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Abstract

Background: There is growing recognition of the importance of trauma-informed practice in pain care. However,
the extent to which current delivery of a multidisciplinary pain management programme (PMP) based on ac-
ceptance and commitment therapy (ACT) aligns with principles of trauma-informed practice has not been evaluated.
Therefore, the aims of this service evaluation were to gain an in-depth understanding of patients’ experiences of a
routinely delivered ACT-based PMP in relation to principles of trauma-informed practice and use these findings to
direct improvements for our service.

Methods: This service evaluation used a qualitative methodology with individual patient interviews (n=10). All pa-
tients were completing an intensive ACT-based PMP in the service. Reflexive thematic analysis was combined with
a narrative analysis approach to make sense of the data.

Results: A superordinate theme was generated from the data, reflecting that trauma-informed practice is an evolv-
ing and continuous process over time. This superordinate theme was woven through the three other main themes:
1) Forming, expanding, and dissolving the “bubble”; 2) Balancing risks of distress with opportunities to engage, learn,
and transform; and 3) Transformative self-narratives: hindrance to agency.

Discussion: This service evaluation highlights areas of good practice with respect to trauma-informed principles
within the delivery of a multidisciplinary PMP. The service evaluation findings have shaped further developments in
training and clinical practice within our service. Ongoing reflexivity and meaningful engagement with diverse patient
partners have been essential to continue to optimize the delivery of trauma-informed pain care.

Contribution of the Paper

e Many people with persistent pain have experienced trauma. It is therefore important for clinicians to imple-
ment principles of trauma-informed practice when delivering multidisciplinary pain management programmes
(PMP) based on acceptance and commitment therapy (ACT).

e This service evaluation identified that trauma-informed practice within an ACT-based PMP is an evolving, con-
tinuous process over time, which involves fostering a safe treatment environment and balancing distress and
opportunities for growth to enable transformative self-narratives.

e Ongoing clinician reflexivity and engagement with diverse patient partners is crucial to ensure trauma-in-
formed practice principles are followed across all parts of patients’ journeys within pain services.
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Introduction contrast, the lifetime prevalence of PTSD in the general
Post-traumatic stress disorder (PTSD) is common population is approximately 6.8%.2 Importantly, people
among people living with persistent pain. A meta-anal- living with pain and trauma-related distress may expe-
ysis reported a point prevalence of 9.7 percent (range rience barriers to accessing pain care.>*

0-57%) for PTSD among people with persistent pain.! In
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In the wider health field and within physiotherapy and
interdisciplinary teams, there has been increasing fo-
cus on trauma-informed practice.>® Trauma-informed
practice recognizes that anyone may be impacted by
trauma which can affect their ability to feel safe or de-
velop trusting relationships with services.”® The pur-
pose of trauma-informed practice is not to treat
trauma directly, although trauma-specific interven-
tions may be part of a wider trauma-informed ap-
proach.” Instead, trauma-informed practice addresses
the barriers that people affected by trauma can expe-
rience when accessing services.’

Trauma-informed practice uses a strength-based ap-
proach to optimize engagement in services.® The work-
ing definition of trauma-informed practice provided by
the UK government highlights the need to recognize
the widespread biopsychosocial impacts of trauma on
individuals and communities and to prevent re-trauma-
tization.® Six key principles of trauma-informed prac-
tice have been proposed: safety (physical, psychologi-
cal); trustworthiness (transparency in policies and pro-
cedures); choice (shared decision-making), collabora-
tion (working with and actively involving patients), em-
powerment (sharing power); and, cultural considera-
tions (responsive to needs and strengths of diverse in-
dividuals and communities).’ However, there is a lack
of consensus about how to optimally implement these
principles, including in pain care. Greater understand-
ing of the extent to which pain services adhere to
trauma-informed principles is imperative to minimize
the risk of exacerbating trauma-related distress in pa-
tients, and to reduce burnout in clinicians.®

Within the UK, evidence-based multidisciplinary pain
management programmes (PMPs) based on cognitive-
behavioural principles have been widely imple-
mented.’ 2 PMPs are increasingly based on ac-
ceptance and commitment therapy (ACT).2* ACT aims
to enhance functioning and quality of life in the

presence of pain.! This is done through targeting psy-
chological flexibility—the capacity to persist with or
change behaviour while remaining in conscious and
open contact with difficult pain-related experiences, in
a manner that aligns with personally-relevant values.*
There is growing evidence from randomized controlled
trials® and observational studies!®® supporting ACT
for persistent pain. ACT has also been used to support
people experiencing the effects of trauma.® However,
the extent to which delivery of ACT-based PMPs in

routine clinical practice is consistent with the principles
of trauma-informed practice is unclear.

Many PMPs, including those based on ACT, are group-
based® which presents opportunities and challenges
for trauma-informed practice. Shared experiences may
foster feelings of safety and trust within the group.
However, PMP group members may have different ex-
periences and impacts of trauma, which could ad-
versely affect feelings of safety. Emerging research sug-
gests that trauma exposure and PTSD symptom sever-
ity do not predict outcomes following a group-based
cognitive-behavioural PMP.2! However, quantitative
data alone do not capture the nuances of how trauma-
related experiences can shape engagement with
group-based PMPs. Therefore, in-depth understanding
of patients’ experiences of pain management pro-
grammes is needed in this regard.

This service evaluation had two main aims. Firstly, to
gain an in-depth understanding of patients’ experi-
ences of the current delivery of an ACT-based PMP in
relation to principles of trauma-informed practice,
identifying areas of good practice and areas for service
improvement. The second aim of this service evalua-
tion was to use these findings to guide trauma-in-
formed developments in our pain management ser-
vice.

Methods

The Consolidated Criteria for Reporting Qualitative Re-
search (COREQ) reporting guidelines?? have been fol-
lowed in describing this service evaluation. However,
given that a reflexive thematic process was used, a cod-
ing trail rather than a coding tree has been reported
(Appendix).

