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Article

Abstract
Objective
This article, with patient and clinician authorship, has two parts. Part one describes the development of a co-produced 

solution-focused (SF) virtual Pain Management Programme (vPMP) in an NHS community setting during year one of the 

Covid-19 pandemic, using live video conferencing. Part two reports on a service evaluation exploring vPMP outcomes in the 

context of service aims and objectives.

Design  
17 patients with a range of chronic pain conditions completed 9-week multidisciplinary vPMPs from July 2020 - January 2021. 

Quantitative and qualitative data were collected. 

Results 

Statistically and clinically significant improvements in pre-post pain self-efficacy, mental well-being, and function, and 

significant statistical improvement in hope were found (despite no significant changes in pain intensity or interference), 

broadly consistent with the service’s face-to-face (f2f) PMP outcomes and with other studies. An in-house tool “iGro” captured 

personalised change, with patients reporting an increased sense of their ‘best hopes’ becoming actualised post-PMP. Thematic 

analysis identified four main themes; ‘Emotional Well-Being’, ‘Pain Management Solutions’, ‘Changed Attitude’ and ‘vPMP 

Access’. High levels of attendance and engagement were observed.

Conclusions
The practice-based design necessitates caution be exercised with interpretation and generalisability. Nonetheless, preliminary 

outcomes provide tentative evidence that this SF vPMP was an effective, accessible and meaningful remote intervention. 

Contributions of the paper
•	 A detailed description and evaluation of a real-world NHS practice based PMP (using video conferencing), with reference 

to clinical and service delivery considerations

•	 Co-production with expert patients throughout programme inception and delivery, and with patient authorship 

contributing to written paper

•	 Highlights psychologically informed solution-focused approaches, and how their use in a community pain management 

setting can enhance patient experience and engagement
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Delivering NHS Community Pain Service Pain Management Programmes during Covid 19 
via video conferencing: patient and clinician experiences and outcomes

Introduction
When the UK’s first Covid-19 lockdown was announced in 

March 2020, the typical, dominant f2f method of delivery 

for NHS Pain Management Programmes (PMP) was no 

longer feasible, creating a demand for remote forms of 

delivery. Although there were a handful of papers reporting 

on interactive VC-based vPMPs, eg[1], no agreed published 

guidance existed [2]. There was a clear clinical need for timely 

intervention, with Ecclestone et al [3] highlighting early 

on in the pandemic that “when people with chronic pain 

are denied assessment and treatment, their condition can 

worsen significantly; spontaneous recovery is rare” (section 

3). A vPMP offer for patients was therefore developed 

pragmatically, for efficient implementation.

The Community Pain Service (CPS) is a small team of multi-

disciplinary pain clinicians and expert patients. The team 

works to deliver care to a local population, offering one 

to one and group work, including PMP. The CPS takes a 

‘solution-focused’ approach to work with patients (from 

Solution Focused Brief Therapy); essentially being highly 

curious with people about what is important to them, what 

their hopes are and finding out what they know already that 

works, to utilise strengths (see [4] for further articulation of 

this approach in relation to community PMP delivery and 
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outcomes). Solution-focused work can be transformative, 

for the recipients of better practice and for practitioners; 

instead of trying to be ‘fixers’ they become ‘collaborators’ 

and walk alongside people, families and communities as they 

thrive. Solution-focused approaches are congruent with the 

current UK NHS Long Term Plan Personalised Care agenda, 

which outlines how personalised care gives people choice 

and control based on what matters to them, their strengths, 

needs and preferences. This NHS agenda also outlines how 

this system should aim to make the most of the expertise of 

people, families and communities in delivering better health 

and wellbeing outcomes and experiences.

This paper reflects on the development, experiences and 

outcomes of running a virtual group Pain Management 

Programme (vPMP) using synchronous video conferencing 

(VC) in a multidisciplinary NHS Community Pain Service (CPS) 

setting in the UK. Our best hopes, in the fast moving times of 

the Covid-19 2020-21 pandemic, were to record and share 

this clinical work, and to generate learning and discussion.

