0.86 4.19 443
African American 144 (65.8) Smoking Cessation 3.95+1.19 3.78  4.12
White 61(27.9) Addiction Services 408+1.15 392 424
Hispanic 6 (2.7) Nutrition Services 4324088 420 4.44
Unknown 8 (3.6) MOVE! Program 424 +£0.97 4.11 4.37

Location of Class Physical Medicine & 4.13 £ 1.07 398 428
JBVA 169 (77.2) Rehabilitation
CBOC 1 6(2.7) Recreation Therapy 4.27+097 4.13 4.41
CBOC 2 38 (17.4) Sexual Health 4.09+1.12 3.93 4.24
Unknown 6(2.7) Pain CBT Group 4.23+0.96 4.09 4.37

Start Month Pain ACT Group 429+£0091 4.16 4.42
Fall: September—November 50 (22.8) Psychiatric Assessment 4.12+1.03 396 428
Winter: December—February 51(23.3) Clinic
Spring: March—May 49 (22.4) Suicide Prevention Program  4.14 + 1.08 398 430
Summer: June-August 63 (28.8) Hypnosis 3.92+1.23 3.75 4.09
Unknown 6(2.7) Biofeedback 4.15+1.07 4.00 430

Age Group (yr) Healing Touch 4.11 £1.08 4.00 4.26
17-24 0(0.0) Spirituality 418+ 1.14 4.02 4.34
25-34 10 (4.7) Sleep Clinic 4.19+1.02 4.05 4.33
35-44 18 (8.2) Insomnia Group 410+£1.02  4.00 424
45-54 61 (27.9) Acupuncture/Traditional 421+1.10 4.06 436
55-64 89 (40.6) Chinese Medicine
65-74 27 (12.3) ACT = acceptance an-d commitment therapy, FZBT = cognitive behfwi.oral ther-
75+ 8 ( 3 6) apy, CI.: .conﬁdence interval, LL = lower limit, SD = standard deviation, UL =

upper limit.
Unknown 6(2.7)

CBOC = community-based outpatient clinic, JBVA = Jesse Brown Department
of Veterans Affairs Medical Center.

(3%). While all themes were commented on, the most fre-
quently mentioned subtheme was the learning or demon-
stration of cognitive coping skills (26%), followed by
available support as an option or alternative (14%) and
general support (14%). See Tables 3 through 6 for extracts
corresponding with each theme and subtheme.

Of the participants, 77 percent commented on the
statement, “If I could change anything.” Six major themes
emerged in this area: no changes (51%), structural
mechanics (30%), specific modules (22%), ground rules
(9%), technology (4%), and barriers (2%). Most relevant
subthemes included making no changes, as indicated by
participants commenting ‘“nothing” (44%), and making

changes to the time/date/length of the program (17%).
Participants overwhelmingly asked for the program to be
extended so that more information could be learned.

Of the participants, 81 percent commented on “most
relevant for you and your pain experience.” Six major
themes emerged in this area: modules (15%), available
support (10%), medication (9%), coping skills (8%), atti-
tude (3%), and the mind-body relationship (3%). Specific
modules most relevant to participants included acupunc-
ture and medication management. Of the 53 participants
polled, 72 percent commented on the barriers to atten-
dance. Four major themes emerged in this area: travel
(24%), no barriers (24%), financial (21%), and illness
(18%). Most relevant subthemes following “no barriers”
included specific financial concerns (16%) and medical
illness (13%).
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DISCUSSION

The current study allowed for the identification of
key treatment elements from the patient’s perspective,
having both practical and theoretical implications in fur-
thering the development and implementation of health
education programs for chronic pain. This comprehen-
sive patient-centered approach is particularly important
when determining satisfaction. The current study also
provided a fuller investigation of satisfaction often inac-
cessible through traditional quantitative methods by
using a multimethod approach [23-24].

The findings from the patient satisfaction survey
revealed overall effectiveness of the program in terms of
the usefulness of knowledge disseminated, ease in com-
prehension, application of lessons learned, and likelihood
of future recommendation of the program to others. The
overall findings are consistent with past literature, which
suggests that patients rate satisfaction with medical care
highly when employing Likert-scale measures [15]. The
findings indicated overall patient satisfaction for all 22
interventions. Quantitative results revealed the initial
introductory module and the pain clinic module were the
most satisfying. This finding may suggest many patients
were unaware of the many other available modalities
offered at the VA and the comprehensive treatment
approach to chronic pain management presented in the
introduction class. The modules related to tobacco cessa-
tion and hypnosis were the least satisfactory of the
22 modules. Participant extracts confirm that patients

WATSON et al. Veteran satisfaction with pain education

who did not smoke felt as if they should not have to
attend this particular module. Participants’ less than satis-
factory view of hypnosis also depended on how applica-
ble the modality was to their personal pain experience
(such as cultural beliefs) and/or external factors such as
the provider(s) who facilitated the lecture. Past literature
has hypothesized that attention or concern of a provider
has been shown to be associated with satisfaction [6,12].