Ethical Considerations

This was a service evaluation based on the Health Re-
search Authority’s decision tool, as it was designed to
judge current care and inform future improvements in
service delivery.? Therefore, the evaluation did not re-
quire research ethics approval. The service evaluation
was registered with the Trust’s audit database (no.
15282) prior to data collection. We adhered to ethical
principles in the conduct of this service evaluation. In
the informed consent process, individuals were made
aware that their participation was voluntary and would
not affect their care, and that their data would be se-
curely stored and anonymized. Each participant pro-
vided written informed consent prior to their inter-
view, including for the use of their anonymized
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guotations. To manage any potential distress, it was
communicated during the interview that participants
were free to choose to continue or to stop. Addition-
ally, the interviewers monitored participants’ well-be-
ing during the interviews and supported them to man-
age any distress, including signposting to their clinical
team in the service.

Design

A qualitative methodology with individual interviews
was used. This enabled in-depth exploration of experi-
ences of trauma-informed practice within the service.
A critical realist position underpinned the evaluation.
This assumes that whilst reality exists outside of one’s
perceptions and construction (ontological realism), un-
derstanding of reality is inevitably constructed from
one’s own subjective and sociocultural standpoint
(epistemological constructivism and relativism).?* This
position allowed for consideration of how individuals
gave meaning to their experiences, whilst recognising
the basis of these experiences in a shared reality.?* A
narrative medicine approach was used to gain a deeper
understanding of patients’ stories, ensuring the indi-
viduality of their voices.? This approach has been used
for people who have experienced trauma, allowing
them to tell their story and have the listener
acknowledge their suffering.?

Treatment

Treatment was delivered within a speciality pain ser-
vice that provides a three-week, residential, multidisci-
plinary ACT-based PMP. The programme aims to im-
prove quality of life with pain by targeting psychologi-
cal flexibility.?® It does not focus on strategies to control
pain. The programme consists of approximately 84
treatment hours (9:00am to 5:00pm, 4 days/week) and
involves group-delivered psychology, physiotherapy,
occupational therapy, and nursing sessions. The focus
is on increasing present-moment awareness; openness
towards difficult thoughts, feelings, and bodily sensa-
tions; and engagement with meaningful activities. This
is facilitated through reflective discussions involving
metaphors, opportunities to practice mindful move-
ments, experiential exercises, creative activities, and
values-based goal setting.

Treatment groups consist of approximately 10 pa-
tients, comprising a range of ages, genders, ethnicities,
pain presentations, and trauma experiences. The pro-
gramme does not specifically focus on processing trau-
matic experiences, although clinicians within the ser-
vice recognize that many people who complete the

programme have experiences of trauma. This has led
to an increasing focus on and reflection about trauma-
informed practice within the clinical team.

Participants

Ten patients were recruited from five PMPs. This sam-
ple size was chosen for practical reasons, because as a
service evaluation there were limited resources to ex-
pand recruitment. This sample size was similar to a pre-
vious qualitative study of experiences within an ACT-
based PMP.?” We aimed to include a sample with di-
verse perspectives in terms of demographics, post-
traumatic symptom severity, and treatment experi-
ences. This was monitored during recruitment, and the
decision to stop recruitment after 10 interviews was
made based on having captured this range of perspec-
tives. Based on recommendations for reflexive the-
matic analysis,?® data saturation was not used to deter-
mine sample size.

All patients were assessed for eligibility for the pro-
gramme by a psychologist/occupational therapist and
a physiotherapist. They had to be over 18 and living
with pain for more than six months, associated with
significant distress and/or disability. Participants also
had to be likely to benefit from the treatment, as indi-
cated by a willingness and ability to engage in an Eng-
lish-language group programme focused on improving
quality of life with pain. Those with severe and poorly
managed mental health problems (e.g. active psycho-
sis, suicidal intent), alcohol/substance misuse, moder-
ate to severe cognitive impairment, or inability to mo-
bilize independently, were excluded.

The inclusion/exclusion criteria for the residential PMP
and the service evaluation were the same. There were
no additional inclusion/exclusion criteria for the ser-
vice evaluation. Everyone engaging in the residential
programme during the time of the service evaluation
was invited to participate. Importantly, we aimed to re-
cruit those with and without trauma experiences be-
cause the focus was not on experiences of trauma, but
on all patients’ experiences of trauma-informed prac-
tice within the programme.

During the first week of the programme, groups were
informed by a member of the service evaluation team
verbally and with written information about the objec-
tives and process of the evaluation (Appendix A) and
given an information sheet and consent form. It was
highlighted that this was a service evaluation related to
trauma-informed practice focusing on individuals’

3



experiences within the PMP. Participants were in-
formed that no questions would be asked specifically
about individuals’ trauma experiences. Interested par-
ticipants informed their group clinical lead. After the
first five participants were recruited through conven-
ience sampling, purposive criterion sampling?® was
used to identify the remaining five to intentionally cap-
ture diversity in terms of age, gender, ethnicity, trauma
exposure, and PTSD symptom severity scores. Across
the five PMPs invited to participate, 26 patients de-
clined.

Data Collection

Ten individual semi-structured interviews were con-
ducted face-to-face by four team members (CJ, CL, PC
(qualified physiotherapists) and PJ (qualified psycholo-
gist)). To increase the likelihood that patients felt able
to speak openly about their treatment experiences, the
interviewer was a clinician who was outside their direct
treatment team. No prior relationship was established
between the interviewer and the participant. Nine in-
terviews were conducted during the final week of
treatment, and one took place at the end of week two
for practical reasons.

Participants were encouraged to share their percep-
tions of the care they received within the PMP and to
reflect on their experiences, negative and positive. The
interview schedule consisted of open-ended questions
and prompts exploring programme experiences based
on the trauma-informed principles. The interviewers
were clinicians. The lead author CJ received specialised
training through a 10-week online course in Narrative
Medicine at Columbia University. This curriculum cov-
ered qualitative enquiry, structured observation, and
ethnographically informed semi-structured interview-
ing. CJ shared foundational reading material with the
service evaluation team. The interview questions were
initially informed by the narrative principles on the
course, for example, by focusing on specific moments
within the PMP to elicit stories about patients’ jour-
neys. The questions were developed as a team and dis-
cussed as to how the interviewers could implement the
guide drawing on existing clinical interviewing skills. No
formal training for the other interviewers was under-
taken. We had regular team meetings to reflect on the
extent to which the interviews captured data relevant
to the evaluation aims and to ensure consistency
across interviewers. A member of the wider service
evaluation team who did not conduct any interviews
(WS) has experience conducting qualitative interviews
for research purposes. WS supported the team’s

reflections on the implementation of the interviews for
the service evaluation.

