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Abstract

Background. Pain is the most commonly reported
symptom in primary care and is a leading cause
of disability. Primary care providers (PCPs) face
numerous challenges in caring for patients with
chronic pain including communication and rela-
tional difficulties.

Objective. The objective of the study was to elicit
providers’ perspectives on their experiences in
caring for patients with chronic pain.

Design. The design used was a qualitative study
using open-ended, in-depth interviews.

Participants. Twenty providers (10 men, 10 women)
from five different clinics were interviewed at the
Roudebush Veterans Affairs Medical Center.

Results. Three broad themes emerged from the
analysis: 1) providers emphasized the importance of
the patient–provider relationship, asserting that pro-
ductive relationships with patients are essential for
good pain care; 2) providers detailed difficulties
they encounter when caring for patients with
chronic pain, including feeling pressured to treat
with opioids, believability of patients’ reports of
pain, worries about secondary gain/diversion, and
“abusive” or “difficult” patients; and 3) providers
described the emotional toll they sometimes felt
with chronic pain care, including feeling frustrated,
ungratified, and guilty.

Findings. Findings were interpreted within a model
of patient-centered care.

Conclusions. The clinical implications of these find-
ings are two-fold. First, PCPs’ needs cannot be
ignored when considering pain care. PCPs need
support, both instrumental and emotional, as they
care for patients with chronic pain. Second, improv-
ing PCPs’ patient-centered communication skills—
including demonstrating empathy and encouraging
shared decision-making—holds promise for alleviat-
ing some of the strain and burden reported by pro-
viders, ultimately leading to improved patient care.

Key Words. Chronic Pain, Patient–Provider Com-
munication, Opioids, Primary Care, Qualitative
Research

Introduction

Pain is the most commonly reported symptom in the
primary care setting [1–3], with 57% of American adults
suffering from chronic or recurrent pain [4]. In the Veterans
Health Administration, chronic pain affects 40–70% of
veterans and is a leading cause of disability [5,6]. More-
over, pain was the most frequently reported symptom in
Persian Gulf War veterans and is associated with mental
disorders and work loss [7]. Chronic pain is also costly,
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with an estimated $100 billion per year spent on health
care and lost worker productivity [8].

Despite innovative organizational efforts, such as “Pain as
the 5th Vital Sign,” initiatives and other campaigns to raise
awareness of pain as a public health problem, chronic
pain is still undertreated in a variety of settings [9–12].
Because specialized pain clinics are not widely available,
most chronic pain is managed in primary care. Primary
care providers (PCPs) face serious challenges in providing
effective treatment, including lack of training in pain man-
agement, time constraints, lack of consensus on optimal
treatments, and controversies surrounding the use of
opioids for chronic noncancer pain [13–15].

Further challenging PCPs as they care for patients with
chronic pain are problems with the patient–provider rela-
tionship. This is concerning because this relationship has
long been recognized as fundamental to good patient
care and positive health outcomes [16]. Patient-centered
care, in particular, is widely recognized as critical to fos-
tering productive communication and positive relation-
ships [17,18], which may be even more important in pain
treatment [19]. Central to the model of patient-centered
care is demonstrating empathy, empowering patients, and
treating patients as partners in their health care [19–21].
This involves behaviors such as 1) assessing not only the
illness, but the patient’s experience of the illness; 2) under-
standing the patient as a person; and 3) engaging in
shared decision-making [21,22]. Research on patient-
centered care has demonstrated that patients are more
satisfied and change physicians less frequently when their
physicians communicate in a patient-centered manner
[17,18,23]. Additionally, patient-centered care has been
associated with fewer patient concerns, better emotional
health, and a decreased need for diagnostic tests and
referrals [18].

