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Abstract
Background: According to the chronic pain management
complexities, achieving a model for managing chronic pain
psychological dimensions is very important. Hence, the current
study aimed to design a psychological empowerment model in
chronic pain management.
Methods: This qualitative method was conducted using a
grounded theory approach; the main method of data collection
was semi-structured interviews and participant observation. The
participants were 15 members of the treatment team and six
patients with chronic pain, selected via theoretical and purposive
sampling from 2018 to 2020. Data analysis was performed
concurrently with data gathering based on Corbin and Strauss’s
proposed method. Data validity was confirmed via Lincoln and
Guba’s criteria.
Results: The developed psychological empowerment model in
chronic pain management consists of six constructs including
“pain reasoning”, “vulnerability”, “pain interactions”, “ailment”,
“facing pain”, and “self-empowerment”. Among them “selfempowerment” was identified as the major concept or core
category. The themes of pain reasoning and vulnerability were
identified as the cause and background , respectively, which
affected the phenomenon of ailment. In this regard, the themes
pain interactions and facing pain were also recognized as the
interferers and approaches which lead to self-empowerment like
the consequences, if implemented properly.
Conclusion: The developed model in this study, as a caring model,
can be used for compensating the lack of attention to chronic pain
psychological dimensions in chronic pain management. Its use
in clinical settings requires further studies on testing the above
model on patients with chronic pain.
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Designing a Psychological Empowerment Model for Chronic Pain Management:
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Introduction
Chronic pain is defined as a pain lasting for more than
three months with a benign or malignant origin.1, 2 It is
a hidden epidemic whose incidence rate is on the rise
in many countries due to the increase in co-morbidities
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and underlying diseases such as obesity and diabetes,
as well as the expansion of environments contributing
to poor lifestyles such as lack of movement.3 Records
show that 30 to 50 percent of the world population suffer
from chronic pain.4, 5 In Iran, the six-month prevalence
of chronic pain has been reported 9 to 14 percent among