After the first two interviews, iterations to the schedule
were made based on feedback from participants and
the treatment team. Questions and prompts were re-
vised to be less direct about the trauma-informed prin-
ciples and phrased to focus more broadly on the partic-
ipant experience. This enabled the team to explore
how trauma-informed principles were discussed in re-
lation to patients’ narratives (Appendix B). Interviews
took place between September and December 2023,
each lasting between 35-50 minutes. They were audio
recorded, transcribed verbatim, anonymised, and se-
curely stored.

As part of the standard baseline assessment, patients
answered demographic questions. They also indicated
whether they had experienced a traumatic event, and
if so, completed the PTSD Symptom Checklist (PCL-
5)% for descriptive purposes. Participants provided
consent for baseline questionnaire data to be used to
provide context for the evaluation.

Data Analysis

A reflexive thematic analysis (RTA) framework3! was
used to analyse the data. Alongside the RTA, a narrative
analysis approach was also used to direct the analysis
towards patient narratives, enabling deeper insight
into the individuality and complexity of experiences.*?
The team viewed themselves as active in interpreting
and constructing meaning from the data and, there-
fore, recognize that the findings are shaped by their
values and perspectives. The team met regularly to re-
flect on how their different clinical perspectives shaped
data collection and analysis. Given the critical realist
and reflexive approach, the analyses focused on pro-
ducing shared and clinically useful patterns of meaning
from the data, rather than on identifying a singular
‘truth’.

Data analysis was guided by RTA principles.3! The first
step involved familiarisation with the data through sev-
eral readings of the transcripts and summarising to the
team. In the second step, team members applied de-
ductive codes based on trauma-informed care princi-
ples and generated inductive codes where the deduc-
tive codes did not adequately capture the data.?! De-
ductive coding was carried out using the principles of
safety, trustworthiness, choice, collaboration, empow-
erment, and cultural considerations® focusing on which
principles were mentioned, and their impact on the
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patient narrative. Inductive coding was carried out
alongside deductive coding using a narrative analysis
approach, looking through the lenses of language (pro-
nouns, pauses, repetition), context, and moments (sa-
lient, summative, evocative, essence capturing,
words/phrases).? Inductive codes were brought to-
gether with the deductive codes to allow more nu-
anced narratives to be identified within the data, such
as tracing experiences of the trauma-informed princi-
ples over time. See Appendix C for a coding trail.

Three team members manually coded the transcripts
using Microsoft Word, with CJ and PC both coding the
first two interviews in parallel. After coding the first
two interviews, the initial application of the deductive
and inductive codes was discussed and agreed
amongst the group, and the codes were entered into
an Excel file. These codes were applied to subsequent
interviews with new codes added as needed. The re-
maining interviews were coded individually (between
CJ, PC, and KK). In the third step, six team members reg-
ularly met to combine codes into themes based on sim-
ilar patterns of meaning. This process was iterative and
evolved through discussion. The team discussions
acted as a ‘reflection space’ moving between the cod-
ing sets and allowing deeper themes to be developed.
After initial coding, the analysis process was visual and
used spatial thematic mapping.3* By physically laying
out the deductive and inductive codes, the team as-
sembled patterns of meaning reflecting how trauma-
informed principles were intertwined with patient nar-
ratives across the dataset. At this stage, initial themes
were actively and collectively formed. Themes were re-
viewed in relation to the service evaluation aims. They
were then presented to the wider clinical team for
feedback and subsequently refined to ensure cohesive,
distinct, and clinically meaningful themes. This feed-
back process contributed to the evaluation team fur-
ther emphasizing competing needs and identities
within the treatment group. Finally, themes were
grouped into superordinate and subordinate themes.

During the introductory discussion when recruiting
(Appendix B) the team’s reasons for doing the service
evaluation (shared interest in creating a more trauma-
informed programme) were shared with the partici-
pants. The evaluation team consisted of female clini-
cians (qualified psychologists and physiotherapists), a
trainee, and clinical academics from psychology and
physiotherapy backgrounds. This composition creates
an interdisciplinary lens that favoured biopsychosocial
interpretations of patient experiences. All held values

about the importance of interdisciplinary, patient-cen-
tred, and trauma-informed pain care as defined by the
six principles. All team members worked within the ser-
vice and valued continual service improvements to op-
timize patients’ experience and outcomes. Therefore,
the team was committed to actively looking for evi-
dence within the data to highlight instances of poorer
adherence to the trauma-informed principles. None-
theless, we all have an identity as working within a ser-
vice that is internationally recognized and value
demonstrating the impact of the service. This may have
shaped our focus on positive instances of trauma-in-
formed care. The time-limited nature of the service is
something we are very conscious of as a team. This may
have shaped the interpretation of data and themes in
terms of time.

Results

The sample was comprised of mostly women (7/10,
70%) and had a mean age of 53.7 years (SD = 16.1,
range 19 — 80). Two (20%) patients identified as Asian,
one as Black (10%), one as mixed (10%), and six as
White (60%). Seven patients indicated that they had
experienced a traumatic event, with PCL scores ranging
from 6 to 70; four of these scored above the threshold
of 31 for ‘probable’ PTSD (range 31-70). One superor-
dinate theme and three connected themes were gen-
erated from the data (Figure 1).

Superordinate theme: Trauma-informed care is an
evolving, continuous process over time

The importance of time and timing was prominent
throughout the data and is woven through each of the
three themes. Treatment participants reflected on im-
portant time periods and processes before, during, and
after the programme. In this way, experiences of
trauma-informed care depended on the context and in-
dividual needs at various points in time. Time was a fac-
tor that shaped participant experiences of the pro-
gramme, from the unfolding process within “the bub-
ble”, to the programme being a moment in time within
the longer transformational journey of living with pain
in the future.

A key time-related concern was the importance of at-
tending the programme at the right time, particularly
considering the need to complete other psychological
therapy in preparation.