Because of the adverse long-term effects associated with
chronic pain and the challenges related to its manage-
ment, positive patient–provider interactions may be espe-
cially important for pain relief and functional outcomes, as
patients with chronic conditions usually have more fre-
quent contact and longitudinal relationships with their pro-
viders. However, the limited research on communication
and chronic pain suggests that patient-centered care is
likely to be impeded by interactions that are often strained
and adversarial, marked at times by anger and even
deception [24,25]. Patients have used war and legal meta-
phors to describe their interactions with their physicians
[26], while physicians have called caring for patients
with chronic pain a “thankless” task [27]. These strained
and often unproductive interactions undermine patient-
centered care and are concerning given the links among
patient–provider communication, patient satisfaction, and
health outcomes [16–18,28].

Further complicating these problems, PCPs juggle com-
peting demands and make difficult treatment decisions
daily without clear research evidence guiding their
choices. For example, providers must frequently decide

whether opioids are appropriate for patients with chronic
pain, while relying on guidelines based on low- to
moderate-quality evidence (i.e., trials that are too small
and/or too short to adequately determine risk of abuse,
dependence, and other potential harms) [29,30]. Compli-
cating this lack of evidence is a greater than four-fold
increase in opioid prescriptions for chronic musculoskel-
etal pain from 1980 to 2000, coupled by similar increases
in opioid abuse [29]. The uncertainty surrounding opioid-
prescribing and concerns of abuse amplify the potential
for communication problems between providers and
patients with chronic pain.

These challenges may take a toll on providers, adversely
affecting both providers and patient care [31]. While we
know that PCPs find caring for patients with chronic pain
frustrating at times [24,25,27], little is known about how
PCPs experience these difficulties, the role of the patient–
provider relationship in these struggles, and how these
issues impact how PCPs view their work, their patients,
and even themselves as providers. Furthermore, the
patient–provider relationship, long recognized as integral
to quality patient care, is largely unexplored in chronic
pain, and much remains to be learned [32]. Hence, to
better understand providers’ perspectives on chronic pain
care, to help to inform how such care can be improved
for both patients and providers, we conducted in-depth
interviews of PCPs from a single Veterans Affairs (VA)
Medical Center to understand their perspectives on treat-
ing veterans with chronic pain.

Method

Twenty in-depth, semi-structured interviews were con-
ducted with VA PCPs.

Setting

The study was conducted at the Roudebush VA Medical
Center in Indianapolis, IN. PCPs were sampled from the
medical center’s five outpatient primary care clinics,
which see about 30,000 patients per year. Patient demo-
graphics reflect those of the national VA population, with
38% of patients over the age of 65, 94% male, and 89%
Caucasian.

Participants

Participants were sampled based on the following criteria:
1) varying levels of clinical experience; 2) representing all
five VA primary care clinics; and 3) including both male and
female PCPs. Sampling continued until theoretical satura-
tion was reached (i.e., no new themes emerged from the
interviews) [33]. The first 20 PCPs who were approached
all agreed to be interviewed. All interviews were con-
ducted by the same member (KN) of the research team.
Providers were asked open-ended questions designed to
elicit their experiences with chronic pain management [34]
(see Appendix for sample interview questions).
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Development of interview questions was guided by the
research team’s prior clinical and research experience in
pain management. Additionally, formulation of some ques-
tions was informed by a resource manual for pain manage-
ment that outlines barriers to adequate pain management
[35]. As initial interviews were conducted, members of the
research team discussed the responses, clarified ques-
tions as needed, and added probing questions if neces-
sary. Through this process, core questions (see Appendix)
remained the same for all interviewees. Because interviews
were semi-structured, probes and follow-up questions
sometimes varied depending on providers’ responses.
Interviews took, on average, 45 minutes. All participants
signed an informed consent statement, and the research
was approved by the local Institutional Review Board.

Data Analysis

All interviews were transcribed verbatim from audiotapes,
checked for accuracy, and imported into Atlas-ti qualita-
tive software (Atlas-ti Scientific Software Development
GmbH, Berlin, Germany). Five members of the research
team participated in an inductive, emergent thematic
analysis, employing techniques recommended by Miles
and Huberman [36] Bernard [37], and Patton [38]. Over a
2-week period, the analytic team read the transcripts indi-
vidually for overall impressions, taking careful notes and
highlighting patterns or particularly salient statements.
Team members then met to discuss initial impressions.
After these initial discussions, the team continued to cull
through the data individually and met weekly over a period
of 3 months to develop, discuss, and modify codes.