Part One: Development
Driven by a solution-focused approach, the service firstly 

explored what a “really great” vPMP might look like

 (Figure 1).
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Figure 1  What might a really great vPMP look like? Clinician and expert patient ‘best hopes’ 554 

  555 

• Enjoyable / effective / makes a difference 
• Focus on building wellbeing & function despite pain 
• Expert patients involved from start, to share expertise & build hope 
•  ‘Live’ interactive sessions, using video to build engagement, group identity, peer 

support, cognitive shift processes 
• Exercise facilitated in live group format 
• Creation of opportunities to emulate usual ‘tea-break talks’, allowing peer support 

aspects to flourish eg participant what’s app group (with consent), break periods 
• Feeling of gentle challenge, but also ‘safety’, as people are invited to take the leap that 

is not only PMP, but also relies on technology and virtual participation – eg extra time 
for introductory work built into assessment process, assessment via video link will 
enable technology skills practice and build confidence, clear governance processes – to 
be developed and shared with participants, extra staff help troubleshoot when needed, 
group exercise starts a few sessions in rather than be the first session, options for 1:1 
support if required during/after vPMP 

• Video platform will ideally enable the above hopes eg allows full view of all faces, allows 
break out rooms, easy / accessible to use 

• Built in time for reflection (clinicians and participants) to learn what works best, as the 
group evolves and progresses 

• Some use of pre-recorded presentations, if fits with the group wishes/needs 
• Regular sessions to help develop routine, behavioural change and habit formation 
• Consideration of demands of screen work in addition to the usual demands of PMP – eg 

sessions one hour 10mins maximum; break periods of 20-30 mins; mix the demands of 
each session eg ‘cognitive’ topic work followed by ‘physical’ exercise work  

• Use of solution-focused approaches to patient assessment and facilitation; to co-
construct the programme and uncover participant expertise 

• Easy, swift communication staff–participants; eg dedicated email account 
• F2f get together / follow up – if/when able to – and/or attention given to ways to 

maintain peer support and good habits, post vPMP 

 

Figure 1 What might a really great vPMP look like? Clinician and 554 expert patient ‘best hopes’
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The service’s expert patient group, Pain Clinic Plus, offered 

unique lived perspectives on potential patient experience, co-

developing the new vPMP with clinicians. Consideration was 

also given to what was already valued about the service’s f2f 

PMP. During the discussions and planning process, potential 

barriers and challenges arose, but essentially, curiosity was 

fostered about what might be possible, and a 9 week virtual 

programme was developed. Figure 2 provides an overview of 

the content / structure of the pilot vPMP, including live group 

exercise sessions as well as educative and talking therapy 

sessions.

The pilot vPMP was facilitated by the CPS multidisciplinary 

team (clinical psychologist, assistant psychologist, specialist 

physiotherapists, occupational therapist, pharmacist and 

GPwSI) and expert patients. Sessions were 3x per week for 

2 hours per session (including a 30 min break), for 9 weeks 

84 (including a ‘break’ week). Reflective practice work, 

participant feedback and outcome data were used to guide 

delivery throughout, and a solution-focused framework to 

group work was taken, which firmly places the patient in a 

position as expert on their life. Rather than rigid delivery of 

didactic topics, this process allowed sessions to flex around 

group needs and wishes. Participant expertise was noticed, 

valued and nurtured, with some sessions purely dedicated to 

this; other topic areas/sessions were based on modern pain 

science education, active self management strategies and 

exercise. Sharry [6] offers a useful explanation of SF group 

work; also see [4] for more about the Southport and Formby 

model for PMP.

Personalised patient hopes and changes were captured using 

a tailored tool – “iGro”[4](developed in-house) and based on 

solution-focused scaling principles [7], in line with the ethos 

of the service. Solution focused scaling invites participants 

to create and work towards a personalised, detailed picture 

of what ‘living well’, despite pain, might look like for them. 

Aspects of the life the individual can ‘grow’ or develop are 

measured, as opposed to seeking to measure symptoms 

of pain. SF scaling side steps some limitations found with 

more traditional symptom self report approaches. The latter 

can be limiting as they only serve to re-define problems (eg 
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aiming to feel less pain), rather than solutions, by default 

defining ‘improvement’ in a very narrow way (eg less pain) 

[8]. Pain self report measures are further limited in that 

they do not measure pain objectively (pain being unlike 

other medical indicators that can be more directly tested, eg 

blood sugar) [9]. Furthermore, it is widely held that drawing 

attention to pain can exacerbate the pain experience [10]; 

ie when focusing on (and therefore measuring) pain, pain is 

influenced. Instead of capturing pain itself, a more objective 

form of measurement would arguably therefore seek to 

capture, for example ‘what the person is doing now that they 

weren’t doing before’. This SF approach also helps to explore 

change more creatively, in a ‘top-down’ way, starting with 

what the person might want more of, rather than starting 

with a rating of the problem and hoping this diminishes [8].

