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Abstract 

Background: The campaign to treat pain as a fifth vital sign exacerbated the use of prescription 

opioids for chronic pain treatment. Prescription opioids are highly addictive substances that have 

resulted in the staggering number of overdose-related deaths. In an effort to combat the opioid 

epidemic, alternative pain management strategies via an interdisciplinary approach must be 

implemented in clinics throughout the country. Through a narrative medicine and trauma 

informed approach, practitioners can provide holistic, client-centered treatment for individuals 

with chronic pain.  

Objective: A three-part educational series was designed to increase occupational, physical, and 

speech therapists’ knowledge of narrative medicine, trauma-informed care, and chronic pain 

management strategies. A toolkit was developed for both practitioners and chronic pain patients 

that contained resources for best practices in chronic pain management. These alternative pain 

management strategies were presented in an effort to reduce the use of prescription opioids. 

Leaders in the community, such as the Mayor and a State Representative, were made aware of 

this project through collaboration with this student.  

Conclusion: The pain management toolkit was utilized by therapists as a resource for patients 

with chronic pain. Therapists’ knowledge of narrative medicine and trauma-informed care 

increased. Through collaboration with the hospital and the community, occupational therapy was 

received as an integral part of pain management and an alternative treatment to prescription 

opioids within this community.  

Keywords: occupational therapy, chronic pain, pain management, narrative medicine, 

trauma-informed care 
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Literature Review 

Dr. Hershel Jick, Jane Porter, Dr. Russell Portenoy, and Dr. Kathleen Foley’s 

publications unintentionally fueled what today is known as the public health crisis of the opioid 

epidemic. In 1980, Dr. Hershel Jick and Jane Porter published a paragraph in the New England 

Journal of Medicine that, out of 12,000 patients who had at least one dose of a narcotic 

painkiller, only four cases resulted in addiction (Quinones, 2015). Six years later, in 1986, Dr. 

Russell Portenoy and Dr. Kathleen Foley published their findings on the treatment of chronic 

pain in 38 patients. Dr. Portenoy and Dr. Foley stated that opioid pain relievers (OPRs) could be 

prescribed safely on a long-term basis (Kolodny et al., 2015). Since then, OPRs have been 

marketed as a conventional treatment strategy for the management of chronic pain. Chronic pain 

is classified as persistent or occurring pain that lasts longer than three months (Rolf-Detlef et al., 

2015). It is subjective and influenced by an individual’s moods, emotions, and perceptions 

(Breivik, Collett, Ventafridda, Cohen, & Gallacher, 2006). 

Opioids are highly addictive substances because they induce euphoria, or positive 

reinforcement (Kolodny et al., 2015). Prescription OPRs include, but are not limited to, 

OxyContin, Vicodin, Norco, Percocet, and Demerol. Heroin is in same class as these prescription 

OPRs. When an individual discontinues the prolonged use of these drugs, it produces dysphoria, 

or negative reinforcement (Kolodny et al., 2015). The prolonged use results in structural and 

functional changes in regions of the brain that control impulse, affect, motivation, and reward in 

an individual (Upadhyay et al., 2010).  

Pain as a Fifth Vital Sign 

In 1995, the American Pain Society introduced the campaign “Pain is the Fifth Vital 

Sign.” This campaign encouraged health care professionals to treat pain comparable to body 
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temperature, pulse rate, respiration rate, and blood pressure. It counselled a more aggressive 

approach for the use of OPRs in treatment of non-cancer patients suffering from chronic pain 

(Campbell, 1996). One year later, Purdue Pharma introduced OxyContin to the pharmaceutical 

market. Even though OxyContin contained a high amount of oxycodone, an extremely addictive 

substance, Purdue Pharmaceuticals misled the medical community by advertising that due to its 

time-released formula, OxyContin was not an addictive drug (Quinones, 2015). A few decades 

later, the rate of prescription OPR use had increased rapidly nationwide. According to Gatchel, 

McGeary, McGeary, and Lippe (2014), the estimated cost of chronic pain treatment in the United 

States was $560-635 billion and as of 2011, over 60% of patients with non-cancer pain were 

prescribed OPRs.  

As a result of over-prescription of OPRs, there has been an escalation in the amount of 

opioid-related addiction and deaths nationwide. From 1997 to 2011, there was a 900% increase 

in individuals seeking treatment for opioid addiction (Kolodny et al., 2015). Between the years 

2000 and 2014, death from prescription OPR-related overdoses increased from 1.5 to 5.9 deaths 

per 100,000 people (Compton, Jones, & Baldwin, 2016).   

The Relationship between Prescription OPRs and Heroin  

Heroin is pharmacologically comparable to prescription OPRs. Both heroin and 

prescription OPRs produce their action through endogenous opioid systems, resulting in a burst 

of dopamine released that is coupled with the high associated with the use of these drugs 

(Compton, Jones, & Baldwin, 2016).  

Doctors are now less willing to prescribe prescription OPRs for pain treatment. The 

efforts to reduce prescription OPR use and overdose are associated with reports of increased 

rates of heroin use and overdose-related deaths (Compton, Jones, & Baldwin, 2016). Since 2007, 
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there has been a 145% increase in heroin use (Compton, Jones, & Baldwin, 2016). Heroin users 

are 2.9 times more likely to abuse or have dependence on opioids, and by the year 2013, heroin 

use was 40 times more likely for an individual with prior prescription opioid abuse or 

dependence (Compton, Jones, & Baldwin, 2016).  

The Biopsychosocial Approach 

In 2016, the Surgeon General called on health care professionals to help address the 

epidemic of opioid abuse in the United States. Health care professionals should be educated on 

treating pain safely and effectively, screening patients of opioid use disorder, providing them 

with evidence-based treatment, and discussing and treating conditions such as chronic illness 

(American Occupational Therapy Association, 2016).  

The biopsychosocial model is the overarching model for the treatment of pain. This 

model promotes pain and disability as “a complex and dynamic interaction among physiological, 

psychosocial, and social factors that perpetuate or worsen one another, resulting in chronic and 

complex pain syndromes” (Gatchel, McGeary, McGeary, & Lippe, 2014, p. 120). The goal is to 

incorporate physical treatment with cognitive, behavioral, and emotional interventions (Gatchel, 

McGeary,McGeary, & Lippe, 2014).  

