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ABSTRACT

Objectives We aimed to explore healthcare professionals’
experience of treating chronic non-malignant pain by
conducting a qualitative evidence synthesis. Understanding
this experience from the perspective of healthcare
professionals will contribute to improvements in the
provision of care.

Design Qualitative evidence synthesis using meta-
ethnography. We searched five electronic bibliographic
databases from inception to November 2016. We included
studies that explore healthcare professionals’ experience
of treating adults with chronic non-malignant pain. We
used the GRADE-CERQual framework to rate confidence in
review findings.

Results We screened the 954 abstracts and 184 full
texts and included 77 published studies reporting the
experiences of over 1551 international healthcare
professionals including doctors, nurses and other health
professionals. We abstracted six themes: (1) a sceptical
cultural lens, (2) navigating juxtaposed models of
medicine, (3) navigating the geography between patient
and clinician, (4) challenge of dual advocacy, (5) personal
costs and (6) the craft of pain management. We rated
confidence in review findings as moderate to high.
Conclusions This is the first qualitative evidence
synthesis of healthcare professionals’ experiences of
treating people with chronic non-malignant pain. We have
presented a model that we developed to help healthcare
professionals to understand, think about and modify their
experiences of treating patients with chronic pain. Our
findings highlight scepticism about chronic pain that might
explain why patients feel they are not believed. Findings
also indicate a dualism in the biopsychosocial model and
the complexity of navigating therapeutic relationships.

Our model may be transferable to other patient groups or
situations.

BACKGROUND

Chronic pain is defined as pain that persists
beyond the 3months expected time of
healing." In 2009, an estimated 5 million
people in the UK developed chronic pain,’
and a recent systematic review suggests
that this may underestimate the problem.’
Around 20% of adults in Europe have

Strengths and limitations of this study

» This study brings together, for the first time, a large
number of qualitative studies (n=77) that explore the
experience of healthcare professionals’ experience
of treating people with chronic non-malignant pain.

» Meta-ethnography  provides the reviewers’
interpretation of qualitative findings abstracted into
a line of argument with the aim of providing food
for thought.

» There is no consensus on how to assess the quality
of primary qualitative studies.

» Although the GRADE-CERQual provides a useful
framework for determining confidence in qualitative
syntheses, there is currently no consensus on how
to do this.

chronic pain,4 and in the USA, more than
25million adults (11%) experience chronic
pain.5 Chronic pain is challenging, because
it persists beyond healing time and is not
easy to explain or treat. A range of clinical
staff are involved in caring for people with
chronic pain, and in the UK, there is a wide
range in the provision of specialist care.® Not
all patients with chronic pain have access to
specialist services, and a national UK audit in
2012 indicated that only 40% of pain clinics
met the minimum standard of having a
psychologist, physiotherapist and physician.
The audit suggests that as many as 20% of
patients with chronic pain visit accident and
emergency departments even after visiting
their general practitioner (GP), and as many
as 66% visit a clinician three times within a
6-month period. A survey of undergraduate
pain curricula for healthcare professionals
(HCPs) in the UK’ indicates that although
these curricula are available, pain education
is highly variable and ‘woefully inadequate
given the prevalence and burden of pain’7 (p.

78).

BM)

Toye F, et al. BMJ Open 2017;7:€018411. doi:10.1136/bmjopen-2017-018411 1


http://bmjopen.bmj.com/
http://dx.doi.org/10.1136/bmjopen-2017-018411
http://dx.doi.org/10.1136/bmjopen-2017-018411
http://dx.doi.org/10.1136/bmjopen-2017-018411
http://crossmark.crossref.org
http://bmjopen.bmj.com/
http://group.bmj.com

Downloaded from http://bmjopen.bmj.com/ on January 17, 2018 - Published by group.bmj.com

Open Access 8

The Cochrane Qualitative Research Methods Group
acknowledges the importance of including qualitative
findings within evidence-based healthcare.” Qualitative
evidence synthesis (QES) aims to bring together qualita-
tive research findings to make them accessible for public,
policy, practice and education. A recent synthesis of 11
QES has highlighted the personal challenge of living
with chronic non-malignant pain and the loss of personal
credibility that is integral to this experience.” Findings
from a QES of 77 qualitative studies exploring patients
experience of living with chronic non-malignant pain
also demonstrate that patients can experience healthcare
as an adversarial battle.'” Understanding this from the
perspective of HCPs will help us to unpick this experience
and thus contribute to improvements in care provision.
Although there is a large body of qualitative research
exploring HCPs experience of treating chronic non-ma-
lignant pain, there has been no attempt to systematically
search for and integrate this knowledge into a QES. We
aimed to conduct a QES using the methods of meta-eth-
nography.'" Meta-ethnography is widely used and has
provided insight into healthcare experiences such as
medicine taking,'” diabetes' antidepressants,'* osteo-
porosis,”” chronic musculoskeletal pain'®'® and chronic
pelvic pain.'’