Each team member worked individually to develop a
coding scheme, and during weekly meetings we com-
pared each member’s codes, identifying and collapsing
overlapping categories, eliminating categories based on
lack of support from the data, and resolving discrepancies
by consensus. Team members worked back and forth
between the developing classification system and the
data, to ensure that categories were meaningful within the
context of the data. During this process, we also took care
to search for negative cases (i.e., disconfirming evidence
in the data) that might call our observations and codes into
question [39,40]. This process continued until our codes
remained stable and consistent.

In order to ensure that team members were grounded in
the data and not influenced by preconceived notions or
biases, the analytic team took care to ensure that identi-
fied themes met the criteria of recurrence, repetition, and
forcefulness [41]. Once coding was completed, the first
author then searched for patterns and variations among
providers’ responses to ascertain whether some PCPs
had generally more negative experiences and attitudes
toward treating pain than others.

Results

All participants (n = 20) were either part- or full-time PCPs
and ranged in age from 33 to 54 years. Ten were women;

10 were men. Fourteen were Caucasian, five were Asian,
and one was African American. Length of time in practice
varied from less than 5 years to more than 20. Four
participants were nurse practitioners; one was a doctor of
pharmacy; the remainder were physicians.

Providers identified several issues related to the treatment
of chronic pain and the patient–provider relationship. An
emergent issue was the emotional toll attached to taking
care of these patients.

The Importance of the Patient–Provider Relationship

Many providers emphasized the importance of their rela-
tionships with patients. They pointed to the advantage of
spending time in conversation with their patients, and how
developing strong relationships enhances trust. One pro-
vider even suggested that time spent getting to know and
understand a patient helps to make her more comfortable
prescribing opioids:

It’s like how much you believe a patient is really in
pain and how much effort and time you spend
talking about it . . . So I think some people are
uncomfortable with narcotics; some people are
uncomfortable talking about pain. And I think I
probably prescribe more narcotics than the average
person, and I probably spend more time with pain
patients than some others in my clinic. (PCP 8)

Another provider noted that conversation was the best
pain assessment tool available:

I have not seen the value yet other than just talking
to somebody. I don’t use any standardized instru-
ment to assess function . . . just talking to the
patient about what they can do, what they want to
do, more importantly. (PCP 20)

Others spoke of the important role communication plays
in treatment. One provider noted: “Well, I think chronic
pain takes time, and so it takes a lot, if people really
want to talk, they want you to hear, and sometimes,
it’s the discussion that is the therapeutic intervention.”
(PCP 9)

Another PCP said, simply, “I think a big part of pain man-
agement is continuity, and seeing the patients, and listen-
ing to them.” (PCP 11)

Yet another provider pointed to the value of building a
trusting relationship to achieve optimal pain control:

I think a big part of pain control is your ability to
tinker. So if you have a longstanding relationship
with a patient, there is this level of trust. And, so
you . . . say, “I am going to try this today; and, if it
does not work, we will be able to readdress your
pain in a week, two weeks, whatever.” (PCP 18)

Difficulties in the Patient–Provider Relationship

While the literature points in general to strained interac-
tions related to chronic pain, our interviews yielded vivid,
detailed examples of PCPs’ experiences with difficult
patients.
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Pressure to Treat Pain with Opioids

Some providers believed that the medical center culture
was a source of pressure to prescribe opioids; however,
PCPs also felt pressure from the patients themselves.
Many feared being “fired” by patients whom they could not
please, and voiced concerns that this would reflect badly
on them professionally. One provider voiced these con-
cerns as follows:

It tugs on your guilt that you really don’t want
people to be in pain. You want the patient to like
you . . . And, they fire you . . . and the number of
patients that fire me is part of my performance
review. (PCP 18)

PCPs also described an expectation that some patients
seemed to have that, if they desired opioids, then they
should receive opioids without question. One PCP com-
pared a particular patient’s request for opioids to a fast-
food order: “You know . . . it was like you go to the
McDonald’s drive-through and you order what you want,
and they should give it to you.” (PCP 9)

Believing Patients

Providers voiced concerns about the subjectivity of pain
and frequent inconsistencies between diagnostic test
results and a patient’s account of his or her pain.