 Using a biopsychosocial approach for the treatment of pain acknowledges that persistent 

pain is the result of central nervous system dysregulation (Roth, Geisser, & Williams, 2012). 

There are a variety of psychological and social factors that relate with the biological foundations 

of symptoms that lead to disability.  Psychological factors interact with cortical mechanisms of 

pain perception and therefore have a direct impact on the way the brain processes pain (Roth, 

Geisser, & Williams, 2012). Understanding how the disability of pain limits or impacts social 

factors such as ADLs, relationships, social participation, cultural factors, work history, family 
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environment, and environmental stressors complete the understanding of an individual using the 

biopsychosocial model (Roth, Geisser, & Williams, 2012). 

Narrative Medicine and Patient Empowerment 

Pain is a subjective experience; thus, it is important for health professionals to utilize 

narrative medicine and patient empowerment when treating patients. Established by Dr. Rita 

Charon, narrative medicine promotes the power of storytelling and invites the health practitioner 

to be moved by the story of illness (Rosti, 2017).  It encourages empathy, reflection, profession, 

and trust. Using narrative medicine facilitates better communication between the health 

practitioner and the patient, as the health practitioner is able to understand the issues that impact 

an individual and how they perceive and deal with those issues (Rosti, 2017).  

In an individual with pain, a narrative evaluation will assess the impact that the pain has 

on the patient’s daily activities and quality of life (Rosti, 2017). Attention and narrative 

competence are demonstrated during the narrative evaluation. Attention refers to the ability to 

absorb and demonstrate active listening when a patient is telling their story (Charon, 2005). This 

leads to the health professional comprehending what is expressed by the patient through 

narrative competence: “ability to listen to the narratives of the patient, grasp and honor their 

meanings, and be moved to act on the patient’s behalf” (Charon, 2001, p. 1897).  

The health practitioner performs representation privately. It produces reflection through 

text for the clinician to discover thoughts, feelings, and perceptions, hence promoting narrative 

knowledge. Narrative knowledge is “what one uses to understand the meaning and significance 

of stories through cognitive, symbolic, and affective means” (Charon, 2001, p. 1898). It develops 

the role of the therapeutic practitioner identifying and interpreting their own emotional responses 

to patients (Charon, 2001).  
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Narrative medicine is parallel to patient empowerment. An individual is empowered 

when they have the knowledge, skills, attitudes and self-awareness necessary to influence their 

own behavior to improve the quality of their lives (Anderson & Funnel, 2010). It promotes the 

ability for patients to have the authority to make decisions for their treatment and care and the 

right to be primary decision makers (Barrie, 2011).  Patient empowerment in pain management 

treatment is important because it allows for the patient to be aware of their values, needs, goals, 

and expectations regarding pain (Barrie, 2011). 

Trauma-Informed Care and Chronic Pain 

According to the Substance Abuse and Mental Health Services Administration 

(SAMHSA), individual trauma results from “an event, series of events, or set of circumstances 

that is experienced by an individual as physically or emotionally harmful or life threatening and 

that has lasting adverse effects on the individual’s functioning and mental, physical, social, 

emotional, or spiritual well-being” (SAMHSA, 2014, p. 7). SAMHSA (2014) describes event(s), 

experience of event(s), and effect as three determinants of trauma. Events can refer to the actual 

or extreme threat of physical or psychological harm (SAMHSA, 2014). These can occur once or 

repeatedly over time. The experience of these events determines how the individual will assign 

meaning to the event (whether or not it is traumatic) and how it disrupts the individual physically 

or psychologically (SAMHSA, 2014). The assigned meaning can be influenced by an 

individual's cultural beliefs, availability of social supports, or the developmental stage of an 

individual (SAMHSA, 2014). Lastly, the adverse effects of trauma may occur immediately or 

have a delayed onset. Examples of adverse effects include an inability to cope with normal 

stresses and strains of daily living, inability to trust and benefit from relationships, and affected 
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cognitive processes such as memory, attention, thinking, and emotional dysregulation 

(SAMHSA, 2014).  

 The trauma-informed approach recognizes that all people in an organization must have a 

basic realization about trauma and how it can impact individuals, be able to recognize the signs 

of trauma, and then respond appropriately by applying the six key principles identified by 

SAMHSA. (SAMHSA, 2014) The people in the organization must be able to also recognize the 

signs of trauma (SAMHSA, 2014). The trauma-informed approach also includes resisting re-

traumatization of patients and staff. (SAMHSA, 2014).  

 The six key principles of trauma-informed care are safety, trustworthiness and 

transparency, peer support, collaboration and mutuality, empowerment, voice, and choice, and 

cultural, historical, and gender issues. Safety should be established so that patients and staff feel 

physically and psychologically safe (SAMHSA, 2014). Trustworthiness and transparency is 

aimed to maintain trust with clients and family members (SAMHSA, 2014). Peer support helps 

to establish safety and hope, trust, the therapeutic relationship, and uses the individual’s narrative 

to promote recovery (SAMHSA, 2014). Collaboration and mutuality place importance on the 

process of healing in relationships that are meaningful in the sharing of power and decision-

making (SAMHSA, 2014). Empowerment, voice, and choice reflect the belief that patients are 

collaborated with in goal setting and decision making to determine their plan of action needed to 

improve their quality of life (SAMHSA, 2014). Cultural, historical, and gender issues must be 

treated equally, as an organization must offer treatment to any individual no matter their race, 

ethnicity, sexual orientation, age, religion, or gender identity (SAMHSA, 2014).  

 Research suggests that individuals who experience trauma are more likely to develop 

chronic pain (Jones, Power, & Macfarlane, 2009; McBeth et al., 2007; Scarinci, McDonald-
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Haile, Bradley, & Richter, 1994; Young-Casey, Greenberg, Nicassio, Harpin, & Hubbard, 2008). 