METHODS

Meta-ethnography is a method developed by Noblit and
Hare that aims to synthesise qualitative research findings
into a whole that is greater than the sum of its original
parts.'’ We used the methods of meta-ethnography devel-
oped, refined and reported by Toye and colleagues.'” '®
There are various methods for synthesising qualitative
research.'>* An important distinction is between (A)
those that describe findings and (B) those, like meta-eth-
nography, that develop conceptualunderstandings through
a process of constant comparison and abstraction.'
There are seven stages to meta-ethnography: getting
started, deciding what is relevant, reading the studies,
determining how studies are related, translating studies
into each other, synthesising translations and expressing
the synthesis.'"

In their original text, Noblit and Hare do not advo-
cate an exhaustive search,11 and the number of studies
included in meta-ethnographies ranges.”” ** ** Unlike
quantitative syntheses, qualitative syntheses do not aim
to summarise the entire body of available knowledge or
make statistical inference. We searched five electronic
bibliographic databases (MEDLINE, Embase, Cinahl,
PsycINFO and Amed) using terms adapted from the
InterTASC Information Specialists’ Sub-Group Search
Filter Resources.”*® We used subject headings and free-
text terms for qualitative research, combined with subject
heading and free text terms for pain (table 1). We did not
include citation checks, hand searching, grey literature or
PhDs as, in our previous QES, 95% of the included studies
were identified in the first three databases searched.'

We included studies that explored the experience of all
clinical healthcare staff involved in the care of patients
with chronic pain. We excluded: acute pain, head pain
and arthritic conditions. FT and KLB screened the titles,
abstracts and full text of potential studies.

There is currently no consensus on what makes a qual-
itative study good enough for QES.*** However, a growing
number of reviewers are appraising studies for QES.** We
did not intend to use rigid guidelines but felt it important
to seriously consider quality. We used three methods of
appraisal: (A) The Critical Appraisal Skills Programme
(CASP) questions for qualitative research®; (B) constructs
from a qualitative study in a previous meta-ethnography”'
and (C) a global appraisal of whether the study was: ‘key’
(conceptually rich), ‘satisfactory’, ‘irrelevant’ or ‘fatally
flawed’.*” As some journals are not explicit about ethical
approval, we screened potential studies for ethical stan-
dards (CASP question 7: have ethical issues been taken
into consideration?”). If FT and KLB did not agree about
inclusion, they consulted KS for a final decision. We used
the GRADE-CERQual framework,” which aims to rate
how much confidence readers can place in review find-
ings. GRADE-CERQual suggest four domains: (1) ‘Meth-
odological limitations’;, (2) ‘Relevance’; (3) ‘Adequacy of data’
(the ‘degree of richness and quantity of data supporting
a review finding’); (4) ‘Coherence (consistency across
primary studies), and finally, an overall rating of confi-
dence (high, moderate, low and very low).

We planned to develop a line of argument synthesis,
which involves ‘making a whole into something more
than the parts alone imply’'" (p. 28). Analysis in large
QES involves a process of: identifying concepts from qual-
itative studies, abstracting these concepts into conceptual
categories, further abstracting categories into themes and
finally developing a line of argument that makes sense of
the themes. We read studies in batches of topic or profes-
sional grouping. We did not use an index paper to orien-
tate the synthesis,”® as we felt that this choice can have
a dramatic impact on the interpretation.'® Two reviewers
read each paper to identify, describe and list concepts. If
they agreed that there was no clear concept, then it was
excluded. Through constantly comparing and discussing
concepts, three reviewers abstracted conceptsinto concep-
tual categories, using NVivo V.11 software for qualitative
analysis to keep track of our analytical decisions.** NVivo
is particularly useful for collaborative analysis as it allows
the team to keep a record and compare interpretations.
Once we had agreed and defined conceptual categories,
these were printed onto cards and sent to our advisory
group to read and sort into thematic groups. This group
consisted of patients, allied health professionals, nursing
professionals, doctors and managers. Then, during advi-
sory meeting, the reviewers worked alongside the advisory
group to finalise the themes that would be included in the
line of argument. In this way, we were able to challenge
our own interpretations. Some reviewers do not present a
line of argument as part of their QES findings. Frost and
colleagues indicate that there has been a move away from
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Table 1 Example search syntax for MEDLINE

(I) Qualitative subject headings EXP QUALITATIVE RESEARCH
EXP INTERVIEWS AS TOPIC

EXP FOCUS GROUPS

NURSING METHODOLOGY RESEARCH

ATTITUDE TO HEALTH

(Il) Qualitative free-text terms
ethno.ti,ab
emic or etic. ti,ab
phenomenolog*.ti,ab
hermeneutic*.ti,ab

qualitative adj5 (theor* or study or studies or research or analysis)

heidegger* or husserl* or colaizzi* or giorgi* or glaser or strauss or (van and kaam®) or (van
and manen) or ricoeur or spiegelberg* or merleau).ti,ab

constant adj3 compar*.ti,ab
focus adj3 group*.ti,ab

grounded adj3 (theor* or study or studies or research or analysis).ti,ab

narrative adj3 analysis.ti,ab

discourse adj3 analysis.ti,ab

(lived or life) adj3 experience*.ti,ab
(theoretical or purposive) adj3 sampl*.ti,ab
(field adj note™) or (field adj record®) or fieldnote*.ti,ab

participant* adj3 observ*.ti,ab

action adj research.ti,ab

(digital adj record) or audiorecord* or taperecord* or videorecord* or videotap®).ti,ab