"before when | used to think back and talk about stuff
like that - | used to become very overwhelmed and
struggle quite badly (...) now [ feel I'm a lot better — |
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can talk...if | feel myself getting overwhelmed | can fo-
cus and calming myself down {(...) “If | hadn’t had a lot
of therapy before coming here, | think it would have
been a struggle.” —P10

Alongside this, participants discussed the impact of
having to wait a substantial length of time to access
treatment.

“I've been in pain for 15 years. And | waited on and off,
to argue to get on to this with doctors and la la, la, Ia,
la and I'm finally here.” —P4

Superordinate Theme:

Trauma-informed care is an evolving,
continuous process over time

v

\ 4

Theme 1:

Forming, expanding and
dissolving the “bubble”

v

Theme 2:

Balancing risks of distress with
opportunities to engage, learn
and transform

Theme 3:

Transformative self-narratives:
hindrance to agency

v

A\ 4

Subtheme 1a:
Creating the bubble

Subtheme 2a:

Threat of distress from
systems-level barriers to
inclusive healthcare

|

Subtheme 1b:

The threat of outside;
when the bubbile is limiting

Subtheme 2b:
Expanding the bubble by .
managing competing The threqt of clilstress held
needs and identities by individuals
Subtheme 1c: Subtheme 2c:

Collaborative learning
fosters safe risk-taking

Figure 1. Thematic map showing the superordinate theme of time woven through three connected themes.

Time was also discussed as a pressure in the context of
a time-limited programme, with the end feeling very
sudden despite being discussed throughout the pro-
gramme.

“I could have sat there for the whole 3 weeks and we
still wouldn't have had enough time.”
—-P1

In contrast, time was also a therapeutic factor as par-
ticipants noticed and reflected on how time positively
impacted their changing experiences over time.

“But the first weekend | went back, | was really unset-
tled...when | went back the second weekend, | felt bet-
ter mentally than the first weekend.” —P3

“it is at a slow pace. It's not a, you know, a ram, like ram
it down your throat pace, it's relaxed. There's time to
talk about it. Time to digest it, and you can ask ques-
tions if you don't understand" -P6

“so, then | just started to trust the process and actually,
was looking forward to coming back for the third week,
but like I've just said, it's just gone and it's virtually
gone. So, | think the third week it all gels. A lot of week
one, especially in week two, you’re thinking where is
this going, | don't really understand it, but the more
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time goes on. As it goes on. It seems to like today eve-
rything's gone Click, click, click, click, click, click, click
and it seems to all falling into place.” —P2

Theme 1 — Forming, expanding, and dissolving the “bub-
ble”

This theme captures patients’ experience of treatment
as a safe, protected environment that separates them
from their external life, and the challenges that this
presents during and after treatment.

Subtheme 1a — Creating the “bubble”

Alongside initial feelings of uncertainty, patients ex-
pressed how the treatment team made them feel safe
and welcome on arrival to the programme. They de-
scribed how the clinical environment was character-
ised by a lack of judgement and an emphasis on choice
and collaboration, which promoted a sense of belong-

ing.

“being here, the environment was very warm, welcom-
ing. So | felt like | had a space here. Like | belonged.” —
P8

During the PMP, the evolving patient group identity
strengthened the protection offered by the “bubble”.
Within the “bubble” of the group, patients felt they
could be uniquely understood by those who shared
their experiences with pain. This context enabled them
to reach a point of allowing vulnerability to be present
and seen.

“I thought it was safe here because everybody in the
room was going through the same thing, trying new
stuff. | wasn't being watched [...] we all understood
each other.” —P3

“At first, | was a bit shy to, you know, be myself around
everyone and | was a bit closed off and reserved, and |
think | felt the need to protect myself but [...] everyone
was showing me that it's OK to be myself and | not need
to hide away basically.” —P8

Patients came to view this space as an escape from the
“real world”, such that the “bubble” offered a retreat
from the weight of responsibility and judgement from
others they felt in “normal” life.

“Nothing's wrong here, and that's what's great because
nothing you do is wrong. | think here it might be a bit of
a bubble. And easy to not be in the real world” —P6

Subtheme 1b — Expanding the “bubble” by managing

competing needs and identities

For many, the protective “bubble” afforded by the co-
hesive group context was central to their journey
through treatment despite initial reservations about
group work. Patients frequently found safety and con-
nection within the group. At the same time, they re-
flected conflicting views regarding the boundaries of
sharing and listening in sessions and differences in the
relative contributions of group members. At times, pa-
tients felt some particularly distressing experiences
were not appropriate to share within the “bubble” and
threatened the foundation of safety.

"Some people have a voice, some have a bigger voice. |
have a medium voice, but...I think | do know when to
share and when to let somebody else share [...] the first
couple of days there was quite a lot of talk about not
being able to cope anymore, as if like suicidal thoughts.
And | honestly thought you've got a girl here. She's got,
you know, this removed and that removed and this re-
moved. Is that appropriate to be sharing that?” —P5

Whereas for other patients, the opportunity to share
freely and openly was important to establishing their
feelings of safety in the group, unaware that this may
have the opposite impact on their peers. To maintain
balance, there is a clear need for the treatment team
to remain in-touch with group dynamics and expecta-
tions to ensure safety of sharing distressing content for
all group members.

“How can we be helped if we're not allowed to talk?
And this is what we were allowed to do here, openly...It
was a nice surprise, we were allowed to open up and
say anything. And | think that's a big part of the holistic
therapy” —P3

Despite a general sense of a safety within the group,
several patients expressed instances of their individual
needs not being met. In particular, a patient with a
hearing impairment and another from a racially minor-
itized group questioned if more could be done to take
their needs into consideration and how this might have
altered their engagement with treatment.

“I was looking at all the practitioners that are here and
the staff members. None of them are people of colour,
unless I've seen wrong [...] | feel like if there was more
diversity, then it would feel more like comfortable being
in the space because there's you know, you can relate
to... to someone who is similar to you” —P8



“I've got hearing aids. And it means that in sort of social
groups where a number of people are speaking, it can
be quite difficult to follow and that slows one down, you
know. I didn't join in as much of the discussion as ideally
I would have liked to because you know I'm not quite
sure of everything that had been said and just whether
it was the appropriate moment to make my contribu-
tion.” —P9

Subtheme 1c — The threat of outside; when the “bubble”
is limiting

The safety and comfort of the bubble generated fear
about returning to “life outside” after the programme.
The programme was seen as an escape, and patients
felt uneasy about how they would cope when returning
to their “reality”.