J Health Sci Surveillance Sys October 2021; Vol 9; No 4

Chronic pain management

adults (18 to 65 year old age group) and approximately
67 percent among the elderly population (60 to 90 year
old age group).6
Chronic pain accounts for many other
complications, leading to the loss of function and
imposing much pressure on patients and their families
and consequently the whole community. The cost of
chronic pain and its related complications have been
estimated at 560 to 635 billion dollars per year.7, 8 This
type of pain has numerous other complications and can
lead to loss of functioning and jobs, a heavy burden
on patients and their families, and fundamentally
disruption inthe physical and psychological health
and the economic welfare of patients and society.
Chronic pain relief or treatment fails in most cases
as the current treatments are not sufficiently effective
and patients suffer from their limiting undesirable
effects.9, 10
Patient empowerment is one of the prominent
methods in controlling and managing chronic
diseases, including chronic pain.11 Patient
empowerment is a multi-factorial concept that is
defined as a process through which people gain
greater control over decisions and actions affecting
their health which can be obtained through skill
development, access to information and resources,
and influencing those factors that affect their health
and well-being. Empowering the patient as a basic
pillar of individualized medicine is a process in which
patients understand their role, are given the knowledge
and skills by their healthcare provider to perform a
task in an environment with cultural diversities,
which encourages patient cooperation. One of the
most important components of empowerment is
psychological empowerment, which is the result of
internal motivation and can be conceptualized using
five dimensions: the feeling of competence, the feeling
of effectiveness, sense of meaningfulness, sense of
autonomy, and feeling of trust.12, 13 Psychological
empowerment of patients is a fundamental
prerequisite for achieving important targets towards
healthcare sustainability, including cost reduction,
better health outcomes, fewer resources wasted, more
prevention, improved service quality, and patient
satisfaction. Empowerment is a set of competencies
in patients which improve their health literacy, control,
participation, and communications capacities.14,
15
A review of the literature reveals that not all the
dimensions of empowerment are set as empowerment
interventions.16, 17
There was no study among the reviewed research
which particularly focused on the pattern of
psychological empowerment in patients with chronic
pain. Nevertheless, Te Boveldt et al.18 concluded in
a grounded theory study that patient empowerment
was among the fundamental and central elements
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in successful pain management, and the aspects of
empowerment were differentiated as the patient’s
role, professionals’ role, resources, self-efficacy,
active involvement, and shared decision-making. In
a qualitative study by Hambraeus et al.19 in Sweden,
people reported a phenomenon that has been best
described as “gained empowerment” in interventional
pain management.
Given the limited knowledge on different aspects
of psychological empowerment in chronic pain and the
racial, ethnic, and cultural nature of the subject, similar
models developed in other countries could not be used.
Therefore, there was a need for a qualitative study.
Accordingly, this qualitative study used the views of
the members of the health care team and patients in
order to design a psychological empowerment model
in chronic pain management.
Methods
Data Collection
This study used grounded theory to design a
psychological empowerment model in the process of
chronic pain management during 2018-2020 in Ahvaz,
Iran. The data were collected using semi-structured
interviews and the observation of participants. Data
collection began purposefully and then continued to
data saturation with theoretical sampling. Theoretical
sampling is a data collection method that is used in
qualitative research based on the concepts and themes
extracted from data. This method starts with purposeful
sampling and continues until data saturation. Data
saturation means that no new findings can be found
in interviews and are repetitions of previous findings.
Thus, according to using theoretical sampling, during
the interview, 21 people were identified. This sampling
method enables the researcher to explore concepts
in-depth, and the choice of contributors is based on
previous data collection and analysis.20 Therefore,
the researcher continuously collected, compared,
coded, and categorized the data and, according to
the emerging theory, decided which data to collect
and where to find them. Thus, the results of the first
interview and observation led to the next interview
and observation. Furthermore, with further analysis,
the need for further interviews and observations is
evaluated.
The participants in this study included 15
members of the health care providers whose work
was related to the psychological aspects of chronic
pain management and 6 patients with chronic pain.
The members of the health care providers included
seven psychologists, three psychiatric nurses, and five
psychiatrists in Ahvaz. The inclusion criteria for the
members of the health care providers were adequate
knowledge and experience of the topic under study
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and the tendency to recount the information for all
participants. The inclusion criteria for patients were 18
years of age, experience of chronic non-cancer pain,
complete alertness, and the tendency to express their
feelings related to the concept under study. Moreover,
the participants were selected with maximum
variety in terms of age, gender, marital status, and
socioeconomic status. The criteria for selecting the
members of the health care providers were used in
data collection, and Spatio-temporal triangulation was
used in selecting the participants.
For ethical considerations, the purpose of the
study, confidentiality of information, and recording
of interviews were explained to the participants before
each interview. Considering where the participants
felt comfortable, the interviewers carried out faceto-face interviews in the diagnostic medical centers,
participants’ workplaces, and the parks in Ahvaz.
Guiding questions which were prepared based on
the aims of the study were used in the interviews.
The interviews with patients and the members of the
health care providers began with open questions such
as “What can you tell about the psychological issues
affecting your pain?” and “What can you tell about
psychological empowerment in the process of patient
chronic pain management?” Next, follow-up questions
were asked based on the provided information in order
to elucidate the concept under study. The interviews
lasted 30-50 minutes and were recorded via a cell
phone.
During the interview content analysis, the
sentences were manually transcribed verbatim in the
informal language used by the participants based on
the recorded voice and immediately organized and
analyzed in MAXQDA v. 10 qualitative analysis
software. In the observations, the non-verbal reactions,
behaviors, and communications of the participants
during the interviews were immediately recorded after

the interview and analyzed with the aforementioned
software. All the interviews and observations were
conducted by one researcher.
Statistical Analyses
Data analysis was performed simultaneously with
data collection by using Strauss and Corbin’s method.
Data credibility was confirmed based on Lincoln and
Guba’s criteria. To analyze the data, three techniques
of open coding, axial coding, and selective coding
were employed. Then, the main categories were linked
to their sub-categories based on the paradigm model,
conditions and context, strategies used to control the
phenomenon, mediators, and outcomes. To ensure
the rigor of the data, four criteria for trustworthiness
proposed by Lincoln and Guba, including credibility,
confirm ability, dependability, and transferability
were used.21
Results
This study was conducted on the groups of health
care providers and patients. The health care providers
consisted of 15 members, who were mainly involved in the
psychological dimensions of chronic pain management
and had expertise either in psychology or psychiatry. In
this group, seven persons were psychologists, three were
psychiatrist nurses, and five were psychiatrists (Table 1).
The patient group included six patients (3 males and 3
females) with chronic pain, who were aged 20-60 years
with a mean age of 49 years (Table 2).
Based on the participants’ opinions and the content
analysis of the data, out of the 405 primary codes,
six themes of “pain reasoning”, “vulnerability”,
“pain interactions”, “ailment”, “facing pain”, and
“self-empowerment” were specified as the main
constructs forming the psychological empowerment
model for chronic pain management, of which