(
(
(
(

cooperative and inquir*) or (co and operative and inquir*) or (co-operative and inquir®).ti,ab
semi-structured or semistructured or unstructured or structured) adj3 interview*.ti,ab
informal or in-depth or indepth or ‘in depth’) adj3 interview*.ti,ab

face-to-face’ or ‘face to face’) adj3 interview*.ti,ab

‘ipa’ or ‘interpretative phenomenological analysis’.ti,ab

‘appreciative inquiry’.ti,ab

(social and construct*) or (postmodern* or post-structural®) or (post structural* or
poststructural®) or (post modern*) or post-modern* or feminis*.).ti,ab
humanistic or existential or experiential.ti,ab

(Ill) Pain subject headings

EXP BACK PAIN/OREXP CHRONIC PAIN/OREXP LOW BACK PAIN/OR EXP

MUSCULOSKELETAL PAIN/OREXP PAIN/OREXP PAIN CLINICS/.

EXP FIBROMYALGIA/
EXP PAIN MANAGEMENT/

(IV) Pain free-text terms

(chronic* or persistent* or long-stand* or longstand* or unexplain* or un-explain®) fioromyalgia

‘back ache’ or back-ache or backache

‘pain clinic’ or pain-clinic*
pain adj5 syndrome*

interpretation and theory development in QES towards
aggregative forms of synthesis.”> The final analytic stage,
‘synthesising translations’, involved the three reviewers
working together alongside the advisory group to craft
the final themes into a ‘line of argument’ to build up a
picture of the whole, grounded in the themes.

FINDINGS

We retrieved 184 full texts and excluded 101 studies
(figure 1). We excluded 16 studies that were not quali-
tative or that included limited qualitative data.”*>" We
agreed that 85 studies were out of scope’ ' (eg, they
did not present the HCP voice or they did not explore the
experience of chronic pain). Of the 83 studies remaining,
we unanimously excluded six on the grounds of method-
ological report.lw_142 FT and KLB unanimously appraised

five studies as ‘key papers’****” and the remaining studies

were appraised as ‘satisfactory’. They did not agree about
four studies'® ™' that were subsequently included.
We included 77 published studies . '** '** 1219 THIS
SHOULD BE REFS 143-219 please add 145 reporting the
experiences of over 1551 HCPs from USA (20 studies), UK
(18 studies), Canada (10 studies), Sweden (10 studies),
the Netherlands (4 studies), Norway (4 studies), Australia
(4 studies), France (4 studies), Germany (1 study), Hong
Kong (1 study), Ireland (1 study), Israel (1 study), Italy
(1 study) and Spain (1 study) (table 2). We agreed that
ethical issues had been satisfactorily considered in the
study design of all 77 studies, and none were excluded
on ethical grounds. Six studies were published before
2000, 37 were published between 2000 and 2010 and
34 were published from 2011 onwards. HCPs included
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~ SEARCHES
(N=29247)

RETRIEVED
FOR ABSTRACT SCREENING
(N =2258)

ABSTRACTS SCREENED
(N=954)

FULL TEXT ARTICLES ASSESSED FOR
ELIGIBILITY
(N =184)

STUDIES QUALITY APPRAISED
(N=83)

STUDIES INCLUDED

(N=77)

Figure 1

doctors, nurses and other health professionals in various
contexts and geographical locations. Not all of the studies
reported the number of participants from specific profes-
sional groups, which means that it was not possible to give
the exact number of participants from each profession.
Table 2 shows the author, year of publication, country,
sample size, data collection, analytic approach, profes-
sional group/context, participants and study focus. The
studies explored the experience of: GPs (10 studies);
mixed HCPs in diverse contexts (4 studies); physiother-
apists (3 studies); physiotherapists with a specialty in
chronic pain (3 studies); mixed HCPs in fibromyalgia (5
studies); mixed HCPs in chronic pain services (11 studies);
mixed HCPs in pain management related to employment
(b studies); mixed HCPs prescribing opioids to patients
with chronic pain (12 studies); mixed HCPs using guide-
lines for chronic pain (6 studies); mixed HCPs working
with older adults with chronic pain (3 studies); mixed
HCPs working in long term care facilities (13 studies);
and nurses (2 studies).

Two reviewers identified 371 concepts from the 77
studies included. They organised the 371 concepts into
42 conceptual categories and then into six themes: 15 out
of 371 concepts did not fit our analysis (supplementary
appendix 1). There were several topics with insufficient
weight to develop robust themes: ethnicity,172 201 202 211 212
gender®” and older people, 6161 163166176186 193197205 1 oo
may indicate useful areas of further research. Experience
specific to opioid prescribingisreported elsewhere. Ashort

EXCLUDED AFTER TITLES SCREENED ( N= 26988 )

DUPLICATES REMOVED (N = 1304 )

ABSTRACTS EXCLUDED (N = 770)

FULL-TEXT ARTICLES EXCLUDED (N=101)

RECORDS EXCLUDED (N = 6)

Flow diagram of records identified and studies removed and included.

film presenting the key themes is available on YouTube
(https://www.youtube.com/watch?v=477yTJPgl00) and
a report giving further details of analytical decisions is
being published by the NIHR Journals library https://
www.journalslibrary.nihr.ac.uk/programmes/hsdr/
1419807 /#/.