As well as drawing on Solution-Focused Brief Therapy, content 

was also drawn from a wide range of therapeutic modalities 

including Acceptance and Commitment Therapy, Cognitive 

Behavioural Therapy, and Mindfulness and Compassion 

Focused work. Consideration was given throughout to ‘life 

after the programme’, with expert patients playing a key role 

in modelling hope, long term management and community 

connection. All participants received a manual that included 

all of the information considered in the sessions, as well 

as worksheets and links to further information regarding 

managing chronic pain.

Clinician observations and experiences of vPMP assessment 

and delivery

Clinicians described an initial sense of trepidation associated 

with the ‘new way of working’, but were able to notice 

personal video conferencing successes with family and 

friends, and transfer skills to the workplace. Concern was 

expressed regarding around how to best engender live and 

interactive delivery over a remote video link using MS Teams 

(the NHS Trust’s permitted platform). However, utilising 

SF approaches to structure group discussion stimulated 

meaningful interaction, despite software platform limitations, 

and clinicians described experiencing a sense of consolidarity 

and community; of hope; and of ownership and teamwork.

Time and extra facilitators were required to support from 

both a practical and technological perspective. A ‘behind 

the scenes’ instant method of communication/messaging 

for staff was also invaluable, with frequent MDT-liaison 

pivotal in relation to enhancing communication and building 

clinician confidence. vPMP assessment required more time 

than f2f methods, and delivery took longer; with additional 

time to ‘settle in’ required in early sessions to promote social 

connectedness.

Notable benefits

Virtual working in general during the Covid 19 pandemic led 

to communication and information sharing between staff 

and patients becoming easier and more instant. In line with 

NHS and governance guidance, clinicians could email patients 

from a dedicated account, and patients were able to email 

in pictures of materials, and complete outcome measures 

online. Further, use of internet resources and videos was easy 

and instant, and not dependent on physical equipment in a 

group room.

Further considerations

Initial MDT and wider professional networks discussion took 

place around the ethics, governance and responsibilities of 

delivering clinical care remotely. Example scenarios included 

the management of  significant patient distress and/or 

a significant physical health event; and the potential for 

behavioural avoidance. vPMP assessment work with patients 

considered potential scenarios and management plans were 

co-constructed, together with more general guidelines. The 

guidelines further considered aspects pertinent to VC work 

from home, including, for example, consent; screen set up 

(especially for group exercise); privacy and confidentiality. 

As with f2f group work, co-constructed ground rules proved 

useful.

Exploring patient preference was fundamental in terms of 

the virtual offer. A number of patients declined the offer, 

preferring to continue to wait for f2f PMP. Reasons for this 

appeared varied, eg not having or feeling confident with 

technology, not feeling able to dedicate the time due to 

childcare commitments during lockdown, or feeling that 

privacy at home would be an issue. Some simply appeared to 

prefer the more human aspect of f2f work. As the pandemic 

lengthened beyond many people’s expectations, the service 

found that some patients who previously declined virtual 

work went on to re-consider. For those for whom technology 

was a barrier, the service worked closely with a local third 

sector organisation who were working to enable people to 

use technology to better engage with their communities.

Patient experiences’ of pilot vPMP: a first person account by 

Susan England

I’d suffered for years with falls, painful sprains and torn 

tendons associated with joint hypermobility. Severe 

osteoarthritis in both knees and fibromyalgia caused further 

problems. Pain was often unbearable and dark clouds 

of depression constantly hovered. Prior to the COVID 19 

pandemic, my GP had referred me to the local NHS PMP. 
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As the pandemic took hold, hopes of a traditional PMP faded. 

By surprise, I was contacted about a new virtual PMP. It 

would be the inaugural programme in my local area. Constant 

pain and disturbed sleeping patterns had worsened and I 

sometimes cried all day. Once again I had hope.

I was contacted via phone and video link by various clinical 

disciplines to assess my hopes and suitability for the course. 

As it happened, I was enrolled in a virtual writing programme 

at the time, so technology didn’t frighten me. I was assured 

that there would be an option to go back on the waiting list 

for a traditional group if I found the virtual course wasn’t right 

for me. The compassion and attentiveness of the clinicians 

put me at ease, so I made the decision to enrol if a virtual 

place was offered. An invitation to the group followed, and I 

looked forward to learning about current pain management 

theory and techniques for coping with chronic pain, and to 

hearing from others who suffered chronic pain.