Of particular concern was the credibility of a patient’s
assessment of his or her pain. In some instances, provid-
ers voiced distrust:

Provider: You can pretend you’re in a lot of severe
pain too and it’s . . . easy to pretend, if you want to
deceive somebody.

Interviewer: And you think you’re pretty good at
discerning who is pretending and who is not?

Provider: No . . . Some of them are good actors.
(PCP 3)

One provider gave an example of a patient who, she
believed, was “pretending:”

I’ll never forget. He comes and says, “I have this
C-spine pain, 10 out of 10.” Every time. He sits with
a cell phone . . . When somebody has that much
neck pain, you don’t sit like that lounging in a chair,
talking on a cell phone with a C collar on . . . You
have to sit straight, otherwise the C collar will hurt
your neck. So off right I know this guy is not having
as severe pain as he claims. (PCP 13)

Still other providers acknowledged that all they can do is
trust their patients and treat accordingly: “Pain is so sub-
jective that you just have to take their word for it. If they hurt,
they hurt. You just have to take their word for it.” (PCP 5)

Another provider echoed a similar sentiment:

I do believe that there are patients who have pain
when they say they have pain. I tend to not ques-
tion, because there is no adequate measure, and I
believe most patients . . . they’re not drug-seeking.
So I tend to . . . err toward giving more pain medi-
cation than less. (PCP 15)

Secondary Gain

The pursuit of disability claims was another situation that
contributed to distrust. If they suspect that disability com-
pensation is the patient’s primary goal, providers may
become skeptical of the patient’s report of pain and its
severity.

Patients that are either on disability or trying to get
disability . . . it makes it very hard, at least for me, to
know how much pain they are having . . . Unfortu-
nately, it makes me kind of cynical about how much
to believe their pain and how much is just they are
trying to make a case for something. (PCP 8)

Another provider noted that for patients receiving disability
payments, “it is in their best interest to never be better.”
(PCP 19)

Suspicion of Diversion

Distrust also surfaced when providers suspected that
patients were selling their opioids as “street drugs.” One
provider said,

Some patients don’t take the narcotics but they sell
them. I check the urine test and find out if it’s
negative. It happens. Some of the patients are very
poor, always have pain, and you give them narcot-
ics. Two years later they changed, good brand
name shoes, clothes. (PCP 3)

This provider went on to say that, because pain is sub-
jective, when a patient claims to be in pain, even if diver-
sion is expected, “What can you do? They’re in pain. You
give them the narcotics, but they probably sell half or
two-thirds on the street, and they only take one-third to
control the pain. They make money.” When asked how to
prevent such diversion, the provider responded, “No, no
way. That’s a barrier.”

Difficult Interactions with Patients

It is no surprise that the problems described above by
providers sometimes lead to strained, uncomfortable
interactions. Several PCPs described in rich detail their
experiences with difficult patients, including anger, deceit,
lack of adherence, and “doctor shopping.”

Some described patients with chronic pain as “abusive” at
times. One provider described caring for chronic pain
patients as “scary, you know . . . they’re very abusive, and
I don’t think we have any support system for doctors.”
(PCP 13)

One PCP told of a patient who became angry about his
treatment:

All we ended up finding was posttraumatic stress
disorder, fibromyalgia, and headache, and tried to
get him to back off on the medication slowly and
explained why. He’s young, he’s got a family, he’s
not working . . . And he really became upset. He
would cry and get all sweaty and angry with me and
I would just calmly explain, this is my opinion . . . so
that was very frustrating. (PCP 4)
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Another provider spoke of a patient who

clearly changed the quantity on the prescription.
And he came in with his wife, who was part of it too.
And they just attacked me . . . The guy peed in the
urinal and poured it all over the room. Urine all over
the floor . . . We have had a number of them that
we have had to call the cops on. They get really
belligerent . . . They want the narcotics. (PCP 18)