Participant extracts revealed cognitive skills as the
most important thing learned. Patients demonstrated cogni-
tive learning by using language related to coping with their
chronic pain condition as seen in the extracts. This finding
represents an important shift in pain management since lit-
erature calls for a bio-psycho-social-spiritual approach,
rather than biomedical, in managing chronic pain [25].
Interestingly, patients most often cited the acupuncture and
medication management modules as the most relevant to
their pain experience, as noted in the extracts. The findings
related to medication management were expected, consid-
ering the management of acute and at times chronic pain
conditions is often biomedical in focus. Conversely, an
endorsement of acupuncture suggests these patients may
also be open-minded to complementary and alternative
medicine (CAM). These findings are similar to prior litera-
ture that suggests older adults with chronic pain are more
likely to benefit from alternative treatments because these
patients have often already tried the conventional treatment
options [6]. Past research has also found that minorities
report higher pain levels than Caucasians and resultantly,
individuals with higher average daily pain reported using
more CAM [26]. Collectively, these results are consistent
with past findings that suggest patients are not fully aware
of available pain relief options [12] and are open to alterna-
tive treatment options. The VA healthcare system has
moved toward making certain CAM treatment options
available as research supports their utility and reveals what
options veterans are willing to try [27]. Future studies may
want to explore the utilization and knowledge of CAM
modalities among veterans with chronic or persistent non-
cancer pain.

More than half of the participants stated that they
would not change the program in any way. About one-
third of patients suggested the program be longer, more
comprehensive, and extended for additional questions
and discussion, as seen in the extracts. This finding is
particularly perplexing because past literature often high-
lights the need for succinct programs that deliver medical
information in a timely fashion [13], perhaps because of
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Table 3.

Patient satisfaction: Most important thing(s) learned.

Module Themes Extract
Coping Skills
Cognitive “How to mentally prepare for your pain.”
Behavioral “I learn how to use control breathing for dealing with my pain.”
Identifying Alternative(s) “How to deal with it and there are different methods to use.”
Medication
Adherence “To deal with my pain and take my pills regularly.”

As Alternative
Relation to Health
Available Support
Access
As Alternative
General
Mind-Body Relationship
General Connection
Attitude
Group Cohesion
Acceptance and Hope
Self-Efficacy
Openness
Specific Modules
All/Everything as Important
Learning Related to Specific Module(s)

“There are alternatives to narcotics.”

“That my pain level will never become painless but I can live with it without medication daily.”
“The different clinics and treatments available and how to access them.”

“There are treatments of various types—use them!”

“That there is help.”

“How the mind and body works together.”

“Being able to have a place to feel normal.”

“That there is hope for me! I don’t have to go on living in pain thinking/feeling hopeless.”
“I am in control of my pain and will actively manage.”

“To be open-minded.”

“The series was excellent!”
“Osteopathic manipulation, nutrition services, acupuncture.”
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Table 4.
Patient satisfaction: If I could change anything.
Theme Extract

Ground Rules

Noise Reduction “Continually stress need for quiet during presentations.”

Questions “Add more time and patience. We have many questions after classes.”
Technology

CBOC Sites “Better setup at Crown Point and having handout the same week as the presentation.”

Improve Telehealth
Structural Mechanics
Aides and Handouts

“Better visual aids for suburban clinics.”

“Put more of the info on Myhealthevet.com”

Time/Date/Length “I think it’s a good program, maybe two hour classes.”
Types of Demonstrations “More hands-on classes.”
Chairs “Get lumbar support chairs.”

Specific Modules

Removal of Information
Improve/Add Information
Complaints
No Changes
Nothing
Compliments
Barriers
Financial “Not having the money to get there.’

“I would not change anything.”

i

“Maybe the spiritual and healing touch sessions. I don’t believe they are useful in this class.”
“You have introduced a lot of alternatives, find more things to inform us on.”
“Have instructors be better informed about what they’re talking about.”

“I wouldn’t make any changes. The information provided to us has been very enlightening and informative.”

CBOC = community-based outpatient clinic.

Table 5.
Patient satisfaction: Barriers in attendance.
Theme Extract
Illness
Medical/Physical “Two sessions missed due to illness.”
Mental Health “Hospitalizations for depression and suicide
attempts.”
Death of a Loved One  “Death in the family.”
Travel
Work/Business “Work.”
Conlflicting Appointment “Having other appointment with other
clinic.”
Out of Town ... Two because I had to go out of town.”
Transportation Issues ~ “Only because I had car trouble.”
Financial
General “Not having the money to get there.”
Specific “Housing. | am a homeless vet.”
No Barriers

Full Attendance “Attended all 12 classes.”

chronic pain conditions interfering with patients’ ability
to sit for long periods of time. Similarly, patients asked
for their weekly handouts to have more information on
them. These findings are consistent with prior literature
suggesting that the amount of education learned [6,12]
and the practice setting (i.e., organization model) [28] are
directly related to patient satisfaction.