Erratic sleep patterns continued, so I welcomed the 

realisation I could roll out of bed, bleary-eyed in pyjamas and 

log onto virtual PMP. Later, I discovered the ‘normal’ PMP 

at clinic used to require patients to attend session 3 days a 

week. Not having a car, I would have either had to depend 

on often unreliable public transport or pay for taxis. Effort 

required to shower and dress expends an already limited 

energy supply. So, it’s doubtful I would have been able to fully 

participate in a conventional course.

Group members slowly developed a bond and formed a 

Whats App group amongst ourselves to joke, discuss health 

conditions and everyday life. vPMP sessions invited us to 

express what we wanted for ourselves and our lives, and we 

were encouraged to share our successes, however small. We 

were always treated respectfully by those leading the course 

and gradually I learned to accept  my chronic conditions and 

realise my chronic pain may never completely vanish. 

Regular exercise sessions were difficult in the beginning 

but over the weeks became easier. I noticed an increase in 

stamina and have continued to exercise after vPMP to keep 

myself as fit as possible over the winter. I’m better at pacing 

myself now and have been able to continue household chores  

and participate in hobbies I enjoy, and are meaningful to me, 

such as crafting. 

One year on, I continue to use mindfulness and exercise 

techniques learned on the course, as well as taking time to 

acknowledge progress I’ve made toward personal goals. I 

treasure the love and support of family and friends, and make 

an effort to regularly meet friends for coffee or a meal. I will 

be forever grateful for the tools and knowledge gained in the 

pilot vPMP.

Part 2: vPMP Service Evaluation
Aims and Objectives

The CPS aims to deliver effective, accessible care that helps 

patients to live well despite pain and to make changes that 

are meaningful for them. The service was keen to evaluate 

whether the vPMP would deliver these service aims, and 

also whether vPMP outcomes would be comparative to 

previous face to face PMP outcomes. Specifically, the service 

evaluation objectives were a) to find out the difference vPMP 

made to patients’ self efficacy, wellbeing, pain, function and 

hopes and b) explore patients’ experiences of vPMP from 

their perspective. Given the paucity of published evidence 

in the vPMP field, the hope was to present the findings to a 

wider audience.

Method
Participants

Eight patients with a variety of chronic pain conditions 

started the 9-week pilot vPMP (July-September 2020). One 

patient from the cohort discontinued at week 2 for health 

reasons, and was not included in the analysis. A further 10 

patients started and completed the next vPMP (November 

2020-January 2021). The drop out rate was therefore 

5.5%, with 95% of participants starting and completing the 

programmes. Data were analysed from a total sample of 

17 (12 females and 5 males), who all attended at least 75% 

of the total vPMP sessions. Patients were diagnosed with a 

variety of chronic pain conditions (NB multi-morbidities were 

not excluded) and ages ranged from 24 to 75 years (mean = 

49 years). All patients had lived with chronic pain for many 

years.

The work was defined as service evaluation according to the 

NHS Health Research Authority decision tool (participants 

were not randomised to different groups, the evaluation 

protocol did not demand a change in treatment/care and 

the findings were not designed to be generalisable or 

transferable).

Approval for the data to be used for the purposes of a 

service evaluation was obtained in July 2020 from Lancashire 

and South Cumbria NHS Foundation Trust Research and 

Development Team (ID 165). Participants were given 

information about how, with their consent, their anonymised 

data would be used for the purposes of service evaluation 

and possible publication. Participants were made aware 

that participation in service evaluation was voluntary, that 
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they would experience the same delivery of service either 

way, and that they could withdraw their consent at any time 

during the programme without adverse consequences.

Design

The service evaluation used mixed methods. Alongside 

standardised pre-post quantitative measures, a personally 

tailored measure of growth (based on patient ‘best hopes’) 

developed by the service - “iGro”[4] was administered. 

Additionally, qualitative evaluation enabled a more in-depth 

exploration of participants’ experiences of vPMP and its 

impact, drawing on data from patient completed pre and 

post experience questionnaires, and from notes made of 

verbal descriptions of patient experiences during an optional 

feedback session at week 6. The synthesis of the two sections 

of the study was undertaken at the time of interpretation of 

the results.