Other difficult interactions stemmed from patients’ lack of
adherence to treatment recommendations. A provider
described a situation with one patient in particular:

He was resistant to the TENS unit, but he would just
keep saying, I’m in pain, I’m in pain, I’m in pain, and
he was also chronically depressed, but he won’t go
to mental health. You know, he says there’s no
point. It’s like the dog chasing its tail. So I keep
going up on the morphine, but where am I going
with it? (PCP 5)

Lack of adherence can also lead to “doctor shopping,” as
one provider shared:

I had a patient who came in, she had fibromyalgia,
she wanted her OxyContin because it works for her
daughter, who also has fibromyalgia. She had never
tried anything else. She didn’t do any exercise. She
just watches TV all day, and she didn’t want to talk
about anything else . . . except several of my col-
leagues that she’d fired recently, and so, you know,
you look back in the chart, and she has seen six or
seven . . . docs in the last year. She’d walked out
on many different people. (PCP 9)

The Emotional Toll: “It’s a Pain to Take Care of
the Pain.”

Perhaps the most striking finding that emerged from the
data was PCPs’ descriptions of the emotional toll they
experienced interacting with patients in pain. They pointed
to the stress, lack of satisfaction, and even hostility they
have encountered with some patients. One provider
summed up these feelings as follows: “In China there’s a
very common phrase, ‘Patient’s back pain, doctor’s
headache’.” (PCP 3)

Words such as “frustrating,” “overwhelming,” and
“ungratifying” were frequently used when providers dis-
cussed caring for patients with chronic pain, and providers
often contrasted treating pain to treating other conditions
that produce greater satisfaction. One provider said:

It’s much more gratifying to treat people that either
get better or have something that’s more treat-
able . . . there are days when I walk into the clinic
and I see a name and I say, this is not going to be
a gratifying visit. And in those cases, all you can do
is listen, and that in itself is probably therapeutic,
but it’s not very gratifying. (PCP 11)

Many providers were critical of themselves when discuss-
ing chronic pain. One provider even suggested that he is
unsuccessful as a physician because he is not able to
treat chronic pain effectively:

I spend time with a patient with diabetes or a heart
condition [and I] can make a difference . . . save
their life. I can see a tangible result of what I do . . . I

really feel success with somebody whose pain is
diagnosed, treated and cured . . . That’s the
problem. Are there many of those? Not many. So
that’s why I see myself as not a big success. (PCP
15)

Another provider lamented:

I beat myself up with it . . . You want to be liked by
your patients. You want to be respected by your
peers. You don’t want to personally feel like you are
being Cruella Deville by denying taking them out of
pain. Of course, you want to relieve their pain, so I
beat myself up. I feel guilty when these people end
up yelling at you, and they do. (PCP 18)

Discussion

This qualitative study corroborates, in rich and particular
detail, a recent study finding that 73% of PCPs surveyed
at a VA Medical Center found patients with chronic pain to
be a major source of frustration [42]. While some of the
issues identified in this study are reflected in the current
literature, the specific insights our interviewees provided of
their own experiences, frustrations, and feelings of guilt
and failure paint a detailed, vivid picture of a PCP’s
daily struggle caring for patients with chronic pain—and
provide insight into why PCPs face these struggles. Pre-
vious survey studies report PCPs’ knowledge, attitudes,
and behaviors [15,42], and discuss issues such as com-
peting demands, the absence of clear guidelines [29,30],
and lack of specialized training in pain manage-
ment [12,43–45], but this study’s unique contribution is
an exploration, in PCPs’ own words, of what these
challenges mean to them in their daily practice and
the adverse effects such struggles may have on them
personally and professionally [32,46,47].