The six final themes were: (1) a sceptical cultural lens;
(2) navigating juxtaposed models of medicine; (3) navi-
gating the geography between patient and clinician;
(4) the challenge of dual advocacy; (5) personal cost;
and (6) the craft of pain management. These themes
are illustrated below with narrative exemplars. Indica-
tors of confidence in each review findings are shown
in table 3, which shows: the number of studies rated
as key/valuable or satisfactory (methodological limita-
tions); the number of concepts (adequacy); the number
of studies out of 77 (coherence); an assessment of study
relevance; and our overall assessment of confidence.
We rated our confidence in the review finding as high
when it was supported by more than half of the studies
(n239). However, there is currently no agreed way of
making an assessment of confidence for QES. We aimed
to explore HCPs’ experience of treating chronic non-ma-
lignant pain. We found that studies explored the expe-
riences of diagnosing and treating chronic pain and
that these experiences were inextricably linked. The
studies supporting each theme are shown in table 3. The
themes are drawn from a wide range of HCPs, including
those specialising in chronic pain management
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who may be more likely to adopt a biopsychosocial
approach, 6 147155 157 164 185 198 199 211212 215 217 219

A sceptical cultural lens

This theme describes a culturally entrenched sceptical
view of chronic non-malignant pain from which HCPs did
not always trust patients’ reports of pain. This lack of trust
meant that clinical work involved determining whether
the pain was something or nothing. HCPs found themselves
making judgements, based on personal factors rather
than clinical findings, about whether the pain was real or
imagined. They pondered dissonance between what the
patient said and what the HCP could see.

Sometimes I could have a patient sitting there and
saying that they are hurting, 10 out of 10, and they
are sitting like you and 1."’ (Bergman, 2018, primary
care, GP, USA)

Some people say ‘This is the worst pain I've had in
my whole life” without any real sort of physical signs
of pain so it’s really tough; we have a complex job
in assessing that.'%® (Kaasalainen, 2010, aged care
facilities, unspecified HCP, Canada)

There was a sense that HCPs were ‘on guard’'*’ against

exploitation from fraudulent claims. For example, the
following family practitioners felt concerned about being
‘manipulated’ or ‘exploited’ by patients:

It is not clear to me why he is the way he is... this
catastrophic pain and what he is telling himself about
it... but there is always a little bit... of concern; am
I being manipulated, is this really real?'”* (Esquibel,
2014, opioid prescription, family practitioner, USA)

Such people... ones whose wishes you cannot fathom
— provoke anger and frustration because at some
point, you don’t always know how to verify their
complaints. You feel somewhat exploited. It is a very
unpleasant feeling.170 (Dahan, 2007, guidelines, GP,
Israel)

HCPs engaged in a process of categorisation to deci-
pher patients’ truth claims. This categorisation hinged
on deciphering a multiplicity of dualities that were super-
imposed on a polarity of ‘good’ and ‘bad’. HCP described
these dualities as follows: easy/difficult, explained/not
explained, local/diffuse pain, adherent/non-adherent,
stoical /weak, motivated/unmotivated, accepting/
resisting, non-complaining/complaining and deserving/
non-deserving. Some recognised that this categorisation
was flawed and advocated trust as the basis of the ther-
apeutic relationship. For example, the following HCPs
describe how at times they had made the wrong judge-
ment about patients who were truly in pain:

Sometimes we say ‘oh she came in with back pain
but I don't think she's really in pain’... but really
even if somebody is in pain and distress, [it] doesn't
always have to be in how they present themselves...
that doesn’t mean she is not in palin.216 (Toye, 2015,

mixed HCPs on a pain education course, unspecified
HCP, UK)

I hate to say it... but I used to be one of the people
that used to say, ‘Oh, well, they are probably just
wanting attention.” But I've changed in that matter.
People are in pain, and it’s not just to get attention.'®’
(Clark, 2006, age care facilities, unspecified HCP,
USA)

Navigating juxtaposed models of medicine

This describes the challenge of navigating juxtaposed
models of medicine: the biomedical and the biopsychoso-
cial. The biomedical model takes disease to be an objec-
tive biomedical category not influenced by psychosocial
factors, whereas the biopsychosocial model incorporates
psychosocial factors influencing the pain experience.”
There was a culturally entrenched pull towards the
biomedical siren song of diagnosis.'**

Being able to track something gives me more comfort
than going by what you’re telling me... because I
like to see proof... You [want to]... be convinced
that you're treating something and that what you’re
treating is real.'™ (Berg, 2009, opioid prescription,
physician, USA)