After trauma, the nervous system is stuck in a state of heightened reactivity. Therefore, when a 

patient with a history of trauma becomes injured or ill, their nervous system is already in a state 

of persistent reactivity, and they are more likely to develop chronic widespread pain. Around 

90% of women with fibromyalgia and 60% of individuals with arthritis (Walker et al, 1997), 

76% of patients with low back pain (Schofferman, Anderson, Hines, Smith, & Keane, 1993), 

66% of women with chronic headaches (Domino & Haber, 1987), and 56% of women with 

chronic pelvic pain (Walling et al., 1994) report past histories of trauma.  

An Interdisciplinary Approach 

The interdisciplinary approach has demonstrated to be an effective strategy for successful 

pain management. Interdisciplinary treatment consists of “coordination of services in a 

comprehensive program and frequent communication among health care professionals all 

providing care” (p.120) at the same facility (Gatchel, McGeary,McGeary, & Lippe, 2014). An 

interdisciplinary team should include at least two physicians, a clinical psychologist, a physical 

therapist (PT), an occupational therapist (OT), and additional health care providers as needed 

(Gatchel, McGeary,McGeary, & Lippe, 2014). Patients who have participated in 

interdisciplinary programs reported improved outcomes across a range of domains such as pain 

severity and interference with pain function and maintained their gains at one year follow up 

(Oslund et al., 2009).  

Interdisciplinary programs base their treatment with a functional restoration approach. A 

functional restoration addresses the physical, psychological, and vocational challenges during a 

patient’s recovery (Gatchel, McGeary,McGeary, & Lippe, 2014). An individual’s goals should 
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aim to restore physical functional capacity and psychosocial performance (Gatchel, 

McGeary,McGeary, & Lippe, 2014).  

Occupational Therapy’s Role in Pain Management  

 Chronic pain is a complex diagnoses that impacts all areas of functioning. It can lead to a 

loss of independence, loss of participation in meaningful roles, decreased engagement in 

everyday activities, difficulties with sleeping, anxiety, depression, social isolation, and overall 

reduced quality of life (American Occupational Therapy Association, 2002). Occupational 

therapy can empower individuals to achieve satisfying performance in self-care, productivity, 

and leisure to support recovery, health, wellbeing, and social participation, and is therefore a 

necessary component to any rehabilitation program (Hill, 2016).  

Within the treatment team, the occupational therapist is able to enable individuals to 

achieve satisfying performance via activity management in meaningful occupations, regardless 

of pain and fatigue. Activity management includes activity analysis, skill development, activity 

adaptation, ergonomics, problem-solving, prioritizing, planning, energy conservation, and pacing 

of activities (Hill, 2016). An occupational therapist works with an individual to develop coping 

strategies to help them manage their sleep, mood, and stress (Hill, 2016). Examples of coping 

strategies may include relaxation techniques through mindfulness meditation, yoga, deep 

breathing, auditory distraction, and visualization techniques. Increased assertiveness and 

communication skills are also developed through occupational therapy (Hill, 2016). 

 Pain is a diagnosis that impacts those of all ages, at any time during the life span. The 

broad spectrum of OT as a profession with its diverse skill set, allows for OTs to provide pain 

management in diverse areas of practice. Whether the setting is pediatrics or hospice care, an 

occupational therapist will identify specific activities or behaviors that aggravate pain (American 
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Occupational Therapy Association, 2002). Once these are identified, the occupational therapist 

will provide activity modifications by teaching the individual or caregivers methods for 

decreasing the frequency and duration of pain (American Occupational Therapy Association, 

2002). These methods may include the use of adaptive equipment during occupations such as 

dressing, bathing, and toileting. The implementation of these activity modifications may decrease 

an individual's depence on or use of prescription OPRs.  An occupational therapist also assess 

the context and environment that surrounds an individual. Assessing these two areas increases 

functional performance for daily activities at work and home (American Occupational Therapy 

Association, 2002).   

Occupational therapists can also offer Lifestyle Redesign, an intervention that is often 

excluded from traditional interdisciplinary programs. Lifestyle Redesign focuses on promoting 

patient development of healthy self-care routines and habits to prevent and manage chronic 

conditions (Uyeshiro Simon & Collins, 2017). Through the use of various modules, patients were 

able to receive education on implementation of behavior changes into their daily routines. These 

modules included eating and sleeping routines, physical activity, stress and mood management, 

energy and fatigue management, activities of daily living (ADLs), instrumental activities of daily 

living (IADLs), home management, body mechanics and posture, transportation, socialization, 

paid or unpaid work, establishing a baseline, pain “flare-up” planning, assertive communication, 

and pain communication (Uyeshiro Simon & Collins, 2017). Uyeshiro Simon and Collins (2017) 

suggest that with LifeStyle Redesign, overall quality of life for those living with chronic pain 

improves.  

The purpose of this doctoral capstone experience (DCE) was to promote occupational 

therapy’s role in providing non-pharmaceutical pain management strategies and to educate health 
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practitioners on implementing narrative medicine and trauma-informed care into their treatment 

approach. Through the use of a holistic treatment process and non-pharmaceutical pain 

management strategies, occupational therapists play an important role in providing safe and 

alternative treatment for chronic pain.   

Screening and Evaluation 

A needs assessment was conducted within the first four weeks of the doctoral capstone 

 experience. The purpose of the needs assessment was to perform systematic collection, 

assembly, analysis, and dissemination of information related to the evaluation and treatment of 

individuals with chronic pain (Scaffa & Reitz, 2014). The findings of the needs assessment set 

the priorities regarding needs, how to address those needs, and assisted with proposing a plan to 

implement the best solution for developing and delivering this project (Scaffa & Reitz, 2014). 

Community Profile 

The opioid crisis is unique because it affects individuals of all ages, races, socioeconomic 

statuses, and education levels. This diversity becomes evident when looking at the impact of 

prescription opioid use and overdoses of a county in the Midwest. At the beginning of 2016, two 

local hospitals treated 130 patients for drug overdoses in the first 113 days of the year (Bangert, 

2017). In 2013, it was reported that there were 71 opioid prescriptions per 100 residents 

(“Lafayette sues opioid,” 2017). From 2004 to 2013, there were 149 accidental drug overdose 

deaths (Bangert, 2017). Non-fatal emergency department visits due to opioid overdoses 

increased 75% from 2011-2015 (Bangert, 2017). As of 2016, 25-34 year olds made up the largest 

number of drug overdose deaths in the county, with 9.91 deaths per 100,000 people. Of all the 

overdose deaths in 2016, 9.04 per 100,000 people were due to opioids and 5.31 per 100,000 
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people were due to heroin, with 81% male  and 19% female (Indiana State Department of Health, 

2016). 