Table 1: Demographic information of the participating medical staff (n=15)
Type of specialization
n
Gender
Age (years)
Marital status
Male
Female
Mean±SD
Married
Single
Psychologist
7
4
3
32.45±5.12
4
3
Psychiatric nurse
3
1
2
35.30±3.65
2
1
Psychiatrist
5
3
2
38.62±6.20
4
1
Table 2: Demographic information of the participating patients (n=6)
Variables
Variable range
Gender
Male
Female
Marital status
Married
Single
Age (years)
20-30
31-40
41-50
51-60
Education
High school education
College education
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Bachelor
1
1
0

Education
Masters
4
2
0

PhD
2
0
5

Frequency (number/percentage)
3 (50%)
3 (50%)
3 (50%)
3 (50%)
1 (17%)
2 (33%)
2 (33%)
1 (17%)
3 (50%)
3 (50%)
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Figure 1: Psychological empowerment model of chronic pain
Table 3: The formation process of classes, subclasses, and primary classes
Main classes
Subclasses
Pain reasoning
Life events
Ambiguities
Vulnerability

Limitations
Inability to manage pain

Pain interactions

Positive pain interactions
Negative pain interactions

Ailment

Psychological pain
Physical pain

Facing pain

Experience pain
Resilience

Self-empowerment

Self-efficacy
Loving life

“self-empowerment” was the central theme (Figure 1).
The formation process of classes, subclasses, and
primary classes is presented in Table 3.
When the participants were asked about the
importance of psychological empowerment in chronic
pain management, most of them believed that it was
essential to regard pain as a physical and psychological
phenomenon. A member of the treatment team said:
“Based on my experience, when special attention is
paid to the psychological aspects of pain, treatment
J Health Sci Surveillance Sys October 2021; Vol 9; No 4

Primary classes
Unpredictability of events
Experience severe pain
Magnification of pain
Pain anxiety
Individual
Therapeutic
Conflicts
Lack of pain control
Pain acceptance
Meaning of pain
Emotional dysregulation
Negative attitude to pain
The nature of psychological pain
Adaptation to pain
Temporal pattern of pain
Pain quality
Intensity of pain
Coping strategies
Openness to pain
Tolerance of ambiguity
Self-efficacy
Self-protection
Striving for life
Protection
Being with family