I will listen to their story, I will examine them and I
always say you have got to exclude the physical first
that is your job... we have an obligation to exclude
the physical first and not jump into [psychosocial
explanations] because it reduces the patient to being
an un-necessary complainer and I don’t believe that
they really are.'* (Wainwright, 2006, primary care,
GP, UK)

The following GP describes how chronic pain can
obscure ‘real’ tangible health problems (such as high
cholesterol) with the implication that chronic pain is less
real:

They don’t seem to worry about issues that might be
real... like his cholesterol is high... there are some
other issues that he needs to attend to... his father
died when he was fifty two. He’s not worried."’
(Bergman, 2013, primary care, GP, USA)

Some HCPs used a dualistic biopsychosocial model,
whereby once something biomedical has been excluded,
they made an abrupt shift towards psychosocial expla-
nations. Here clinical work shifted away from diagnosis
towards persuading patients that psychosocial factors
influenced pain. This abrupt shift could threaten the ther-
apeutic relationship, and HCPs described how psycholog-
ical explanations came with a stigma attached.

The terminology... psychiatric and psychological...
have a stigma attached to them that is not intended...
we accept that patients with long term pain will have
a psychological component to it but actually labelling
it as that.?' (Toye, 2015, mixed HCPs on a pain
education course, unspecified HCP, UK)
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HCPs therefore tended to default to physical explana-
tions or used ‘bridging’ strategies to keep the patient on
board. The following HCPs described the importance of
approaching psychological explanations in a very careful
way:

Itis a subtlety and if you present [the explanation for
pain] as a completely airy fairy psychological, it is up
to you, then they are going to go away dissatisfied, so
you have got to lead them in gently.'* (Wainwright,
2006, primary care, GP, UK)

If you start from the body and if you ask a little
carefully how things work when you are physically like
that, then itis not threatening, and you can approach
things, like, through the body."*® (Afrell, 2010, pain
specialist, physiotherapist, Norway)

Some felt that a diagnosis could help a patient to move
forward or give a sense of relief. One HCP described how
they might ‘feign diagnostic certainty’ to achieve this
goal.'"” Another HCP voiced ethical concerns about the
deception of feigning diagnostic certainty.

I think giving italabel that actually has no justification
I think is misleading to the patient and I actually
feel quite strongly about that.'*> (Wainwright, 2006,
primary care, GP, UK)

Not all HCPs used a dualistic biopsychosocial model
and did not make this abrupt shift towards psychosocial
explanations. Rather, they used an embodied biopsycho-
social approach with ‘no breaking point where the phys-
ical becomes psychological’.157 There was a sense that
pain is multidimensional and that the ‘physician gaze’**'
is multifocal. Here clinical work involved understanding
person’s suffering from the outset of care. The following
HCPs working in specialist pain services describe feelings
of empathy and understanding:

While we talked... many losses came up and I began
myself to think about what all this was about in fact,
what is this pain? Where it came out that there was a
lot of disappointment, where there was divorce and...
yes, it can’t be purely physiological.'*® (Afrell, 2010,
pain specialist, physiotherapist, Norway)

Once a person’s life has fallen apart it’s not so much
about the pain and the injury anymore. It’s about all
these other things in their life and it’s all these other
things that need to be addressed in order to get them
better and get them back on track.'®* (Cartmill, 2011,
chronic pain services, unspecified HCP, Canada)

Those who used a more embodied psychosocial model
recognised that sitting alongside and supporting patients,
rather trying to ‘fix’ them, could be rewarding for both
the patient and their HCP.

I think the sort of traditional model of treatment
doesn’t allow people to express how pain has affected
their whole life, it is very homed in to the particular
area of the body and trying to fix it, and I just find it

more satisfying to work in a way that acknowledges
and discusses the impact.*”’ (Scott-Dempster, 2014
pain specialist, physiotherapist, UK)

HCPs also described how time restrictions could
encourage HCPs to focus on the physical body and were
perceived as a barrier to an embodied approach.

We are limited by the amount of time with the
patient. I know this sounds bad, but [talking about
pain] opens a can of worms.?'’ (Siedlecki, 2014, acute
care, nursing, USA)

Navigating the geography between patient and clinician

This describes the complexity of navigating the geog-
raphy between patient and HCP. The metaphor of geog-
raphy is used to portray a sense that the terrain could
prove treacherous. The following HCP describes patients
feeling dissatisfied by the health encounter:

People feel let down by their doctors... The degree
of satisfaction is very low... basically because we don’t
solve their problem... They go from one to the other,
they find a doctor who gives them hope and they go
to him.!'%? (Briones-Vozmediano, 2013, fibromyalgia,
occupational health doctor, Spain)

HCPs therefore made concessions in order to navi-
gate the geography between patient and clinician. For
example, they might make choices of doubtful medical
utility, such as prescribing pain killers or referring for an
investigation, in order to maintain relationships. Conces-
sions were sometimes necessary to balance long-term and
short-term gains. The following HCP describes referring
a patient for a test in order to show the patient that they
are listening to them:

Sometimes patients refuse to believe that their
condition cannot be treated... and insistently ask
for a series of medical investigations that you, as a
doctor, would not perform. In such cases, a medical
investigation can work as a therapy because it... shows
that you listened to them.?"? (Zanini, 2014, chronic
pain services, neurology physician, USA)

HCPs also described the personal challenge that accom-
panied a need to balance professional expertise and
patient empowerment. The following HCPs described
how they could find it difficult to stand back and let
patients make what they felt was a ‘wrong’ decision. The
following examples highlight HCPs personal struggle
with this challenge:

Trying to allow myself to listen objectively and to... sit
with the fact that actually [the patient] might want to
do something which is wholly unsensible, but allowing
that to happen if that truly is what they want.**’ (Scott-
Dempster, 2014, pain specialist, physiotherapist, UK)

I recognise that... we are trying to promote learning
by giving choice and allowing people to getitwrong...
we learn by doing not by being told what to do. I get
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that, although it is still hard... not to give advice
when I see... that the advice can be really helpful.'”
(Barker, 2015, pain specialist, physiotherapist, UK)

If a conflict arose, the ‘short-circuit’®"” could be to take

control, but there remained a sense that discussion rather
than enforcement was more effective in the long term.
Empowering patients involved helping them to make
decisions for themselves with HCP support.

[If we think] ‘I know that this is the correct
answer’... then you do not allow the patient to
participate. He then becomes a receiver. But if you
share your knowledge... then you offer the patient
an opportunity to think and decide by himself.*!”
(Tveiten, 2009, chronic pain services, unspecified
HCP, Norway)

Patients have to embrace our suggestion because they
are convinced that it is the right one and not because
we want them to choose a particular option. If you
propose something that is inconsistent with their
experience or knowledge, there is a risk that they
will not listen to you." (Zanini, 2014, chronic pain
services, rheumatology physician, USA)

The challenge of dual advocacy

This theme describes the HCP as being simultaneously
an advocate of the patient and an advocate of the health-
care system. While representing the patients’ interests, at
the same time, HCPs represented the healthcare system
and made important decisions as representatives of that
system. This resonates with the challenge of making
decisions based on what is best for the individual patient
alongside utilitarian decisions for the greatest number. At
times, this sense of dual advocacy could create an uncom-
fortable feeling that healthcare colleagues were not
working on the same side as each other or the patient. At
times, it could feel like the experience was spiralling of
control (‘a ship without a rudder’).

It all ends up on our doorstep. It is not only we who
face the system —we are mediators of sorts between the
patient and the system. Not only must we work with
the patient against the system, but with the system as
well.'™ (Dahan, 2007, guidelines, GP, Israel)

As soon as someone gets sort of uncomfortable they
will shift to a different prescriber and they will push
them along a certain course... and I honestly think
it’s like a ship without a rudder and it’s just going
round and round in circles.'® (McCrorie, 2015,
opioid prescription, GP, UK)

HCPs also described how it could prove difficult to
access specialist pain services and that it could feel like
there was a mismatch between what the HCP expected
and what they received.

There is a really big access issue with the pain clinics
right now... while I can refer them, their likelihood
of getting an appointment, even with strong advocacy

from me, is very low... Often I find that they are not
accomplishing any more than I was and [patients] are
often sent back to me with them essentially saying,
‘we did our best.” It’s very frustrating, because if they
were easy... they wouldn’t have been referred.'™
(Barry, 2010, opioid prescription, physician, USA)

HCPs recognised the benefits of a healthcare system
where the cogs worked smoothly: the benefits of reci-
procity and collaboration, being confident in the capabil-
ities of colleagues and reciprocal respect.

We get a lot of mileage about slapping each other on
the back a little bit. And increasing other members of
the team’s confidence by respecting other members
of the team, their profile is improved."™ (Howarth,
2012, chronic pain services, physician, UK)

If the team sort of echoes the same message and
provides richness in terms of their different perspec-
tive on it... then I think there’s less confusion for the
poor clients and they’re able to follow through on
a unified evidence-based recommendation.'® (Cart-
mill, 2011, chronic pain services, unspecified HCP,
Canada)

Personal costs

This theme describes the emotional costs of treating
patients with chronic pain. First, the biomedical model
could create a sense of professional failure for not being
able to fix; ‘how did we fail them?’.*"” This sense of failure
could be demoralising and undermine HCPs sense of
professionalism.

You become a doctor not to tell people I can’t
do anything, I can’t find anything, you have this
perception of yourself as well that you’re going to
sort it out and if you can’t sort it out, it’s frustrating.
What’s the point of you being there?*! (Patel, 2008,
primary care, GP, UK)

It’s awful, and I think it’s demoralizing when you leave
people in pain. That’s just so disrespectful. I mean
you’re supposed to be a doctor, you're supposed to
relieve pain and suffering, and you ignore the pain.'”
(Barry, 2010, opioid prescription, physician, USA)

However, an embodied biopsychosocial approach that
hinged on recognising human losses could incur a deep
sense of personal loss. HCPs described how they had to
manage the tension between proximity and distance.