In an effort to reduce the amount of prescription opioid use, alternative therapies should 

be offered to chronic pain patients. The hospital network where the doctoral capstone is taking 

place advertises alternative treatments for pain management. According to their Pain 

Management website, they provide interventions such as disc decompression or fusion, dry 

needling, epidural steroid injections, facet joint injections, infusion pumps, intercostal nerve 

blocks, joint/bursa injections, occipital nerve blocks, peripheral nerve injections, spinal cord 

stimulators, trigger point injections, and Xolair injections. There was not any information about 

therapy’s role in providing pain management. While those alternatives provide pain relief, it is 

not the most comprehensive, holistic, evidence-based approach to treating individuals with 

chronic pain. 

Data Collection 

A survey (Figure 1A) was emailed to all physical therapists, occupational therapists, 

athletic trainers, speech-language pathologists, and massage therapists within the hospital 

network. The purpose of the survey was to gain an understanding of health practitioners’ 

knowledge of narrative medicine, pain management evaluations and interventions, and screens 

for opioid abuse prior to the implementation of the doctoral capstone experience.  

Two lead physical therapists were also contacted via email and interviewed about their 

intervention approaches for the following pain diagnoses: chronic pain, fibromyalgia, back pain, 

and migraines. For chronic pain, the intervention approaches they identified were dry needling, 

exercise, electrical stimulation through use of a home TENS unit, and possible Hivamat (a deep 

oscillation device). These interventions are all dependent upon the location of the pain. For 
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fibromyalgia, they identified deep breathing, diaphragmatic release, craniosacral therapy, 

cupping, myofascial stretching, neuro-reeducation of muscles, exercise, recommendations for 

swimming, electrical stimulation, and possible dry needling. For back pain they identified dry 

needling, exercise, manual therapy techniques such as mobilizations and soft tissue mobilization, 

electrical stimulation, positional release, cupping, direct muscle release, neuro-reed, craniosacral 

therapy, imagery, tai chi, and Hivamat. For migraines they identified craniosacral therapy, 

manual therapy with mobilizations, cupping, yoga style body positioning stretching, low 

light/quiet rooms, manual traction, trigger point release, and dry needling.  

The information collected from the therapist surveys was used to guide the best possible 

strategy for implementing non-pharmaceutical, interdisciplinary pain management evaluation 

and treatment. 

Data Analysis and Interpretation  

Eight surveys were returned prior to the implementation of the doctoral capstone 

experience. Results from the pre-survey indicated that discomfort with the topic of narrative 

medicine was high. There was a lack of an evidence-based protocol for chronic pain patients and 

knowledge surrounding a way to screen patients at risk for substance abuse. The majority of 

therapists were not familiar with supports in the community for chronic pain patients. The 

majority of therapists did not feel that they had the right tools to offer the most effective pain 

management strategies. Refer to Figure 2A for survey results. These findings indicated the need 

for education on narrative medicine, evidence-based chronic pain management strategies, and 

increased support for chronic pain patients within the community.  

In addition to the likert scale, an occupational therapist and physical therapist different 

from the two lead therapists were contacted via email, and identified current protocols for pain 
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management as using the Hivamat, manual techniques, and kinesiotaping. The physical therapist 

stated their approach was very manual-based, while the occupational therapist stated her 

interventions included a lot of education on adapting and increasing awareness of positioning; 

however, there is no specific protocol for this. The physical therapist identified community 

resources such as Alcoholics Anonymous, contacts with Narcotics Anonymous, and referrals to 

psychotherapists and psychiatrists. Patient compliance was identified as a barrier to success of a 

patient’s treatment. The was a lack of education on psychosocial interventions, and knowing 

when and how to refer the chronic pain therapy patient to other services such as Behavioral 

Health and the Healthy Living Center.  

Problems Related to Occupational Performance 

 According to a group of occupational therapists, limitations of occupational performance 

in chronic pain patients includes pain behavior that prevents engagement in activities, a lack of 

knowledge about pain mechanisms and strategies to deal with pain, occupational imbalance in 

work, leisure, and home, emotional stress and depression due to pain, and physical or 

environmental strain resulting in limitations in occupational performance (Skjutar, Schult, 

Christensson, & Mullersdorf, 2009).  The implications from this provided the guidelines for 

designing intervention approaches by OT practitioners. An individual who has a treatment plan 

that is client-centered and focuses on addressing limitations in occupational performance will 

have better functional performance outcomes and increased quality of life (Skjutar, Schult, 

Christensson, & Mullersdorf, 2009).  

Implementation Phase 

Diverse responses across professions from the surveys indicated the hospital network did 

not have an interdisciplinary approach to pain management. There was a lack of education and 
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knowledge of treatment providers on an evidence-based approach to pain evaluation and 

treatment. The responses supported the need for education on narrative medicine, evidence-based 

pain management evaluation and treatments, how to refer to other services within the 

organization, and the education of a screening tool to identify at risk patients for opioid abuse.  

The needs assessment results guided the strategies that would be utilized during the DCE 

to promote education, staff development, and service provision. The DCE consisted of a series of 

three educational sessions delivered to staff and management. Trauma-informed care was added 

after the needs assessment was completed, and the screen for the at risk substance abuse was 

removed from this project. The first presentation was narrative medicine, the second was trauma 

informed care, and the third was chronic pain and the pain management toolkit. These topics 

were chosen after collaboration with the supervisors to educate the staff not only on treating just 

the physical aspects of chronic pain, but to learn how to evaluate, treat, and respond to the 

psychosocial aspects as well.  

Leadership and Advocacy 

Leadership was a skill necessary to be successful in implementing the strategies for staff 

development and service provision throughout the DCE. At the beginning of the DCE, the 

occupational therapy student and supervisors collaborated on objectives and goals to be achieved 

at the end of the experience. These objectives and goals provided the student with the direction 

and focus of the experience. It is important to note that throughout the 16 week period, objectives 

were modified to better implement the end goals. This required flexibility and adaptation to the 

projects to better accomplish the modifications.  