“And I'm panicking because | think, “Oh my God we've
got to go home and there's gonna be the dogs and my
daughter, and doing the housework and all them things
are gonna start churning in.”” —P4

Despite their apprehension, patients also recognised
the need to burst the “bubble” and implement what
they’ve learned to meaningfully engage with life be-
yond the programme.

“I don't want it to end. None of us do so, whether it's a
bubble that we're in, where we know we're happy, safe,
secure and we're allowed to be. | think that is what it is.
What will it be like when you go out in the big real
world...I don't know how you could improve it, make it
longer, but then that's just keeping us in the bubble.” —
P6

Theme 2 — Balancing risks of distress with opportunities
to engage, learn, and transform

This theme recognises the risks of distress that can sur-
face when experimenting with the boundaries of safety
and comfort zones within treatment and how these are
mitigated across service, individual, and staff levels. It
captures the significance of safely allowing space for
distress as a therapeutic mechanism of change.

Subtheme 2a — Threat of distress from systems-level

barriers to inclusive healthcare

On a wider level, patients reflected on the challenges
of accessing healthcare, particularly for individuals
from ethnically minoritized groups. They recounted the
distress associated with their own journey to get onto
the programme and acknowledged that many people

still face obstacles which impede their access to pain
management.

“The majority of people who have chronic illnesses in
the South are black women, but they're not getting the
treatment that they need...I think not enough people of
colour get the opportunity to do programmes like this.”
—-P8

This created a risk that distress experienced during the
programme may be compounded by distress associ-
ated with patients’ journeys through the healthcare
system, alongside feelings of guilt and sadness held for
others still unable to access treatment.

Subtheme 2b — The threat of distress held by individuals
Patients expressed concerns regarding the risk of expe-
riencing emotional distress on the programme. Those
who recalled traumatic experiences felt worried about
the possible repercussions of confronting these
thoughts and memories about the past.

“I thought, ooh is this the right place where | should be
going because there was a big can of worms over there
that | thought I'd shut. I’d had therapy for it and I'd shut
and all of a sudden it went bang and hit me right in the
face.” —P4

Not only did it feel challenging to manage their own
emotional responses, but some patients also struggled
with sharing this emotional weight and hearing others’
distress.

“I take in everyone's emotions and feelings...don't know
how I'm going to be able to handle everyone's emotions
and everyone's feelings and experiences...l did go back
to my room in tears, and | just felt like | needed a break
because it's hard listening to other people's problems.”
—P8

However, there was also a recognition of the value of
self-disclosure, and this being supported by group
members.

“It took a lot of mental force to be able to sit there and
listen, but | think there was a lot of sharing as well
within the group, sharing of experiences and sharing of
emotions... It was good for me as well physically and
mentally to be able to do that.” —P7

“I was surprised and pleased that that people would
quite often refer to some point that I'd made...I had that
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sort of support and willingness, you know, to value the
contributions that that you're making.” —P9

Subtheme 2c — Collaborative learning fosters safe risk-
taking

The context of patients and clinicians working together
as one team fostered a trusting environment that al-
lowed for safe risk-taking. There was a recognition that
although this risk-taking might generate physical or
emotional discomfort, the treatment team was able to
support patients through this.

“Just the trust that she's there, if | get stuck or some-
thing, she's there, not to hold me, she wouldn't. She'd
give me the chair to support. Just to trust that that you
know I'm in the right place...It just gave me the confi-
dence to stretch myself, we did it a few times and today
this morning | managed to get on the floor without the
chair, but | needed the chair to get up. So I've learned
how to twist my knee and how to do it safely, So that's
a big thing.” —P3

“It wasn't that the professionals were just going ac-
cording to their plan, there was enough flexibility for
them to be able to go according to our plan, with what-
ever that may be.” —P7

Patients also felt they benefitted from the treatment
team’s encouragement to be autonomous in making
their own choices about how to experiment with and
engage in treatment-related activities.

“The choice is ours. How much we take part, how much
we open up, how much we tell people, it really is. And |
think in turn that actually helps us more.” —P6

Theme 3 — Transformative self-narratives: hindrance to
agency

In recognising changes within themselves, patients re-
flected a point of transformation. This process of
change had multiple catalysts, including empower-
ment through freedom of choice, a collaborative rela-
tionship with the treatment team, and acknowledge-
ment of the active role patients hold in their own trans-
formation.

“I recoiled from being put in a position to have a
voice...but now | have found a voice from somewhere.”
-P2

Patients saw their experience as a journey that will con-
tinue to evolve over time, in contrast to the initial view

of the programme as a “bubble” that ends with a harsh
return to reality. Instead of ruminating on feelings of
finality, they recognised that returning home was im-
portant to continue to put skills and knowledge into
practice.

“The point of this is, the last you know, last resort and
she said ‘no, think of it as the first, think of it as the be-
ginning’. And then | understood what she meant, be-
cause there's so many lessons to take from these three
weeks.” —P3

“I've learned on the course that you don’t have to do it,
straight from there, straight to there, it can be a jour-
ney rather than A to B” —P2

There was acknowledgement of the challenges they
will continue to face in adjusting to their condition, but
there was a move toward openly acknowledging these
difficult feelings and creating space for them.

“from an outside point of view, you'd be like quite
happy and content with that how far you have come
with certain thing...but you can still be frustrated that
you can’t put everything back together how it was.” —
P10

Discussion

This service evaluation explored patients’ perspectives
of how a multidisciplinary PMP aligns with principles of
trauma-informed practice. We identified a superordi-
nate theme describing trauma-informed care as an
evolving, continuous process over time. This superordi-
nate theme was woven through three other themes re-
lated to patients’ experience of the protective treat-
ment “bubble”; balancing distress with growth; and,
transformative self-narratives. This evaluation aligns
with a growing movement towards implementing
trauma-informed healthcare practices.> The findings
from this service evaluation have shaped further devel-
opments in training and clinical practice within our ser-
vice. While the current evaluation and subsequent
changes in practice are specific to our treatment con-
text, the results may enable reflection about trauma-
informed practices in other services.