will be much more effective, patients’ cooperation will
be improved, and they will have a better outcome and
will be more satisfied” (Participant No. 1, 35-year-old,
psychologist, female).
Pain Reasoning
A major factor in the psychological empowerment
for chronic pain management was paying attention to
pain reasoning. One of the participants mentioned,
“When the reason or mechanism underlying chronic
281
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pain is discovered in individual patients, better planning
can be made for them. When the patients know pain
reasoning, they will experience less anxiety, have
more reasonable expectations, and cooperate better”
(Participant No. 2, 38-year-old, psychiatrist male).
Another member of the treatment team stated, “The
type of accident leading to pain plays an important role
in its acceptance. I mean, when pain happens after a
sudden incident, like a car accident, it is more difficult
to accept, tolerate, and adjust to it, and vice versa”
(Participant No. 5, 33-year-old, psychiatrist, female).
Vulnerability
One of the problems acting as a contextual factor in
many patients with chronic pain is their vulnerability.
A member of the treatment team said, “Many of these
patients have underlying diseases such as diabetes
and hypertension. They also have financial problems
and can’t follow treatment. These factors make them
more vulnerable and complicate their treatment...”
(Participant No. 3, 33-year-old, psychologist, male).
Another member of the treatment team states,
“One factor that can cause many problems in their
treatment is their lack of motivation. Elderly patients,
especially if they’re single and have a poor economic
status have a lower motivation to follow the treatment.
We should first work on their motivation.” (Participant
No. 8, 32-year-old, psychologist, female).
Pain Interactions
Pain, as an interactive concept, can be affected by
various factors. One of the members of the treatment
team mentioned, “If we want to manage the patients’
pain with a systemic method, we should know that
any system that intends to operate well has certain
obstacles and facilitators. We should identify these
factors to succeed in what we do...” (Participant No.
7, 38-year-old, psychiatric nurse, female).
Another member of the treatment team said, “The
acceptance of pain can be the first and most important
step in patients’ treatment. To do this, increasing their
information about pain and the available treatments
can change their view of pain...” (Participant No. 9,
36-year-old, psychologist, female).
Another member of the treatment team states,
“Patients are usually pessimistic and hopeless about
pain. They have a depressive mood. We should find
the reason for this. They are often anxious or have
a depressive mood when they are presented to us.
If we can’t control this well, we’ll have difficulty in
controlling the patients’ pain...” (Participant No. 10,
37-year-old, psychiatrist, female).
Ailment
A basic concept in the psychological empowerment
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of these patients is the concept and nature of pain,
identified as the ailment. A member of the treatment
team mentioned, “Because chronic pain is a multidimensional phenomenon and has physical and
psychological dimensions, an interactive approach,
including inter-sectorial cooperation with different
specialists, like psychiatrists and psychologists, should
be used to manage the psychological aspects of pain,
too...” (Participant No. 11, 45-year-old, psychiatric
nurse, female).
A major dimension of chronic pain was its
psychological nature. Patients who succeeded in
pain management adopted various problem-solving
methods and were adjusted to their pain. One patient
said, “I had pain in my knee and ankle for years. Form
the beginning, I tried to accept my pain and find new
ways to treat it...” (Participant No. 12, 48-year-old,
patient, male).
Facing Pain
An important strategy for psychological
empowerment in chronic pain management was
facing pain. A member of the treatment team
mentioned, “There are different methods of facing
pain. A therapist might be specialized in one or
more techniques, like ACT and CBT, and use them
in controlling the patients’ pain. The choice of the
technique is important. Working without a technique
is like fighting a battle without a sword...” (Participant
No. 14, 38-year-old, psychologist, female).
Many patients who had succeeded in pain control
had different experiences. One of the patients said,
“Last year when the doctor said my pain had become
chronic and I had to deal with it, I couldn’t believe it
at first. It had caused many problems for me. I realized
that the only way was to befriend it and stop fighting
it. I’d like to share this experience with others...”
(Participant No. 15, 45-year-old, patient, female).
Self-empowerment
The use of a specific and planned method for pain
control can lead to the patients’ self-empowerment
to control their pain. A member of the treatment
team mentioned, “We should always pay attention
to the outcome and result of our measures. The goal
of our measure should be clear, so that we can help
our patients eventually gain self-empowerment to
control their pain...” (Participant No. 17, 39-year-old,
psychologist, female).
The involvement of patients’ opinions in selecting
the treatment method was introduced as a factor
that boosts their self-confidence. A member of the
treatment team stated, “If the patients’ opinions are
involved in pain treatment, the treatment will be
much more complete. Many of them have low selfconfidence. We should help them make an effort,
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value, and take care of themselves...” (Participant No.
3, 33-year-old, psychologist, male).
Discussion
The present qualitative study aimed to design a
psychological empowerment model for chronic pain
management. This study presented a psychological
empowerment model for chronic pain management. This
model comprised six main constructs of “pain reasoning”,
“vulnerability”, “ailment”, “pain interactions”, “facing
pain”, and “self-empowerment” as the main factors
affecting psychological empowerment in chronic pain
management. Of these factors, “self-empowerment” was
the central theme.
As for the construct of “pain reasoning”, the
majority of the participants believed that the first
step to deal with these patients was knowing their
life events, ambiguities, pain anxiety, and difficult
experiences with pain, which will benefit the choice
of a suitable treatment program. In the same vein,
Polacek et al.22 state that to fundamentally change the
approach to pain, one should identify the mechanism
of pain and have a comprehensive understanding of
the reasons for pain. A challenge to the evaluation
and determination of the cause of pain is that there
could be multiple pains, such as cancer, neuropathic,
and musculoskeletal, which are rarely examined
separately, thereby complicating the determination
of different types of chronic pain experienced by
patients.23
Another construct forming the psychological
empowerment model in pain management was
vulnerability, the evaluation of which leads to
psychological empowerment. On this basis, Alschuler
et al.24 concluded that vulnerability in patients with
chronic pain and its relevant factors, including a
depressive mood, catastrophizing, and wrong beliefs
about pain, could seriously and deeply trouble the
patients and affect the treatment outcomes. An
obstacle to chronic pain management is the patients’
vulnerability which should, therefore, be identified
and managed.25 The ailment was another construct
that needed examination in this model. Almeida et
al. concluded that if the treatment team members are
aware of the patients’ realities, strategies, and pain
adjustment and coping models, they can play a relevant
and effective role in pain catastrophizing management
for their patients.26 Since pain is an abstract experience,
it is difficult to objectively measure. Still, to determine
the most effective treatment for pain control or
to evaluate the relative effectiveness of different
treatments, various dimensions of pain, including its
severity, quality, and duration should be measured.27
Another construct of this model was pain
interactions, which is a mediator in the use of this
J Health Sci Surveillance Sys October 2021; Vol 9; No 4