The literature review conducted on narrative medicine, trauma-informed care, and 

chronic pain was a self-led process. The student presented the research and updates on the 
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project to supervisors in weekly meetings. The meetings required this student to prepare the tasks 

for the coming week. This collaboration guided the doctoral capstone timeline and allowed for 

the occupational therapy student to independently work on the implementation strategies. The 

presentations delivered to the staff were created and delivered by the occupational therapy 

student. The goal of the presentations by the occupational therapy student was to promote an 

open environment for interdisciplinary communication through education opportunities.  

 Advocacy to leaders in the community was also a component of this DCE. This student 

met with the Mayor of Lafayette, Tony Roswarski, and Representative Sheila Klinker who 

serves in the House of Representatives from the Lafayette area. Both meetings involved 

education on what occupational therapy is, where OTs work, an explanation of the DCE, and 

how OT is an evidence-based treatment for chronic pain management. The goal of these 

meetings was to increase knowledge of the occupational therapy profession within leaders of the 

community. These leaders are now allies of the profession and understand the benefit of 

including OT services as an alternative to prescription opioids.  

Staff Development 

 Staff development was implemented via direct and consultative service provision 

approaches. A direct service approach consists of small groups having contact with the OT 

(Dunn, 1988). The direct service approach was used through interactions with therapists of 

different professions (physical, occupational, and speech therapy) in small groups during 

presentations. Each presentation was 50 minutes to an hour long. Staff were encouraged to 

participate throughout the presentations by asking questions and providing suggestions about 

their ideas on implementing narrative medicine and trauma informed care into chronic pain 

treatment.  
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A consultative approach provided expertise that was used to facilitate the appropriate 

environment towards the needs of the therapists and patients to implement the narrative medicine 

and trauma informed approach to chronic pain (Dunn, 1988). Colleague consultation addressed 

the needs of other professionals (physical, occupational, and speech therapy) to improve their 

skills and knowledge in chronic pain evaluation and treatment, narrative medicine, and trauma 

informed care. The consultative approach was also used while working with Behavioral Health 

and the Healthy Living center to form a referral relationship for each service provided.  

 Session 1: Narrative Medicine. The first presentation topic was narrative medicine. 

Staff received education on the definition of narrative medicine, narrative evaluation, attention, 

representation, patient empowerment, and emotional intelligence. After the explanation of 

narrative medicine, staff members participated in a close reading. Close readings are a 

thoughtful, critical analysis of a text that focuses on significant details or patterns in order to 

develop a deep, precise understanding of the text’s form, craft, and meanings (Wasmuth, 2017). 

They encourage the health professional to listen to their own observations, observe their initial 

responses and see how their experiences affect our relationships (Wasmuth, 2017). Therapists 

read the poem “Ode to the Chronically Ill Body” by Camisha Jones, then free-wrote to the 

response “Chronic pain impacts someone by…” for five minutes. Once five minutes passed, 

therapists were invited to participate in an open discussion (length varied) sharing their reaction 

and analysis of the poem. 

 One of the most important aspects of narrative medicine that the supervisors wanted to 

portray to the staff was acting on the patient's behalf. The Stages of Change from the 

Transtheoretical Model of Change was presented. A therapist must be able to identify their own 

willingness to change their attitude and approaches to chronic pain patients before they can 
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identify their patients’ readiness to change. The five stages consist of precontemplation, 

contemplation, preparation, action, and maintenance and relapse prevention (Zimmerman, Olsen, 

& Bosworth, 2000). For example, a therapist who is in the precontemplation stage is not 

seriously thinking about changing their treatment approach to utilizing narrative medicine and 

trauma-informed care in an individual with chronic pain. If the therapist is unable to change, then 

the likelihood of the patient remaining compliant throughout treatment may decrease. If the 

therapist is in the preparation stage, they have made an attempt to incorporate narrative medicine 

into their chronic pain treatment approach. Thus, they can assist their patients in a more effective 

manner in implementing change and modifications in their patients’ lives. Once a therapist can 

identify their own willingness to change, they can collaborate with their patients on their own 

willingness to change. A patient who is in the contemplation stage has considered changed their 

behavior and lifestyle to better compensate chronic pain. The therapist will work with the patient 

to move throughout the stages of change.  

 Through incorporating narrative medicine, patient satisfaction should increase. Patients 

who feel their health professionals demonstrate empathy are more likely to remain complaint 

during their treatment, have greater outcomes, and an overall increase in quality of life (Merritt 

Hawkins, 2018). A total of 12 narrative medicine presentations were delivered.  

 Session 2: Trauma-Informed Care. The second topic was trauma-informed care. The 

OT student collaborated with an experienced OT, with a heavy background in mental health 

services, to develop this presentation. This presentation emphasized the importance of changing 

the question from “What is wrong with him/her” or “Why are they behaving that way” to “What 

has happened to him/her?” If healthcare professionals do not look at someone’s narrative and do 

not have an understanding of the role of trauma and how it may impact their current state, we 
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will not be effective in our treatment. The SAMHSA definition of trauma was presented to the 

therapists as “an event, series of events, or set of circumstance that is experienced by an 

individual as physically or emotionally harmful or life threatening and that has lasting adverse 

effects on the individual’s functioning and mental, physical, social, emotional, or spiritual well-

being” (Substance Abuse and Mental Health Services Administration, 2014, p. 7).  Examples of 

trauma include combat, domestic violence, sexual assault, natural disasters, terrorism, historical 

trauma, amputation, automobile accident, and a new diagnoses. Understanding trauma and 

trauma-informed care will provide effective services needed to understand life situations that 

may contribute to the person’s current problems, problems faced by patients may be related to 

traumatic life experiences, and people who have experienced trauma are more sensitive to 

situations that remind them of the people, places, or things involved in their traumatic event. 

Appendix A outlines the impact trauma has on the individual’s biological and psychosocial 

systems. This was included in the powerpoint.  