The service evaluation indicated that the therapeutic
relationship was central to establishing a protective
treatment “bubble” that enabled safe risk-taking,
growth, and self-transformation. This aligns with re-
search showing that a strong therapeutic alliance, char-
acterized by a positive bond between patient and
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clinician and a shared sense of treatment goals and
tasks, is one of the biggest predictors of psychological
treatment outcomes.® These features of an effective
therapeutic alliance map onto the trauma-informed
principles of safety, collaboration, and trustworthi-
ness,’ which participants described in the current inter-
views. Therefore, across different treatment modali-
ties, formats and contexts, clinicians’ capacity to estab-
lish these qualities in their relationships with patients
may be key to trauma-informed pain care.

The relationship among treatment participants was
also an important part of the protective “bubble”. Alt-
hough PMPs are commonly group-based, relatively lim-
ited research has investigated group processes that fa-
cilitate optimal outcomes. Within the pain field, work
has focused on the effects of PMP group composition
in terms of demographic, pain, and psychosocial char-
acteristics.® 37 A recent review of qualitative studies
exploring patients’ perspective of attending group-
based PMPs identified the group experience as a core
treatment component.?’ Social psychology research
highlights the benefits of shared social identity and co-
hesion among treatment group members.3¥4° Taking
the current evaluation and previous research together,
establishing and maintaining effective group relation-
ships, characterized by shared understanding and be-
longing, appears foundational to trauma-informed
PMPs. While this may be particularly relevant within an
intensive residential programme, similar group rela-
tionships are likely to be important in outpatient pro-
grammes.

Themes two and three highlighted the importance of
balancing the risk of distress with safe risk-taking and
opportunities to grow and expand life beyond pain and
trauma. This reflects key aspects of workability within
ACT.** However, the balance of safety and growth is
particularly important in the current context given that
patients have different experiences of trauma within
the group. Therefore, specific attention to how ACT
strategies are applied in a trauma-informed way is
needed. In some cases, there may be relatively limited
information provided prior to delivering ACT-based ex-
ercises as the focus is on experiential learning.*> As a
result of this service evaluation, clinicians now endeav-
our, where possible, to more explicitly communicate
the purpose of these exercises to safely contain uncer-
tainty in a manner that still provides opportunities for
growth. This includes naming the function of experi-
encing uncertainty in the moment as an opportunity to
learn different, and possibly more helpful, responses.

To keep the space safe for individuals and the wider
group, it may be important to set boundaries for dis-
cussing experiences of trauma that can emerge follow-
ing ACT exercises. This includes an agreement to focus
on the impact of these experiences in the present-mo-
ment versus discussing the traumatic experiences in
detail. This has followed on from the service evalua-
tion, and the team continues to reflect on how to best
support the implementation of these boundaries.

There is emerging evidence that even low intensity ACT
can reduce distress among people who have experi-
enced trauma, even if it does not focus on processing
traumatic events.** However, where post-traumatic
stress symptoms are severe or poorly managed, other
trauma-focused psychological approaches***” may be
needed prior to or alongside a PMP. Research is
needed to understand how best to integrate pain man-
agement approaches with trauma-focused treatments
where needed.

The evaluation resulted in further developments within
our service. The process of discussing the evaluation
with the wider team identified training needs to in-
crease knowledge of trauma-informed care. This led to
the organization of a 1.5-day service-wide training led
by Traumascapes,*® a survivor-led charity that works to
improve understanding of trauma through art and sci-
ence. Following presentation of the service evaluation
findings to the clinical team, the team came together
to develop explicit service values, rooted in trauma-in-
formed principles. The service has a longstanding pa-
tient involvement group and the importance of engag-
ing with this group was reflected in the service values
that were developed. Indeed, patient involvement has
great potential to support continual service develop-
ments with respect to trauma-informed practice® and
pain care,”®>! and the focus on sharing power and col-
laboration is consistent with trauma-informed princi-
ples.® The evaluation results reinforced our commit-
ment to actively support the involvement of diverse pa-
tient partners in this process*>>2 and the group is com-
prised of people from a range of ethnic backgrounds,
genders, and ages. A draft of the service values was dis-
cussed with this patient involvement group and refined
following feedback (Appendix D). Clinicians have since
shared these values with treatment groups to further
support the development of the group agreement to
foster effective relationships. Where other services are
committed to providing trauma-informed care, they
may similarly benefit from developing explicit trauma-
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informed values that are specific to their treatment
context.

The service evaluation highlighted challenges in ensur-
ing effective relationships among treatment group par-
ticipants and that the group is safe for everyone. At the
start of the PMPs, clinicians ask group members to re-
flect on how they will work together effectively as part
of co-producing the group agreement. The refinement
of a key statement to guide this discussion, “We will
feel safer in this space if...” evolved from our under-
standing of safety from the service evaluation. Follow-
ing from the evaluation, there has been more explicit
discussion of diversity within the treatment group
alongside this. For example, during the discussion of
safety, there is now more prompting to think about this
specifically in relation to individual’s life experiences,
culture, identity, and/or learning needs. Group and in-
dividual safety are monitored throughout the pro-
gramme and clinicians can return to the trauma-in-
formed values when challenges arise, which can help
manage distressing group dynamics and competing
needs. Relatedly, the clinical team recognizes that
some people may feel marginalized within the group®
and may not feel able to raise specific needs in this for-
mat. Therefore, one-to-one discussions with patients
alongside the programme are also used to enable
treatment teams to review individuals’ feelings of
safety with respect to various aspects of trauma and
social identity. As a result of the service evaluation, the
team has committed to more routinely discussing eq-
uity, diversity, and inclusion across meetings, case for-
mulations, and in supervision. The aim of these discus-
sions is to support clinician reflexivity, cultural humility,
and anti-racism to ensure assumptions are not made
about individuals’ needs based on aspects of their so-
cial identities.>*>® Optimal management of conflicting
needs within the group is an ongoing challenge that we
continue to reflect on as a team.

The clinical team continues to think about how best to
implement our trauma-informed service values moving
forward to increase transparency, accountability, and
continual reflection. Ideas that are being developed to
this end include having trauma-informed values out-
lined in pre-assessment/programme information and
in material displayed throughout the department.
Based on the current evaluation, trauma-informed
practices need to be considered for all interactions
with the service over time, from referral and assess-
ment, to treatment and the point of discharge. There-
fore, it is important to ensure that wider experiences

within the services, including administrative proce-
dures, align with trauma-informed principles as much
as possible.