Standardised Outcome Measures

Outcome measures were digitised and completed by patients 

prior to the start of the programme, and at week 9 of the 

vPMP. The measures are used as standard practice in the 

service and in other pain and long term condition services 

and are considered to explore the range of domains pain 

management programmes generally hope to influence. 

Measures included: Pain Self-Efficacy Questionnaire (PSEQ) 

[11], Short Warwick–Edinburgh Mental Well-being Scale 

(SWEMWBS) [12], Brief Pain Inventory (BPI) [13], Sit-to-

Stand Test (STST) [14]. The properties of and rationale for 

using these 251 measures is described in [4]. In addition, the 

6-item State Hope Scale (SHS) [15] was administered to the 

second cohort as a valid self-report measure of goal-directed 

thinking, with higher scores representing higher hope levels. 

The outcome measure battery invited participants to check 

a box if they consented to the use of their data for the 

purposes of published service evaluation write ups, with all 

consenting.

iGro

The iGro is displayed as a star - a series of five 0-10cm 

visual analogue scales (VAS). The tool views the  user as the 

expert on their own life; each scale is labelled by the patient 

according to the specific area of their life they wish to focus 

on and develop – their ‘best hopes’. Hopes are defined in 

terms of the presence of something, rather than an absence, 

with 0 representing their perception of “things at their worst” 

and 10 representing “things at their best despite pain”. 

Examples provided by patients in this evaluation included 

‘building confidence’, ‘doing ballet’, ‘wrist strengthening’, 

‘building friendships’ and ‘engaging with hobbies’. Patients 

rated themselves at the beginning, mid-way and end of the 

vPMP.

Qualitative Data

From the start of the vPMP and throughout the programme, 

using SF principles patients were encouraged to think about 

and notice meaningful change for them eg “what have you 

been pleased to notice?”, as part of their participation in 

the programme. At week 6, patients’ views about the virtual 

programme were explored through an optional, dedicated 

group discussion (n=17). Participants were made aware 

that participation was possible even if they did not wish 

their comments to be used as part of a written evaluation. 

All participants consented to the use of their anonymised 

comments for the purposes of written service evaluation and 

publication. In addition,  anonymised qualitative comments 

that participants (n=17) attributed to their vPMP experience 

were collected electronically by survey at the time points 

of week 4 (mid-programme) and at the final session of the 

programme, along with the standardised outcome measures. 

The qualitative survey invited participants to check a box if 

they consented to the use of anonymised comments for the 

purposes of published service evaluation write ups, with 

all consenting. In the survey and group discussion session 

open questions explored what was useful and good about 

the programme, as well as what was difficult, and what 

more useful would look like. Questions were also asked 

about the difference the programme was making to the 

person, inviting them to share any changes in themselves 

and their life. All data were collected prior to analysis by FP 

(Assistant Psychologist on the programme), who thematically 

analysed responses according to a six-stage process [16]. 

Themes were then discussed with RS and checked by SE (a 

vPMP participant). Thematic analysis was considered to be 

an appropriate analysis due to its flexibility and theoretical 

freedom to give an exploratory account of the data [16].

Results
Standardised Outcomes

Excel 2016 was used for handling and analysing the data; 

data were normally distributed. A series of two-tailed, paired 

sample t-tests investigated mean differences between pre-

vPMP and post-vPMP data for measures of pain self-efficacy, 

mental well-being, pain intensity, pain interference, function 

and hope. Table 1 displays the means and p-values for data 

from each outcome measure pre and post- vPMP. Statistically 

significant differences were found for self-efficacy, mental 

well-being, function and hope.
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Clinical Significance

On the PSEQ, previous research has reported an 

improvement of 9 points as a minimal important clinical 

difference (MCID) [17]. The results, therefore, show clinically 

significant meaningful change post vPMP. The MCID of the 

SWEMWBS has been estimated at between one and three 

points difference [18]; using this estimate, vPMP means show 

clinically significant change. Using a categorical approach 

derived from UK population samples, the SWEMWBS data 

suggests participants moved from the “Low Wellbeing” 

category up to “Average Wellbeing”. On the BPI Pain Intensity 

scales measuring ‘worst’, ‘least’ and ‘average’ self-reported 

pain scores, clinically significant improvement has been 

considered to be any change of two points or more [19], 

and in line with the statistically significant findings, clinically 

significant change was not found for the BPI data in this 

evaluation. Minimal detectable change score for the 1-minute 

STST is described in the literature as an increase of four or 

more sit-to-stand repetitions [20]. Table 1 shows this minimal 

detectable change post-vPMP. The authors are unable to 

identify guidance to ascertain the MCID for the SHS.