Many providers internalized their lack of success with
patients suffering from chronic pain, feeling guilty and
ungratified. These negative feelings were compounded by
descriptions of hostile interactions, suspicion and distrust
of patients, and fear of being “fired.” PCPs often described
dread when seeing a patient’s name on their clinic sched-
ule, knowing the interaction was going to be unsuccessful
at best, difficult or hostile at worst. PCPs described feeling
ineffective and unsuccessful in their ability to treat many of
their patients with pain. Interestingly, reports of frustration
and negative experiences were present throughout the
sample. Even PCPs who were generally positive about
their relationships with their patients reported difficulties,
distrust, and other relational issues at times.

These findings are concerning for both patients and
PCPs. In spite of the importance they placed on their
relationships with patients, PCPs described numerous
relational difficulties when caring for patients with pain.
They described feeling pressure from patients to prescribe
opioids, struggling with the credibility of patients’ pain
reports, and worrying about secondary gain and diversion,
all of which take a toll on the patient–provider relationship,
leading to strained, even hostile interactions, and ulti-
mately to provider frustration, stress, and burnout. Stress
and burnout, in turn, can compromise effective patient
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care, draining PCPs’ energy and reducing their capacity to
show empathy to patients [31,48,49].

Empathy is not only an important ingredient in patient-
centered care [19,21,22], but has also been recognized as
absolutely essential when treating chronic pain [19,48–
50]. Empathic, patient-centered care is associated with
better health outcomes, in part because seeking to under-
stand a patient’s pain and actively involving a patient in his
or her care fosters trust (a key issue for providers in this
sample), thereby encouraging the patient to reveal impor-
tant diagnostic information and to participate more fully in
treatment [18,19,21,49,51,52]. And, particularly relevant
to PCPs’ complaints in this study, empathy can defuse
moments of conflict and reduce the need for each party to
feel as if he/she needs to dominate [19,24].

Not only can empathy help to build trust and decrease
conflict, but an empathic relationship, in which both parties
feel understood and respected, helps to foster an effec-
tive working alliance between patient and physician. The
power of the physician-patient working alliance has been
well demonstrated in psychological treatment [53,54]. A
working alliance allows patients and providers to share
both an emotional bond and instrumental goals, such as
partnering with one another to identify treatment objec-
tives, and deciding together how to realize these objectives
[21,55]. When this occurs, patients are more satisfied
and adherent to treatment [32,55,56], and experience
improved health [52,56]. Clearly, relationships with patients
who are satisfied, adherent, and work in partnership with
their providers are less likely to be hostile or frustrating.

This study has some important clinical implications. First,
the struggles voiced by PCPs in this sample underscore
the need to consider, not just patients’ needs, but provid-
ers’ needs in chronic pain care. The adverse effects on
providers associated with taking care of patients with
chronic pain are largely unexplored and may exacerbate
difficulties treating pain [32,46].

As a result, our current findings highlight the need for
physicians to care, not just for their patients, but also to
adopt self-care strategies to reduce “compassion fatigue”
brought on by caring for difficult patients [57]. Diesfeld [46]
recommends that providers actively engage in self-
reflection and anticipate conflict in pain care before it
arises. She suggests asking questions such as, “What
interpersonal conflicts are most worrisome for me? Have I
been honest and frank with myself regarding my beliefs
and attitudes toward the patient?” (p. 1122). Additionally,
Papadimos recommends strategies to be taught in
medical school or residency, such as critical incident
analysis, modeling behaviors, and mentorship [58].
Beyond medical school and residency, there is a clear
need for clinics and medical centers to provide support,
both instrumental and emotional, to PCPs as they face
challenges with patient pain care.

An example of instrumental support was an opioid
renewal program evaluated by Wiedemer and colleagues

[45]. These authors examined a multidisciplinary program
to help PCPs manage chronic pain for patients with a
previous history of substance abuse or aberrant behaviors
related to opioids. The program provided formal structure
to pain care (opioid agreements, urine drug screening, pill
counts, and frequent and regular follow-up appointments),
as well as a resource for PCPs to turn to for help with
opioid titration and rotation. After the intervention, PCPs
were highly satisfied with the program and reported fewer
complaints from patients regarding opioids as well as
improved relationships with their patients with chronic
pain. PCPs also noted that they were able to spend more
time on patients’ other medical problems and that they felt
supported in the safe and effective management of
opioids.