Patient satisfaction indicators less often mentioned
were related to attitude, medication, and instructional
aids. Many patients cited no change in pain status but
spoke to “acceptance,” as seen in the extracts. Similarly,
many patients spoke to medication as an alternative
rather than the sole option and also spoke to the impor-
tance for adherence. This key finding validates literature
calling for comprehensive pain management approaches
[7-8,25,29-30]. Additionally, patients generally asked
for a reduction in verbal learning (e.g., didactic lecture)
and an increase in visual activities (e.g., demonstrations)
and process/discussion. These results are consistent with
prior research that suggests that both education and self-
management skills are crucial aspects of health education
programs [2—4,6—7,30]. Self-management involves build-
ing confidence to perform disease, role, and emotional
management of the patient’s illness in partnership with
his or her healthcare providers [31].

A strength of this study is the multimethod “priority
sequence model” and the broad referral base. Overall, the
quantitative results of this study suggested satisfaction.
Additionally, the qualitative data allowed for delineation
among specific satisfaction modules and structural and aes-
thetic (e.g., seating arrangements) aspects of the program.
Participants are interested in learning more and sharing
what they have learned with others, and are feeling better.
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Extract

“I have more control of my pain.”

Table 6.
Patient satisfaction: Most relevant to my pain experience.
Theme
Coping Skills
Cognitive
Behavioral

Identifying Alternative(s)
Medication

As Alternative

General Learning
Available Support

Identifying Alternative/Resources

Information Gained
Expanding/Sharing
Mind-Body Relationship
General Connection
Achieve or Change

“Working on losing weight and get moving; more active.”
“That there are many programs to help me control my pain.”

“Different options to manage my pain other than medications.”
“Self-medicating is not an option for me.”

“That the VA has more options that I didn’t know about and these services will be
helpful.”

“The information about pain; the many types of management.”

“How to help my family better understand my situation.”

“Just about every discussion in class pertained to my pain and feelings.”
“How to change my mind-set about dealing with my pain issues.”

Attitude
Self-Care
Initiative

Specific Modules
All/Everything as Important

“Take care of yourself and see your doctor regularly.”
“The ability to take control and I’ll manage my problems with doctor’s intervention.”

“Each presentation felt real personal as to issues of my pain.”

Learning Related to Specific Module(s) “Acupuncture, ACT & CBT, Phys & OT, Osteopathic.”

Learning Related to Provider(s)

“That the doctors, and other speakers, really try to help you understand each session.”

ACT = acceptance and commitment therapy, CBT = cognitive behavioral therapy, Phys & OT = physical and occupational therapy, VA = Department of Veterans

Affairs.

Still, there are some notable opportunities to improve
patient satisfaction with the efficacy of this school (i.e.,
comfort of seating, more detailed handouts, and more time
for discussion) that can be implemented at the VA medical
center. Relationships with support staff need to be strength-
ened in order to improve these areas and more consistently
incorporate them into the program. Accomplishment of
these tasks may require revision of the patient education
materials, increased communication with the facilitating
providers and hospital staff, and expanding resources. Edu-
cating providers and patients about the satisfaction of the
program may prompt providers to consider referring more
patients to the clinic and, moreover, more closely attend to
their patients’ chronic pain needs.

LIMITATIONS

There are several noteworthy limitations of this study
that may restrict the generalizability of the study’s find-

ings. First, not all the patients discharged during the study
period attended all 13 classes of the program or completed
the postmeasures. Second, the instrument used in this
study is a self-report measure that may be vulnerable to
acquiescence biased reporting [15]. Third, the current sam-
ple was overrepresentative of African-American male vet-
erans between the ages of 55 and 64 yr. Finally, the time
constraints for implementation of the program includes
hourly modules that may be a less than the ideal amount of
time for veterans to digest complex health education mate-
rial given that prevailing literature suggests more time for
complex processing [10,32]. Providers from participating
disciplines may need to find ways to overcome barriers in
developing low-literacy materials (e.g., government publi-
cations process) [32—-33]. Again, space availability, room
scheduling, and the time providers volunteer to facilitate a
module present barriers to expanding the program. Most
importantly, provider satisfaction should be collected in
future patient-centered evaluations to enhance the overall
understanding of satisfaction.
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CONCLUSIONS 2.

The current study is the first known investigation to
examine patient satisfaction of an empirically validated
health education program catered to veterans who experi-
ence chronic or persistent noncancer pain. It differs from
previous studies in that it (1) used a mixed-methods treat-
ment outcome design; (2) combined education, self-
management, and technology components; and (3) focused
specifically on veteran patients with mixed idiopathic

chronic pain conditions, thus providing a novel way this 4.

study contributes to the existing body of literature. This
information is invaluable to help providers improve the
existing program for current and future participants who
share the same or similar condition and for the providers
aiding in the facilitation of the program.
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