Missing Data

N values vary between the measures for several reasons. The 

SHS was only administered to the second cohort, as it is a 

new addition to the service’s battery of PMP measures. The 

reality of busy clinical practice, especially at the start of the 

pandemic with new ways of working, meant that STS data 

was only recorded for one patient in the first cohort (the 

assessment process was then improved and prompted better 

data collection for the second cohort).

iGro

16 participants fully completed the iGro, identifying 79 

‘best hopes’ (usually 5 per person); 70 of which showed 

growth from week 1 to week 9 (indicating a sense of greater 

closeness/progression to one’s best hopes), 3 decreased and 

6 remained the same. 14 out of 16 participants showed an 

increase in closeness to all or 4 out of 5 of their identified 5 

best hopes by week 9. The remaining 2 participants showed 

a mixed picture of increased closeness in 3 of their 5 areas, 

with one patient identifying 1 maintenance and 1 decrease; 

and another patient showing 2 decreases. 

As yet unpublished data gathered by the service offers a 

correlational analysis on iGro data gathered from f2f PMPs 

in the same service. This indicated that positive changes on 

the iGro were significantly  associated with improvements on 

PSEQ, WEMWBS and STS, suggesting that increased feelings 

of closeness to ‘best hopes’ may be associated with increased 

mental wellbeing, self-efficacy and function.

Qualitative Reports

Four main themes were identified from the analysis, each of 

which incorporated four subthemes (Figure 3). Supportive 

quotes are provided for each theme. The analysis was 

iterative and led by the data, and no attempt was made to 

impose a theoretical model on the data. 26 
 

Table 1  Mean changes in self-efficacy, mental well-being, worst and average pain, pain interference, 559 
function and hope from baseline (pre-vPMP) to week 9 (post-vPMP) 560 
 561 
Measure    n  Pre-vPMP  Post vPMP  p-value  Effect size 562 
 563 

PSEQ [0-60] 17 16.8  26.0***  0.004**  0.72 564 

SWEMBS [7-35] metric 17 17.4  20.3***  0.005**  1.13 565 

BPI  worst pain [0-10] 17 6.9  6.1  0.07  0.54 566 

BPI average pain [0-10] 17 5.7  5.2  0.13  0.31 567 

BPI interference [0-10] 17 6.8  6.2  0.22  0.38 568 

STST   11 13.7  19.0***  0.014*  0.71 569 

SHS   9 22.1  34.5  <0.001** 1.424 570 

 571 

vPMP: virtual pain management programme; PSEQ: Pain Self-Efficacy Questionnaire;  572 
SWEMWBS: Short Warwick-Edinburgh Mental Well-being Scale; BPI: Brief Pain Inventory;  573 
STST: sit-to-stand test; SHS: State Hope Scale; MCID: minimal important clinical difference. 574 
*Significant at .05; **significant at .01; ***MCID met (nb no guidance available to ascertain SHS MCID). 575 

 576 
  577 
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Theme 1: ‘Emotional Well-Being’ captures participants’ 

reporting mainly increased positive emotions such as 

happiness, enthusiasm and hopefulness despite still 

experiencing chronic pain and at times difficult emotions. 

For example, when invited to reflect on what has changed 

through doing the programme, one participant commented, 

“I am more positive about doing things I used to, recognising 

that I am living with my worst fear of being less able but still 

getting through because of what the programme has taught 

me and I am more hopeful about life in general”. When 

reflecting on the group aspects of the programme, comparing 

experiences with other people with pain appeared to 

generate further emotions for some, with another participant 

commenting, “I feel guilty because it seems like other people 

are suffering with more pain than me”. For this person, 

however, this also seemed to lead to an appreciation of their 

own capability (see also theme 3).

Theme 2: ‘Pain Management Solutions’ captures participants’ 

actively self-managing chronic pain through the development 

of physical, psychological and practical skills on the 

programme. Most of the participants described trialling 

management strategies that were new to them, including 

pacing, mindful living, flare-up management and exercise, 

often reflecting on improved function: “Flare-ups are less 

debilitating now and I am doing more even on the bad days”. 

Another participant said, “I am doing more and pacing myself 

which is something my husband has also noticed, and making 

progress with 23 years of decluttering in my home”. Related 

to these changes, participants appeared to feel more in 

control of their life and pain: “I have noticed I am able to cope 

better since I have been doing more exercise and mindfulness 

which is something new for me”. 