The process of conducting the service evaluation has
also led us to think more about the relevance of
trauma-informed principles for supporting the treat-
ment team’s well-being. Clinicians who are frequently
exposed to disclosures of traumatic events may expe-
rience vicarious trauma.>” They may also experience
moral injury®® when they repeatedly encounter sys-
tems-level factors that contribute to patients’ distress
for which they may have little influence (e.g., long wait
times, disjointed services). As a result, we continue to
think about how to optimize appropriate support, such
as through regular supervision and wider meetings, to
maintain the well-being of the team.

Several limitations of this evaluation must be consid-
ered. It was conducted in the context of an intensive
group-based, multidisciplinary ACT-based PMP. Alt-
hough there is learning relevant to other treatment
contexts, the findings were shaped by this specific con-
text. Interviews were conducted while patients were in
the second or third week of treatment. While this cap-
tures their real-time perspectives of treatment, this
evaluation is not able to speak to patients’ longer-term
experiences. Interviews with people at follow-up
would improve understanding of the service’s align-
ment with trauma-informed principles over time.

It is important to consider the impact of having clini-
cians within the service conduct the interviews. To mit-
igate social desirability bias, we ensured that no inter-
viewer was part of the participant’s direct clinical team
and the interview introduction encouraged partici-
pants to provide honest responses. Nevertheless, it is
plausible that participants provided more positive re-
sponses as they were aware that the interviewers were
part of the wider service team. Participants may have
felt less comfortable providing negative feedback given
the interviewers’ roles as clinicians.

The interviewed patients were diverse with respect to
gender, ethnicity, trauma history, and the severity of
post-traumatic stress. However, the views of people
who did not participate are not captured and their per-
spectives could have altered the findings. Relatedly, we
did not capture the experiences of people who were
not offered this treatment. This is particularly im-
portant given a previous audit found that approxi-
mately one third of patients assessed for a programme
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within our service are discharged following assess-
ment.* The presence of severe and poorly managed
‘psychosocial distress’, including trauma-related dis-
tress, was a common reason for exclusion from our ser-
vice. Therefore, we must acknowledge the extent to
which the service does not currently meet the needs of
this group. The fragmentation of pain and community
mental health services presents additional threats to
trauma-informed practices that truly appreciate indi-
viduals’ holistic care needs. Improved integration of
pain and mental health services may reduce the exac-
erbation of trauma-related distress when people are
excluded by design.*®

To conclude, this service evaluation highlights areas of
good practice with respect to trauma-informed care
within the delivery of an intensive multidisciplinary
PMP. The findings also provided directions for further
service developments that have enabled us to continue
to advance adherence to trauma-informed principles.
Ongoing reflexivity and meaningful engagement with
diverse patient partners have been essential to con-
tinue to optimize the delivery of trauma-informed pain
services.
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Appendix A: Initial information provided to potential service evaluation participants

We aim to deliver this 3-week programme in a specific way. In a way that although challenging and exploratory also
feels both collaborative and safe. A manner that is trustworthy, offers choice and empowerment and considers each
person’s cultural/diverse needs. As such we are hoping to deliver pain management care in a trauma-informed way,
one that adheres to these key principles.

We know that many of you and people living with and suffering with chronic pain, may have had very difficult life
experience. These may have contributed to, or impacted on the challenges you continue to face. This service evalua-
tion is not about delving into these experiences.

We are looking to hear your voice, your experiences, your stories about some of these aspects whilst being here on
this programme. We hope this might show us how we are doing as a service in providing trauma-informed care (from
your perspective), show us any gaps that are missing and changes that we can make in the future.

Would you be willing to share with us?

If you are willing, we would ask that you read and sign a consent form, or | can read this out to you if you prefer. This
would be to consent for a 45 min interview with myself, that is noted, and audio recorded. The audio would be deleted
immediately after being transcribed and any quotes from the interview used only with your consent.

If at any time you wish to stop the interview or feel uncomfortable that is of course totally your choice.

Appendix B: Interview Protocol (Iteration 6)
Welcome to interview:
e Introduce self and project
e Ensure confidentiality and privacy
e Tell interviewee that their views are important and why
e Ask permission for recording and writing notes
e Informal question to establish rapport i.e have you travelled far to the programme?

We are hoping to deliver pain management care in a trauma-informed manner. What we mean is adhering to the
principles of trauma-informed care: safety, trustworthiness, choice, collaboration, empowerment, and cultural con-
siderations.

We are seeking to consider emotional, psychological and social factors that impact you and other clients and hope to
learn about the circumstances that affect the care you receive here, by listening to your stories.

This service evaluation is not about delving into difficult past experiences. If at any time you feel uncomfortable and
wish to stop the interview that is of course totally your choice.

Q1l: How was it for you to come into this treatment space — the whole area, room, accommodations, environment,
group?
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Prompt: How did you feel you could relax, talk to people, be yourself, feel included?

Q2: I'm curious about your experiences on the programme. What was it like to be challenged to do something differ-
ent/new? Can you give an example?
Prompt: What did this feel like? What happened? Did you feel you had choice? What surprised you, if anything?

Q3: How do you feel you have been supported in making choices on the programme?
Prompt: Was there a time you felt you didn’t have a choice? Can you tell me about this? What was that like?

Q4: There is often a tension between ‘staying safe’ with where you are at and not triggering (i.e pain, emotions) versus
a willingness to face challenges and do things differently - how do you navigate new things, do things differently?
Prompt: What was that like? What helped, or helps you?

Q5: Learning new pain management skills can be really challenging. What are your ways to manage/cope?
Prompt: Were there things you didn’t want to do that you were encouraged to do that felt beneficial? What was that
like?

Q6: Can you tell me about a time on the programme that was emotionally difficult for you?

Prompt: How did it feel? How was it handled? What did you do? (How did you manage or navigate this?) What was
your perception of how you were supported? Were there any longer-term consequences i.e not electing to share/par-
ticipate?