Therapists participated in a second close reading. A clip from the movie “Cake” was 

shown. In this clip, Claire, played by Jennifer Aniston interacts with Nina, played by Anna 

Kendrick. Claire was in a car accident that resulted in the death of her son and the development 

of chronic pain accompanied by an addiction to pain medicine. Nina had previously passed away 

from suicide. Nina is sitting on the train tracks and Claire walks over to her and lies down on the 

tracks. She discusses what her “last thoughts” would be, and then gets up when she hears 

Silvana, her assistant, calling out her name. Silvana is very frustrated with Claire and expresses 

that openly. The prompts for therapists were: How can you identify trauma in a patient?, Think 

of a difficult patient that you have had. If your patient was in Claire’s shoes, would you have 
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done anything differently?, and How will trauma (known or unknown) impact treatment or plan 

of care?” Therapists were invited to share their responses in an open discussion.  

After the close reading, the other OT presented the rest of the powerpoint. He went over 

the signs and symptoms of someone with trauma, as well as what to look for in the clinic. These 

included a patient who fails to progress, consistently arrives late, no shows or cancels frequently, 

is not compliant or does not follow their home exercise program, has a flat affect, is vague in 

symptom reporting, their pain response is not consistent with their diagnoses, and they have lack 

of “investment” or decreased motivation in treatment. He then presented the “Do’s” and 

“Don’ts” what to do when a patient has trauma or reveals trauma in their past. Table 1 outlines 

these.   

 This session ended with four different scenarios, developed by the student and the OT 

practitioner. This prompted clinical reasoning from the therapists to analyze a situation and how 

they would respond in said situation. A total of nine trauma-informed care presentations were 

delivered.  

 Session 3: Chronic Pain. The final part of the educational series was a presentation over 

chronic pain. Misconceptions and corrections of chronic pain were discussed with therapists. 

Common misconceptions include that the health professional is the best judge of existence of a 

patient’s pain, the health professional must believe what the client says about pain, and that there 

is no reason for someone to be in pain if no physical cause is found (McCaffery & Pasero, 1999). 

Best practice of chronic pain includes the patient’s self-report as the most reliable measure of the 

existence of pain, the standard of pain rating should be the patient’s report and the clinician 

should accept and respect the self-reported rating, and that pain is a complex diagnoses and not 

all causes of pain can be physically determined (McCaffery & Pasero, 1999). 
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The current state of chronic pain treatment and desired state of chronic pain treatment 

were evaluated with the therapists in attendance. The current state consists of a referral to 

physical therapy, general evaluation with a pain scale rating of 1-10, manual therapies, 

suboccipital release, progressive muscle relaxation, gentle exercises, and occasionally 

craniosacral therapy. The desired state was outlined as including a narrative evaluation, potential 

referrals to OT, massage therapy, Behavioral Health, and the Healthy Living Center when 

appropriate. Pain should be evaluated with a functional pain scale and assessed both before and 

after the treatment session. The shift to the functional pain scale, rather than numerical, allows 

for a more comprehensive evaluation process through understanding the implications pain has on 

an individual’s daily occupations. This student created a functional pain assessment adapted 

from the ratings of the Functional Pain Scale and Balance your Life pie. Refer to Appendix B.   

In order to establish a true interdisciplinary approach, the scope of practice of PT, OT, 

and speech-language pathology were reviewed. This promoted staff education on the roles each 

profession has with chronic pain patients. The goal was to specifically help physical therapy 

know when to refer to OT or massage therapy. For the purpose of this DCE, the role of OT was 

heavily presented on. For chronic pain, an occupational therapist can identify activities that 

aggravate pain, perform an activity analysis, and modify specific activities, teach methods to 

decrease duration of painful episodes, promote function in daily activities, act as part of the 

interdisciplinary team, and educate and demonstrate adaptive equipment to assist with tasks such 

as reaching, dressing, bathing, and household chores (American Occupational Therapy 

Association, 2002). Occupations were then reviewed. This promoted physical therapists 

knowledge of basic and instrumental activities of daily living that chronic pain patients may be 

experiencing difficulty in performing; and therefore, to refer these patients to OT. These 
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included bathing and showering, toileting, dressing, functional mobility, personal hygiene and 

grooming, sexual activity, pet care, driving and community mobility, health management and 

maintenance, financial management, home establishment and management, meal preparation and 

cleanup, safety, shopping, rest and sleep, job performance, leisure, and social participation 

(American Occupational Therapy Association, 2014).  

While the outpatient staff incorporated a variety of  physical evidence-based treatments, 

not all avenues of chronic pain treatment were being utilized, specifically psychosocial 

interventions. The benefits of mindfulness through yoga and meditation, lifestyle redesign, sleep 

interventions, craniosacral therapy, massage therapy, relaxation and visualization with guided 

imagery, theories of gratitude, mirror therapy, cognitive-behavioral therapy, therapeutic 

listening, and coping skills were introduced. These interventions were outlined in the pain 

management toolkit available to therapists.  

A third close reading was conducted. The subject of the close reading was the spoken 

word poetry “I am NOT black, you are NOT white.” by Prince Ea. This poem outlines the effects 

labels have on different populations and society. Therapists watched the poem and responded to 

the prompt: “How do labels influence you treat your patients? What labels are associated with 

chronic pain patients? How can we change them?”. Once the five minutes of free writing was 

complete, therapists were invited to participate in an open discussion. 

The presentation also reviewed the referral processes and guidelines for both the 

Behavioral Health Department and the Healthy Living Center. Educating therapists on how to 

refer to other specialities increases the ability to treat the chronic pain patient in a client-centered, 

holistic way. A total of four presentations were delivered.  
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Pain Management Toolkit. The pain management toolkit was available to all therapists 

and other health professionals, such as nurses, no matter the setting they are worked in. Staff 

would find this toolkit via a network folder on the shared drive. Contained in the toolkit are 

folders that included evidence supporting various interventions for chronic pain, scripts for 

guiding patients in meditation, yoga, relaxation, and guided imagery, an energy conservation 

handout, a yoga home exercise plan, handouts for patients of what they can do at home and what 

they may receive at the outpatient therapy clinic in terms of pain management, a worksheet for 

patients to document their pain symptoms as a resource to take to the doctor, a sleep hygiene tip 

sheet, and a change plan worksheet to outline the changes they want to make and barriers that 

may prevent this change. The toolkit resources will be finalized via the hospital organization.  