Theme 3: ‘Changed Attitude’ captures many participants’ 

describing being more accepting and compassionate 

towards their pain experiences. In particular, participants 

reported responding to themselves with greater kindness 

and patience, during circumstances beyond their control. 

One participant commented, “I am able to bring kindness 

to approaching myself, a growing sense of acceptance in 

allowing the pain to join my party and it being okay that it is 

there simply because it is, rather than fighting and getting 

caught up in a struggle with it”. Participants also described 

how they were better able to notice and value aspects of 

themselves (for example, their qualities, roles) in the context 

of earlier perceived inadequacies, with another participant 

commenting, “I feel less of a burden and more of a father”.

Theme 4: ‘vPMP Access’ captures participants’ experiences 

of using a virtual platform to access a pain management 

programme. Several participants acknowledged being 

able to circumvent travel, employment commitments and 

financial implications as a result of the virtual programme. In 

particular, access to a virtual programme during a national 

lockdown appeared to ensure that participants had access 

to local peer support which was recognised and valued 

throughout the programme; some participants further paired 

up for walks when lockdowns permitted. One participant 

said, “We are all walking our own path but we have been 

27 
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united in our struggles. We have helped each other out in 

one way or another. I now know I am not alone and not going 

mad and that the pain is real”. However, technical problems 

with Microsoft Teams were described as an obstacle by some 

participants, with one person saying, “Most of the difficulties 

have had to do with the issues with MS Teams. I wish the 

platform hadn’t been so temperamental”.

Discussion
This service evaluation suggests that in delivering vPMP, the 

Community Pain Service has met service aims and objectives 

in providing effective, accessible care that helps patients to 

live well despite pain, and make changes that are meaningful 

for them. In line with existing evaluation work examining 

f2f PMPs facilitated by the CPS[4], statistically significant 

improvements were found in patient self efficacy, mental 

wellbeing, physical function, and in hope (with clinically 

significant change also identified in the first three domains), 

despite no statistical / clinical change in pain intensity or 

interference. These findings are supported by qualitative 

patient reported improvements in psychological wellbeing, 

cognitions and affect, self-management skills, and activity and 

functioning, as well as progress towards personal hopes and 

goals reported via the iGro. This is very much in line with the 

aim of PMPs, ie to “shift the clinical agenda away from pain 

control, toward… allow<ing> individuals to function and live 

well in the face of ongoing pain” [19] (p. 5). 

Furthermore, vPMP participants reported benefit in having 

control and choice over their energy expenditure and an 

increased ability to pace that is not typically afforded with f2f 

clinic attendance, consistent with the NHS ‘personalised care’ 

agenda [5] and particularly relevant in the context of pain self 

management. Virtual delivery enabled timely peer support 

during the pandemic; and as reported in previous work 

[4], delivery to a cohort based in a local community better-

enabled people to make long standing connections with 

others living locally with chronic pain. Anecdotally, patients 

also reported greater confidence in accessing other virtual 

initiatives after vPMP.

Local outcomes in the context of wider findings

vPMP outcomes appear to align with existing research in 

the area of wellbeing and pain, for example  Iddon et al [22] 

reported that in a UK persistent pain population, higher levels 

of wellbeing were predicted by greater levels of positive goal 

engagement (that is, the extent to which one can identify 

and pursue meaningful personal goals), and presented 

tentative evidence for the protective or ‘buffering’ role of 

positive goal engagement in enabling individuals with chronic 

pain to maintain a sense of mental well-being. Hopefulness 

research indicates that hope is related to optimism, self-

efficacy, problem solving, life satisfaction, quality of life and 

future orientation [15]. Optimism and hope are related to 

adjustment in individuals with chronic pain [23].

The lack of significant change in BPI rated pain interference 

/ intensity on vPMP is also in line with the recent findings 

of the NICE NG193 intervention evidence review for PMPs 

delivered in outpatient/community settings [24]. In terms of 

the 18 NICE-included mixed chronic pain population clinical 

studies, for post PMP outcomes (vs usual care) no clinically 

important difference was found for physical function, 

psychological distress, pain interference, and pain reduction. 