We forget how much chronic pain affects the patient.
They lose their jobs, they have emotional stress and
depression and the depression itself is a big loss of
productivity to the patient but also to the entire family
and to the community.210 (Siedlecki, 2014, acute care,
nurse, USA)

Trying to listen to the person... sort of empathise...
[but] almost protected professionally... trying to see
where that person was coming from but not letting it
become too personal... I've used the phrase detached
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empathy.®'® (Toye, 2015, mixed HCPs on a pain
education course, unspecified HCP, UK)

The craft of pain management

This describes clinical work as an experience-based
competence or ‘craft!”! gained from experience rather
than didactic education. At times, HCPs felt underskilled
in chronic pain management.

The problem is, we don’t know how to treat pain. And
so everybody is telling me I’'m not treating pain well,
but nobody is helping me figure out how to treat the
pain.*"® (Spitz, 2011, opioid prescription, physician,
USA)

Personal experience or maturity, amount of experience
treating patients with chronic pain and learning from
colleagues underpinned craft knowledge.

One becomes more stable as a person [with age], and
does not really have the same demands and does not
believe that one can do everything, that one is able to
solve everything... Young doctors can have in them,
that they believe that they will solve everything.'”
(Asbring, 2003, fibromyalgia, physician, USA)

New grads can’t learn all of this, they need a certain
number of years, you can’t teach them all of this.'*
(Slade, 2012, physiotherapists, Australia)

Although some HCPs felt that clinical guidelines could
support a more patient-centred approach,'™ 2" there was

a stronger sense that they constrained craft knowledge.
HCPs therefore used guidelines pragmatically within the
remit of their own knowledge.

Treatment has to be tailored to patient’s needs and
prescriptive guidelines promoting ‘one size fits
all’ is not acceptable.143 (Wilson, 2014, guidelines,
unspecified HCP, UK)

If you work according to the guidelines, you are
constrained in your performance... what would be
left of your independence, your own competence,
your own practical experience... Am I to conclude
then that my training was useless... I'm free to take or
leave these things, to look at whether they suit my own
ideas of how to approach my patients.179 (Harting,
2009, guidelines, physiotherapist, Netherlands)

Line of argument

The final phase of meta-ethnographic analysis is to develop
a model or line of argument that is abstracted from, but more
than the sum of, the themes (figure 2)."" Through discus-
sion with each other, and the advisory group, the reviewers
developed a model that made sense of the final themes.
The model is underpinned by a series of tensions that
can help us to understand and reflect on the experience
of treating patients with chronic non-malignant pain: (A)
between a dualistic biomedical model and an embodied
psychosocial model; (B) between professional distance and
proximity; (C) between professional expertise and patient

DUALISTIC
BIOMEDICAL
MODEL

PROXIMITY
FAMILIARITY

4

‘l E

Figure 2 Line of argument.
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empowerment; (D) between a need to make concessions
in order to maintain relationships and known biomedical
utility; and (E) between patient and healthcare system advo-
cacy. We conceptualise these tensions, on a mixing console,’
as underpinning the craft of chronic non-malignant pain
management. The poles are neither inherently good nor
bad; just as bass and treble are neither inherently good nor
bad. Itis the correct mix within a context that contributes to
the quality of music. The levels indicated in figure 2 are an
example and do not indicate any sense of ‘correct’ balance.
Different HCPs may adjust the balance differently for each
individual and context. Our console also incorporates the
pitch or level of loss, both professional and personal, that
can contribute to the harmony or dissonance of a thera-
peutic encounter. The siren song of diagnosis, reflecting
the cultural pull of the biomedical model, is also shown as
a factor that can have an important impact on the balance
between poles.

DISCUSSION

Our innovation is to present the first internationally rele-
vant QES of HCPs’ experiences of treating chronic non-ma-
lignant pain. Already we know that, from the patient
perspective, this experience can be adversarial."’ Patients
with chronic pain struggle to affirm their sense of self, and
their present and future appears unpredictable; they search
for a credible explanation for their pain; they do not always
feel heard, believed or valued by HCPs; they struggle to
prove themselves in the face of scepticism. We present our
line of argument as a mixing console that can help HCPs
to understand, think about and modify their experience of
treating patients with chronic pain. For example, an HCP
could consider: am I making a sudden shift to psychosocial
explanations when I can find nothing biomedical or am I
considering psychosocial factors alongside medical investi-
gations?; do I understand this patient’s experience or am
I too distant?; have I discussed and negotiated the various
options or am I trying to instruct and enforce?; am I consid-
ering medical utility or am I making a concession (and is
this concession for my benefit or my patient’s benefit)?; am
I effectively balancing my role as dual advocate? Beyond
these dualities, our model encourages HCPs to consider the
personal impact of treating patients with chronic non-ma-
lignant pain. How often do you find yourself wondering
whether you have failed as a professional? (professional
loss); are you feeling bombarded by despair? (personal loss). If
the answer is yes to either of these, what measures are there
in place to tackle this?