Q7: What happens to you when you talk about/or hear others talk about distressing experiences in the PMP group?
Prompt: How did you feel listened to, valued, that your opinion mattered? Was there an effect/impact on you? (of
either speaking or hearing distress?)

Q8: I'm curious to know - when there’s the choice to share or not to share in sessions, what was that like for you?
Prompt: Sometimes there can be pressure to share or to stay silent, how was that for you?

Q9: We try to deliver programme to diverse groups, diverse cultures, ethnicities, genders, people with diverse needs
including language, how do you feel the programme considered your needs?

Prompt; With this in mind, how was your experience as an individual - with your identity, your background? - Was there
anything missing for you?

Exit / end questions: Is there anything else you feel we need to know? Is there anything important/significant that |
didn’t ask about or that you would like to share with me?

Are you ok? Are there any concerns? Are there any sections you would like removed from recording? Are you happy to
leave it there?
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Appendix C: Coding Trail

Coded Extract

Speaker 1

OK. And it sounds like this sense of welcoming, being given the choice and being supported

when you have made choices ... [interrupt]
Speaker 2
Nothing's wrong here, and that's what's great because nothing you ]

dois wrongl I mean, like, by what you talk about, things like that. sense of right and wrong

You're never nade to [feel bad about jourselfl Wrong. So yeah, jt's ] fe"l';:;"d‘mme“‘
VErYy encoura ging.| no judgement

sense of safety and freedom to be authentic
and honest with yourself and others

Reply

force language

Reply

no shame or guilt

Reply

empowerment

Reply

Excerpt from Interpretive Memo

“Nothing's wrong here, and that's what's great because nothing you do is wrong. | mean, like, by what you talk about,
things like that. You're never made to feel bad about yourself. Wrong. So yeah, it's very encouraging. “

- Asafe space where they don’t feel forced — sense of being in a bubble
- Is this beneficial or harmful if it is too safe/not like the real world?

- No judgement encourages trying new things and vulnerability
- Safety

Preliminary Theme - Safe Bubble vs. Unsupported Outside
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Experience of having needs nurtured

Welcoming

No shame or guilt

Safe Bubble vs.
Unsupported Out- Escape
side

Support is made visible +

Safe environment — “I belonged”

No pressure or judgement

Fear of maintaining skills after- The “Bubble” Worry of no continued support
wards afterwards
Final Theme

Theme 1 - Forming, expanding, and dissolving the “bubble”
Subtheme 1a— Creating the “bubble”
“Nothing's wrong here, and that's what's great because nothing you do is wrong.” -P6

“being here, the environment was very warm, welcoming. So | felt like | had a space here. Like | belonged.” —P8

Subtheme 1b — Expanding the “bubble” by managing competing needs and identities

"'Some people have a voice, some have a bigger voice” — P5

“I've got hearing aids. And it means that in sort of social groups where a number of people are speaking, it can be quite
difficult to follow and that slows one down, you know. I didn't join in as much of the discussion as ideally | would have
liked to because you know I'm not quite sure of everything that had been said and just whether it was the appropriate
moment to make my contribution.” —P9

Subtheme 1c — The threat of outside; when the “bubble” is limiting
“And I'm panicking because | think, “Oh my God we've got to go home and there's gonna be the dogs and my daughter,
and doing the housework and all them things are gonna start churning in.” —P4
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Appendix D: Current draft of service values developed following the service evaluation

We aim to create a space
where everyone feels
listened to, and where you
feel safe enough to face
challenges and explore
making changes.

People have different
needs for “safety”, and we
encourage you to share
yours with us.

COLLABORATION

You are an active
participant in your
treatment. The team is
working alongside you,
and we can learn from
each other.

We approach difficulties
within the group with
kindness and as an
opportunity to learn.

We are continually
working with former
programme participants
to improve our service.
Your feedback is
important.

CHOICE

We acknowledge that you
may have experienced a
lack of safety or control
over the course of your
pain journey.

Everything is an invitation.
It’s okay to say no.

We will invite you to
explore your choices with
curiosity.

EMPOWERMENT

We believe that you are
the expert in your
experience of pain.

We prioritize supporting
you to make decisions that
benefit your health and
wellbeing in the long-
term.

We want to build on the
strengths you already
have.

TRUSTWORTHINESS

We believe your
experience is real. Pain is a
complex mind-body
experience, and we do not
have all the answers.

As much as possible, we
will explain what we are
doing and why.

DIVERSITY, EQUITY,
INCLUSION

We recognize that injustice
exists. People experience
different burdens on top of
pain, including systemic
oppression and
discrimination.

People have different values
and beliefs. We aim to
navigate group work with
sensitivity and curiosity,
whilst also maintaining
safety.

We educate, advocate, and
participate in research to
change systems and
improve pain care for all
people with pain.

19



	Patients’ perceptions of a multidisciplinary pain management programme in relation to trauma-informed practice principles: a narrative-based qualitative service evaluation
	3BClair Jacobs1,2*, Madeleine Anderson1, Panayiota Chrysostomou1, Kezia Kadri1, Camille Leteurtre1, Patrycja Jakubiec1, Whitney Scott1,3
	Introduction
	Methods
	Ethical Considerations
	Design
	Treatment
	Participants
	Data Collection
	Data Analysis

	Results
	Superordinate theme: Trauma-informed care is an evolving, continuous process over time
	Theme 1 – Forming, expanding, and dissolving the “bubble”
	Subtheme 1a – Creating the “bubble”
	Subtheme 1b – Expanding the “bubble” by managing competing needs and identities
	Subtheme 1c – The threat of outside; when the “bubble” is limiting

	Theme 2 – Balancing risks of distress with opportunities to engage, learn, and transform
	Subtheme 2a – Threat of distress from systems-level barriers to inclusive healthcare
	Subtheme 2b – The threat of distress held by individuals
	Subtheme 2c – Collaborative learning fosters safe risk-taking

	Theme 3 – Transformative self-narratives: hindrance to agency

	Discussion
	Appendix A: Initial information provided to potential service evaluation participants
	Appendix B: Interview Protocol (Iteration 6)
	Appendix C: Coding Trail
	Coded Extract
	Excerpt from Interpretive Memo
	Preliminary Theme - Safe Bubble vs. Unsupported Outside
	Final Theme

	Appendix D: Current draft of service values developed following the service evaluation