Discontinuation and Outcome Phase 

The discontinuation phase began during the 14th week of the doctoral capstone 

experience. A survey was distributed to the therapy staff via email and at the last educational 

session to determine the effects of the educational series. This survey was modified from the 

original survey to better correspond with the capstone experience. Refer to Figure 1B for the 

survey. Twenty-four surveys were received back; however, four were excluded because they 

were not complete.  

 Post-survey results indicated that there was an overall increase in knowledge of narrative 

medicine, evidence-based pain management strategies, sufficient knowledge in trauma-informed 

care, increased knowledge in community resources, and an increase in having the right tools for 

pain management (See Figure 2B). Suggestions for how to better implement narrative medicine 

and trauma-informed care included an interdisciplinary approach (such as including nursing), 

specific protocols with practicing therapeutic support and listening, simulations for clinicians as 
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training tools, and continued discussion of evidence-based practice. It should be noted that due to 

inconsistent sample size, the pre-education and post-education surveys were not completely 

related. Eight therapists returned the pre-education survey, while twenty-four returned the post-

education survey.  

Quality improvement involves “systematic and continuous actions that lead to 

measurable improvement in health care services and the health status of targeted patient groups”  

(U.S. Department of Health and Human Services: Health Resources and Services 

Administration, 2011, p. 3). For the purposes of this capstone experience, the health care services 

included entire therapy staff and the targeted patient group was individuals with chronic pain. 

The educational series was designed to improve the quality of treatment provided by therapists 

through incorporating narrative medicine and trauma-informed care to individuals with chronic 

pain. Each educational presentation involved open discussions, whether through a close reading 

or statements made during the presentations. Through these discussions, the managers and this 

student were able to gain knowledge about what the therapists needed to feel successful in 

implementing these strategies. Staff suggested things such as more time for documentation and 

consistency of care. All of these have been taken into consideration by the management team as 

to how they can be implemented to daily care.  

 Sustainability of this education will be conducted by a subcommittee of two OTs, two 

PTs, and one speech-language pathologist. The topics of narrative medicine and trauma-

informed care will be incorporated into therapists’ annual competency reviews. The education 

will be provided from the powerpoints used in the DCE.  

Overall Learning 
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 The experiences gained from the DCE are invaluable to the occupational therapy 

profession as an entry-level practitioner. This student had the opportunity to work with various 

health professionals and leaders in the community and increased knowledge on the importance of 

advocacy, collaboration, and open communication through various interactions.  

 The purpose of this doctoral capstone experience was to promote OT as an alternative 

treatment to prescription OPRs for patients with chronic pain. Because chronic pain patients have 

an increased likelihood of past traumatic events, trauma-informed care, along with narrative 

medicine, provides a way to promote patient empowerment in treatment. As the pre-study 

suggested, therapist knowledge in narrative medicine and evidence-based chronic pain 

management strategies were limited. Through the implementation of this capstone experience, 

knowledge in narrative medicine and trauma-informed care increased overall within the therapy 

department.  

 The collaboration between Behavioral Health and the Healthy Living Center was an 

integral part of the capstone experience. Collaboration occured in person through meetings as 

well as electronically. Early on in this experience, it was learned that there was a lack of 

understanding between Therapy Services, Behavioral Health, and the Healthy Living center as to 

how each service could benefit from one another. Meeting with each department, this student 

was able to educate on how a dynamic diagnoses like chronic pain could benefit from the 

services provided within each area. In order to establish a relationship between services, a 

document was created that states conditions and diagnoses, therapy interventions, and the referral 

process for therapy services. This document will be used by Behavioral Health and the Healthy 

Living Center to assist in referring their patients to therapy services. This student also educated 

the therapy staff through a presentation and creation of a referral tree of the referral process and 



APPROACH TO CHRONIC PAIN  28 
 

the services and groups provided by Behavioral Health and Healthy Living that therapy patients 

could benefit from.  

 Collaboration was also essential in developing the pain management toolkit. Multiple 

meetings with physical therapists and occupational therapists were held to gain a greater 

understanding of the current process of pain management in therapy services. The goal was to 

create an interdisciplinary tool that provided all therapists, no matter their specific skill set, with 

the information needed to deliver effective, evidence-based interventions to patients with chronic 

pain.  

 Advocacy was an important and unique opportunity during this capstone. This student 

had the opportunity to meet with the Mayor and State House Representative. The meetings with 

the Mayors were attended by the student and supervisors. During these meetings,  alternative 

therapy services provided by Franciscan Health and how they can help to combat the opioid 

crisis in Lafayette and West Lafayette were discussed. Representative Klinker and Mayor 

Roswarski were very interested in understanding occupational therapy in a new light by 

understanding OT’s role in chronic pain management and mental health. They were willing to 

support the profession in any future needs. This student learned that there is no reason to not 

reach out to leaders in the community about the benefits that occupational therapy services can 

provide. The best way to advocate for the profession is to educate those who have influence over 

policy.  

 Not only was this student involved in discussing this capstone with community leaders, 

but also had the opportunity to attend internal meetings within the hospital network aimed to 

reduce the use of prescription opioids. These meetings were attended by physicians, nurse 

practitioners, case managers, pharmacists, and were lead by a business team leader. An A3 form 
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was completed in the first meeting to create a plan on how to analyze current use of prescription 

opioids and the overall goals of this initiative. This specific form is used to understand the 

background of  the improvement goal (reduction in use of prescription opioids), the current 

conditions (how are opioids currently being used in the hospital system), specific goals (trying to 

accomplish alternatives to prescribing opioids), an analysis of the current and desired state, 

barriers that may limit success of the goals, plan for improvement (incorporating alternative 

therapies - such as OT), and follow-up (LeanProject, n.d.). While attending these meetings, this 

student learned how change occurs within a large hospital organization. In order for change to be 

successful, the current state must be analyzed (in this case the process of prescribing opioids) and 

then the future state is created. This student was able to advocate for therapy’s role in this 

process by educating the committee about alternative approaches to pain management.  