Culture has been described as the ‘inherited lens’ through
which individuals understand the world and learn how to
live in it.*** Both patients and their HCPs are embedded
in a wider culture where biomedical explanations have the
power to bestow credibility. The studies included explore

" Idea for image of a mixing console from Cathy Jenkins, OUH NHS
Foundation Trust, Oxford bmj open supplementary appendix 1
Imarchl17.pdf

the experience of both diagnosing and treating pain and
demonstrate that these are inextricably linked. Our findings
highlight the cultural scepticism that underpins the siren
song of diagnosis, where HCPs and patients can be driven by
the need for a diagnosis. This may help us to understand
why patients with chronic pain often experience a strong
sense of not being believed. They also demonstrate how the
biopsychosocial model can hide a continuing dualism, where
HCPs prioritise biomedical findings and make an abrupt
switch to psychosocial explanations when no diagnosis is
found. This abrupt shift may explain patients’ feeling of lost
credibility. A more embodied non-dualistic biopsychosocial
approach at the outset would help HCPs to support patients
with chronic pain. Our findings also demonstrate the
complexity of navigating the geography between patients
and HCPs. In this borderland, HCPs sometimes make
concessions that are not evidence-based in order to main-
tain effective relationships. These concessions have policy
and practice implications, for example, in the context of
recent USA*® and UK*** guidelines on opioid prescription
for chronic non-malignant pain, it might help to explain
why an increasing number of HCPs are prescribing opioids
despite very limited evidence for long-term opioid therapy
for chronic pain outside of end-oflife care.** Our findings
also have educational implications: for example, navigating
relationships requires skills to finely balance the tensions
inherent in the model while managing potential personal
and professional losses. HCPs included in this review did
not discuss their own personal life context that intuitively
might contribute to a sense of loss. This might indicate that
there were topics that were not explored in the initial inter-
view studies and further research might explore the impact
of this on HCPs’ resilience to challenges of treating people
with chronic pain and other conditions. HCPs described
experience of treating chronic non-malignant pain that
was not boundaried to a particular body system but was a
summative experience cutting across conditions. Further
research might focus on specific diagnosis (such as neuro-
pathic, visceral, pelvic or phantom pain and arthritis) in
order to explore potential similarities and difference in
HCP experiences of treating these conditions.

Although we used the GRADE-CERQual approach, there
is currently no agreed way to determine confidence in QES
findings. It would be useful for future studies to consider
the following issues: first, although GRADE-CERQual
considers methodological limitations as having an impact
on confidence in reviews, there is limited agreement about
what a good qualitative study is.”’ *' Indeed, a significant
number of QES reviewers choose not to appraise studies.**
Although quality appraisal might highlight methodological
flaws, it does not necessarily help us to appraise the useful-
ness of findings for the purposes of QES. It could be argued
that good studies are excluded if our primary concern is
methodology rather than conceptual insight.”**' Tt would
be useful for future studies to address how reviewers can be
more discerning about the value of particular studies and
the influence on analytical decision. This issue will become
more important as the number of primary qualitative
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research studies grows. Although our reviewers agreed
about which studies were ‘key’, ‘fatally flawed’ or ‘irrele-
vant’,”! the majority of studies were appraised as ‘satisfac-
tory’. As only five studies were appraised as ‘key’, this status
did not influence data analysis. Second, GRADE-CERQual
considers adequacy (weight) and coherence (consistency)
of data as important factors that can contribute to confi-
dence in a review finding. However, do these necessarily
equate to validity and how do we know what is adequate?
The issue of determining adequacy resonates with the
unresolved question ‘how many qualitative interviews is
enough?”.*** We chose to rate our confidence in a finding
as high when a theme was supported by a least half of the
studies (n=39). However, although you could argue that
weight and consistency® of findings contribute to the
persuasiveness of a finding, it is important to consider thata
unique idea can exert a significant pull. Itis thus important
not to ignore unique or inconsistent findings. We have
found that confidence in QES findings can grow when
you incorporate a large number of studies. However, QES
reviewers can be caught between a rock and a hard place
as they face criticisms for undertaking reviews that are ‘too
small’ (and thus anecdotal) or ‘too large’ (not in-depth).
Another potential criticism of a QES that includes a large
number of studies is that it is possible to lose sight of the
nuances of the primary studies. We found that using NVivo
qualitative analysis software allowed us to keep track of our
analytical decisions while being able to continually refer
back to the primary studies. This helped us to ensure that
our findings remained grounded in these primary studies.

Findings from QES in health aim to provide ideas that
can help to improve the experience of healthcare. We have
presented a novel line of argument that helps us to under-
stand, think about and modify our experience of diag-
nosing and treating patients with chronic non-malignant
pain. Our line of argument may be transferable to other
patient groups or situations. We conceptualise dualities, on
a mixing console, as a useful way to frame the patient—clini-
cian relationship. It would be useful for HCPs to consider
their individual mix and contemplate a re-mix if necessary
in order to successfully support people with chronic pain.
Now we have a body of qualitative knowledge exploring
patients’ experiences of chronic pain’ and HCPs® experi-
ences; the next challenge in practice is to bring these two
bodies of knowledge together and look at how HCPs and
patients can work together in managing pain.
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