The results from Wiedemer et al.’s study are encouraging,
although our data, as well as other literature, suggest that
PCPs need interdisciplinary support beyond opioid pre-
scribing [32,59,60]. For example, because chronic pain
and psychological disorders such as anxiety and depres-
sion are often comorbid conditions [44], involving psy-
chologists or other mental health professionals may help
to alleviate some of the PCP’s burden, as well as to
provide more comprehensive care to patients with these
conditions.

Another clear implication of the current study is that efforts
to improve patient-centered care are needed and hold
promise to improve pain care for both patients and pro-
viders. Indeed, patient-centered care has been endorsed
as the optimal approach for providers treating patients
with chronic pain [32].

Although little research has been conducted on patient-
centered care in patients with pain, two recent studies
indicate that even interventions focusing on one aspect of
patient-centered care, shared decision-making, show
promise. Sullivan and colleagues [59] trained internists in
shared decision-making techniques, while Bieber and col-
leagues [25] taught patients with fibromyalgia shared
decision-making strategies. Physicians in the Sullivan
et al. study reported feeling more competent in caring for
patients with chronic pain. After Bieber et al.’s interven-
tion, both patients and providers described communica-
tion as more productive and less difficult; both parties
were more satisfied with their interactions. And, although
patients did not experience measurable improvement in
pain symptoms, they were better able to cope with and
self-manage their pain after the intervention.

These studies demonstrate promising avenues for improv-
ing communication in pain care; however, there is a dearth
of research in this domain. Further, while shared decision-
making interventions are an appropriate beginning, pro-
viders likely need training that extends beyond the sharing
of decisions and teaches PCPs an array of patient-
centered communication skills that foster a trusting
working alliance between patient and provider. Indeed, the
challenges described by PCPs in this sample suggest that
many of the problems described require other patient-
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centered behaviors, such as showing empathy, to ame-
liorate relational difficulties. Improving patient-centered
care may be particularly important given that relatively few
physicians appear to employ this model in pain treatment
[61]. Moreover, training PCPs in patient-centered behav-
iors has proven highly effective, yielding positive, long-
term effects on patient–provider communication and
patient satisfaction [62–65].

Another option to enhance empathy is to adopt a nar-
rative approach to understanding patients with chronic
pain. Narratives rely on the telling of stories to help
others make sense of complicated experiences, often
characterized by intense affect [47,66]. PCPs may
benefit from writing or telling a story about a difficult clini-
cal situation with a patient with pain, for example. These
stories may then be analyzed to produce new under-
standings of the communication and relational dynamics
in the situation, as well as to promote self-reflection
among PCPs. Such activities, in addition to being
cathartic for PCPs, could be used to improve both
patient-centered communication skills and physicians’
confidence in treating pain [47].

Although formalized training requires planning and
resources, providers can also practice strategies on their
own to improve their communication skills. Banja offers
suggestions for physicians to improve their empathic
communication [48]. Among these strategies, Banja rec-
ommends using effective body language with patients,
such as sitting rather than standing, and maintaining eye
contact, to create an empathic environment. He also
suggests checking for patient understanding, stopping
frequently to allow for patient interruptions, and valida-
ting patients’ responses (e.g., “That’s an important
point.”).

This study illustrates that providers’ needs should be con-
sidered if communication in chronic pain care is to be
improved. However, potential solutions to communication
difficulties in chronic pain care extend beyond the indi-
vidual provider. The culture of the organizations and set-
tings in which providers practice play an important role in
providers’ experiences, potentially either contributing to or
helping to mitigate difficulties in chronic pain care. For
example, feeling pressure to prescribe opioids because of
an organization’s culture may be problematic in many
health care settings and may explain in part the dramatic
rise in opioid prescriptions in recent decades [29]. More-
over, clearly written and readily available policies on tools
such as urine drug testing and opioid agreements, orga-
nizational leadership support and resources for multidis-
ciplinary opioid renewal programs (e.g., Wiedemer et al.’s
opioid renewal clinic [45]), and opportunities for training in
patient-centered care for chronic pain, all have the poten-
tial to support and instruct providers as they navigate
through difficult interactions with patients. Educational ini-
tiatives and interventions to improve communication in
pain care should take into account the organizational
context (e.g., culture, resource constraints) in which they
are being planned and delivered.