Clinically important benefit was found for quality of life and 

for 4 out of 5 studies which looked at self efficacy. With  

regards pain self efficacy, the NICE review analysed PSEQ 

data from 4 studies (n=271), calculating mean self efficacy in 

control groups as 32.26, increasing to 38.37 in intervention 

groups. The mean self efficacy (16.8) in the pre-vPMP cohorts 

reported in this service evaluation was much lower than the 

control groups in the NICE review, possibly suggesting a more 

vulnerable starting cohort (although it must be emphasised 

that this data set has significant limitations, as discussed 

below).

The high attendance rates and engagement of patients on the 

vPMPs seems noteworthy (drop out rate for vPMP was a very 

low 5.5%) . For comparison, Oosterhaven et al [25] conducted 

a systematic review on dropout in patients with chronic 

musculoskeletal pain in interdisciplinary pain management 

settings and found reported dropout rates varied widely, 

ranging from 10-51%. Careful consideration was given to 

maximising engagement when developing the vPMP, with 

various strategies being employed, including careful initial 

exploration of patient ‘best hopes’ to ensure a good ‘fit’ 

with PMP aims, solution-focused co-development before 

and during the programme, expert patients modelling hope 

and live interaction to help to build social connection and 

engagement (with it being recognised that ‘group process’ 

can be a powerful aspect of PMP [26]). It is beyond the scope 

of this evaluation to definitively ascertain the reasons for high 

engagement, but taking into account patient and clinician 

feedback, it seems likely that all of these strategies helped 

maximise engagement and success. Consistent with this 

reflection, other researchers exploring patient experiences 

of PMPs, eg Roach [27] suggest that relationships between 

group members and between members and staff, and time 

allowed to give patient feedback can be all important to the 

success of programmes. Roach also suggests that outcomes 

should be defined not only in terms of clinical outcomes but 

also in terms of what is important to the patient.
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Methodological limitations and considerations

The findings and observations must be tempered however by 

the significant limitations to the vPMP dataset and analysis. 

The vPMPs were delivered in a relatively unusual context of 

ever changing external circumstances due to the pandemic, 

with no control group, and the data is practice based and 

small scale by nature of the newness of this initiative. Time 

and resource limitations allowed only for brief thematic 

analysis, rather than more extensive qualitative study. The 

evaluation did not control for social desirability bias as the 

clinicians who facilitated vPMP also collected and analysed 

the quantitative and qualitative data, and authored the 

work. It could be argued that participants may have wished 

to please the clinicians. Likewise, clinicians may have been 

invested in demonstrating a successful service, and may have 

been biased by their impressions of participants prior to and 

during the programme. Participants’ behaviour may have 

been influenced through their awareness of being observed 

and the work being a pilot project. Whilst awareness and 

reflection were brought to these issues during the project, it 

remains that all of these factors reduce internal and external 

validity.

The outcomes from the small scale evaluation reported in 

this paper would seem to compare favourably in relation to 

the NICE findings; however it must be acknowledged that in 

no way would this small, practice based evaluation meet the 

rigours of NICE inclusion criteria, making it difficult to draw 

meaningful comparison. 

Clinical and research implications

The ecological validity of this paper lends itself to offering 

clinical implications to consider in future practice. In the 

experience of the service, co-production with people with 

lived experience has been an informative and effective 

process. Despite some technical frustrations at times (for 

all parties!), vPMP has enabled greater patient accessibility 

to PMP intervention. In addition to future f2f offers, vPMP 

will enable greater reach into the community for those 

unable or unwilling to attend a community clinic. Although 

virtual assessment processes were found to take longer than 

f2f work and required greater admin support; there were 

further clear advantages for the provider too, for example 

reduced need for clinical space. Future research might 

explore engagement and processes in further depth, to better 

understand the excellent low attrition rate.

Conclusion
vPMP allowed a level of service delivery to be possible at a 

time when virtual working was the only method available. 

Akin with many other NHS services who swiftly developed 

virtual offers during the Covid-19 pandemic, the authors 

conclude that a legacy of greater patient choice will, and 

indeed should, remain. Whilst not without challenges, 

tentative findings suggest that vPMP offers a workable 

remote intervention for patients with chronic pain who are 

able to (and wish to) access the appropriate technology. 

Live video conferencing allows human interaction and 

engagement, and a solution-focused approach (focusing on 

hopes and strengths) has appeared to lend itself nicely (and 

safely) to remote working. Despite no change in pain intensity 

/ interference following vPMP, psychosocial wellbeing 

constructs and physical functioning appear to have shown 

improvement. More data is required before wider conclusions 

can be drawn regards effectiveness.
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