 In order to advance any health profession, research must be conducted. The hospital 

network was provided with an opportunity for research on TENS units. The opportunity came 

about through contacting a professor at Purdue University who was able to refer this student to a 

biomechanical engineer professor. Through phone call meetings, we were able to identify 

clinical problems with TENS units. Purdue University will create a team of engineers that will 

develop a research protocol for the use of TENS units with specific diagnoses with this hospital 

network providing the data.  

 The DCE was more than this student ever could have imagined. This student was able to 

develop a project with the support of the supervisors and faculty mentors that will have a lasting 

impact on the OT career. Not only did this student have an impact within the hospital and 

therapy clinic through education on narrative medicine and trauma-informed care, but this 
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student was able to work with leaders in the community about the integrating occupational 

therapy as a viable treatment option for pain management.  

 There is a substantial need in today’s society for alternative treatment options for 

individuals with chronic pain. Providing these alternative treatment options aims to reduce the 

dependence on opioids for pain relief. This capstone was successful in increasing overall 

knowledge of narrative medicine and trauma-informed care of staff within a therapy department. 

Knowledge of chronic pain management increased; however, it is still important for evidence-

based treatment approaches to be utilized in the future. In order to use a true interdisciplinary 

approach, occupational therapy must be included in pain management programs and clinics. 

Promoting occupational therapy’s role in chronic pain management, with a narrative medicine 

and trauma-informed approach, may help alleviate the need for opioid use with chronic pain 

patients.  
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Tables 

Table 1 

Do’s and Don’ts of Responding 

Note:	This table was presented to therapists during the Trauma-Informed Care presentation. An 
OT who works on the psychiatric unit developed this list. (B. Taylor, personal communication, 
March 20, 2018). 
 

Do’s Don’ts 
Invite conversation 

  
Touch without spoken permission. 

Allow expression of emotions 
  

Talk about your own trauma or anyone else’s.  

Allow silence 
  

Make promises you cannot keep.  

Listen, Listen, Listen! Get too close – maintain emotional, personal 
boundaries.  
 

Invite conversation 
  

Ask too many questions.  

Allow expression of emotions 
 
Ask “What can I do for you now?” 
  
Ask “What has helped you to feel better in 
the past?” 
  
Offer options to feeling better and healing 
that you have available (refer to therapist, 
get ice water, take outside for fresh air). 
  
Provide choices. 
  
Inform them of the treatment. What will 
happen next. 
  
Ask if it is okay to touch them. 
 
Provide privacy 
  
Be able to say “I don’t know” When asked 
“Why?” No guessing as to motives.  
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Figures 
 

My name is Kersten Laughlin and I am an Occupational Therapy student from the University of 
Indianapolis.  I am completing my Doctoral Capstone Experience here at Franciscan Health, and 
I am focusing on promoting non-pharmaceutical pain management strategies via PT, OT, ST, 
AT, and Massage Therapy, while educating health practitioners on narrative medicine.  I am 
interested in understanding the health practitioner’s perspective about the current approach to 
pain management. 
Please respond to each  statement correspondingly. 

1                         2                      3                           4                   5 

Strongly Disagree   Disagree          Neutral            Agree    Strongly Agree 

1. I am familiar with narrative medicine and know how it can be applied to individuals with 
chronic pain. 
         1                   2                   3                   4                   5 

2. I have an evidence-based, current protocol for an individual with chronic pain. 
         1                   2                   3                   4                   5 
         Explain: 
 
 
3. I am familiar with using a screening tool to detect an individual who may be at risk for opioid 
abuse. 
         1                   2                   3                   4                   5 
         Screening Tool Used (if applicable): 
 
 
4. I am aware of resources in the community, such as support groups, for this population. 
         1                   2                   3                   4                   5 
         Examples of Resources: 
 
 
5. I feel I have the right tools to offer the most effective pain management strategies. 
         1                   2                   3                   4                   4 
         Explain: 
 
 
Figure 1A: Pre-survey that was sent out to therapy staff via email prior to education series.  
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It has been a pleasure working with all of you for my Doctoral Capstone Experience. Your 
feedback on this survey is greatly appreciated.  

Please respond to each statement correspondingly. 
1                           2                          3                           4                           5 
Strongly Disagree      Disagree           Neutral               Agree      Strongly Agree 
  

1. I am familiar with narrative medicine and know how it can be applied to individuals with 
chronic pain. 

1                           2                          3                           4                           5 
Explain: 
 
 

2. I have an evidence-based, current protocol for an individual with chronic pain. 
1                           2                          3                           4                           5 
Explain: 
 
 

3. I am familiar with the trauma-informed care approach and know what signs and symptoms to 
be aware of that may represent trauma. 

 1                           2                          3                           4                           5 
 Explain: 
 
 

4. I am aware of resources in the community, such as support groups, for this population. 
 1                           2                          3                           4                           5 
 Examples of Resources: 
 
 

5. I feel I have the right tools to offer the most effective pain management strategies. 
   1                           2                          3                           4                           5 
   Explain: 
 
 

6. What are your suggestions on how to best implement narrative medicine and trauma-informed 
care? 
 
 
Figure 1B: Post-survey that provided to therapy staff after implementation of educational series.  
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Figure 2A:  Results from surveys administered to therapy staff prior to education series. 
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Figure 2B: Results from post-survey that was sent to therapy staff after attending educational 
sessions.  
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Appendix A 
 

  
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 



APPROACH TO CHRONIC PAIN  44 
 

Appendix B 
 

Visualize Your Pain 
Using the following colors, color code your pain at the corresponding time of day. Try to identify 
activities that make your pain worse or better. Completing this will give you a visual 
representation of how pain is impacting your daily activities. 
Black: Intolerable and intense. You are unable to do anything or verbally communicate because 
of the pain. 
Red: Intolerable. You are not able to perform activities such as using the telephone, watching 
TV, or read. 
Orange: Intense, strong, piercing pain; however, you are able to use the telephone, watch TV, or 
read. 
Yellow: Tolerable. The pain does prevent some activities but you have learned to adapt to it 
during activities. 
Green: Tolerable and does not prevent any activities. 
Blue: No pain experienced. 

  

 
 
 