model and can serve as an obstacle and facilitator.
In line with this result, Abrahams et al. stated that
the lack of a comprehensive view of treatment and
insufficiency of the existing treatments could cause
problems in patient empowerment.28 On the other
hand, emotions can act as a coping belief; after
presenting information and training about pain, the
patients may believe that their pain is more affected by
their emotional state.29 The difference between these
findings and the results of the present study can be
attributed to the difference in the sample and various
psychological dimensions in the two studies.
Moreover, awareness and reinforcement of
facilitators, including positive interactions with pain,
pain acceptance, and discovery of meaning can help
the formation and continuation of psychological
empowerment. The more awareness the patients
with chronic pain have about the type and nature of
pain and the ways to deal with it, the better they will
achieve healthy acceptance, which means accepting
life with a certain degree of pain.30
The construct of facing pain was another factor
specified as the strategy required to implement
psychological empowerment. Consistent with these
results, Gentili et al. concluded that resilience in
patients with chronic pain was of utmost importance;
patients with a lower level of resilience expressed
more pain and had more dysfunction.31 Recent
experimental studies have demonstrated the positive
effect of identifying and reinforcing the sources of
resilience on adjustment to chronic pain. Resilience as
a personal resource enhances the patients’ capacity for
effective pain management. In this way, despite having
chronic pain, a resilient person can experience positive
feelings and maintain a higher level of functioning.32
Another construct specified as a central category
was self-empowerment that can be achieved
by attaining self-efficacy, loving life, and allencompassing support. Daruwalla et al. reported
thatin patients with chronic pain, empowerment is
essential in improving autonomy, self-control, and
cooperation in positive pain management outcomes.
Three additional outcomes of empowerment in this
context can be cost reduction, better health outcomes,
and higher system efficiency.33
So far, no clear model has been presented on the
psychological empowerment of patients with chronic
pain. Still, various strategies have been used for their
empowerment in the domain of clinical measures.
Previous models and studies only focused on the
treatment provided by the doctor or the patient’s
active involvement but did not include the cooperation
of both factors, while both are essential in patient
empowerment for pain control.18
In line with this, the basis of Te Boveldt et al.’s
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two-cycle conceptual model is the patients’ active
involvement and interaction between the patients
and the healthcare team. This model was designed
based on the nature of pain and other features that
remain constant over time, and the other psychological
aspects of empowerment were not included. It mostly
encompasses the physical aspects of empowerment,
whereas the model proposed in the present study
specifically focuses on the psychological aspects of
empowerment in patients with chronic pain.18
Another model proposed for chronic pain
management is the bio-psychosocial model which
is widely accepted as a beneficial approach to
understanding and treatment of chronic pain. This
evidence-based model is highly recommended for
chronic pain management.34 Nevertheless, this model
is not extensively implemented, and its application in
clinical settings is difficult and faces certain obstacles,
including those related to different cultures and
societies, differences in the level of care regulations,
obstacles related to treatment services, problems in
inter-cultural credibility in terms of self-report tools,
barriers related to the treatment and service provision
team members, and patients’ health literacy.35 On the
contrary, the model proposed in the present study
properly covers various aspects of empowerment,
and its use in other clinical studies can identify the
problems, resolve the dearth of systematic attention
to the psychological aspects of chronic pain, and help
chronic pain management.

is self-empowerment. The use of this model in clinical
settings requires further studies to be tested on patients
with chronic pain.
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