While the current findings provide a valuable glimpse into
PCPs’ own personal and professional struggles with
patients with pain, our study is limited in that we inter-
viewed 20 providers from a single VA medical center.
Although we sampled providers with varying clinical expe-
rience and from different clinics, to maximize variation in
PCPs’ experiences with pain management, it is still pos-
sible that many of the PCPs in our sample had particularly
negative experiences with patients with pain, either as a
function of a higher prevalence of substance use or Axis II
disorders in their patient panels, or as a function of the
PCP’s individual communicative style. However, the litera-
ture suggests that the experiences and viewpoints
expressed by PCPs in this study are not atypical
[12,24,27,42]. Nonetheless, while this study’s strength,
consistent with qualitative research, is in understanding
the struggles of these 20 providers, in their own words,
from their own perspectives, it is important to note that
these results may not generalize to other providers, nor to
other settings outside the VA, given the demographics of
VA patients (e.g., mostly white males, higher prevalence of
financial disadvantages), veterans’ unique military experi-
ences, and the substantial burden of coexisting medical
and psychiatric disorders among veterans [67].

Future research is needed to determine the extent to
which this study’s findings apply to other clinical settings.
Moreover, research using direct observation and patient-
centered coding techniques [62–65] will be essential to
better understand the relationship between patient-
centeredness and difficulties in the management of
chronic pain. Research should also be directed toward
determining whether patient-centered communication
interventions are as effective in pain care as they are in
primary care as a whole [63–65]—or whether such inter-
ventions need to be adapted to meet the unique chal-
lenges of communication in chronic pain care. Early
indications from shared decision-making studies [25,59]
demonstrate potential to achieve measurable improve-
ments in communication related to pain care for patients
and providers, but future research must systematically
investigate whether such initiatives will help to alleviate
many of the struggles providers described in this study.

Conclusions

Few studies have examined the lived experiences of PCPs
as they care for patients with chronic pain. The detailed
accounts in this study illustrate that chronic pain takes a
toll on providers as well as patients, and that providers’
needs should not be ignored if pain care is to be improved.
Strategies such as self-care, enhancing patient-centered
communication, and organizational support, all hold
promise to ease frustrations and defuse potential hostility
in clinical encounters—ultimately improving pain manage-
ment for both patients and providers.
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Appendix

MAIN QUERY ONE: In general, do you find managing
your patients with chronic pain in your practice difficult
or easy?

• Why do you find managing these patients difficult
(or easy)?

• What difficulties do you have (or what successes have
you had) with performing specific aspects of pain
management—such as pain assessment, diagnostic
work-ups, or making treatment decisions?

• Are there particular pain conditions (or situations such
as chronic opioid treatment) that you find difficult
(or easy) to manage?

MAIN QUERY TWO: What do you view as the biggest
(most important) barriers to effective pain manage-
ment for your patients? On the other hand, what
helps you manage your patients with chronic pain
effectively?

If the provider cannot think of any barriers or facilitators, try
and stimulate discussion in the following areas.

• Provider-related barriers (knowledge deficits, lack
of training, time constraints, other priorities, fear of
prescribing opioids, etc.)

• Patient-related barriers (Fear of becoming addicted,
lack of adherence to treatment, patients cant’ pay for
treatments)

• System-level = hospital or clinic level (Lack of access to
comprehensive pain services/specialists, no account-
ability, lack of pain care standards and policies, lack of
available clinical guidelines, no institutional commitment
to improving pain care)

1697

Patient–Provider Relationships in Chronic Pain

D
ow

nloaded from
 https://academ

ic.oup.com
/painm

edicine/article/11/11/1688/1933849 by guest on 25 April 2024


