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Abstract
The purpose of this study was to elucidate participant experiences with a way to use pain
assessment as a tool in vocational rehabilitation and see if the process is perceived to be important for the rehabilitation process in a four-week lasting rehabilitation back to work program
for people with chronic pain, mental illness and fatigue symptoms. Design: A qualitative study.
Purposeful typical case sampling. Semi-structured qualitative interviews with rehabilitation back
to work participants were thematic content analyzed. Setting: Interviews at the end of the 4th week
of rehabilitation took place at a Rehabilitation Center in Central Norway. Subjects: Six women and
four men aged 23 to 57 years, suffering from chronic pain and mild mental illness symptoms. Main
outcome measure: This paper describes the participants’ experiences with pain mapping in backto-work rehabilitation, used as a tool in a rehabilitation model for people suffering from chronic
pain and mild mental illness. Results: The main topic was “empowered to insights”. The results
illustrate a process where mapping tools were experienced relevant in the process of growing
discovery of pain and ways of pain management. Pain assessment as a joint aid for both themselves
and the staff provided a clearer pain understanding. Conclusion: Mapping as own activity, and cooperation with supportive personnel showing respect for patients’ own experiences, may promote
empowerment, and further motivate own efforts and progress of the rehabilitation process.
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1. Introduction
The article deals with a study of participants’ experiences when using pain assessment as a tool in back-to-work
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rehabilitation called Responsibility for Self-Mastery (AFEM) [1] for people on sick leave who have compound
problems, such as chronic pain, musculoskeletal disorders, psychological distress, and signs of fatigue. AFEM is
a comprehensive four-week lasting psychosocial and psycho-educative rehabilitation back to work program in
Central Norway [2]. The model includes pain assessment and total appraisements based on the International
Classification of Functioning, Disability and Health model (ICF) [3]. Based on this health understanding, participants’ pain experiences can be understood as complex, with links between biological, psychological, and social aspects of the experience [4] [5]. According to an agreement with The Central Norway Regional Health
Authority, the AFEM rehabilitation model from 2007 is used as a specialist health measure for people on sick
leave in Mid-Norway [6].
A comprehensive pain assessment can be used in biomedical and psychosocial domains [7]. In the assessment
of chronic musculoskeletal pain, quantitative tools [8] and health-related quality of life instruments [9] can be
used, since pain may affect quality of life [10]. The pain phenomenon can be understood as personal experience,
and consequently only the person experiencing pain may fully assess the pain character and intensity. Therefore,
self-reporting is seen as valid pain assessment [11].
Rehabilitation for workers with musculoskeletal pain have shown improvement in participants’ employability
and job performance through their development of pain self-efficacy [12]. From an empowerment perspective
[13], self-reporting and pain assessment instruments may both strengthen the patient involvement and his/her
pain self-efficacy. The patient’s perception of involvement and control are key components of empowerment in
rehabilitation [14]. Wikman and Fältholm [15] studied patient empowerment and found that support from health
professionals was of significance for the patients’ involvement in their rehabilitation.
Experience creates expectations, and our expectations are important for what we perceive [16]. Lillrank [17]
found that women with chronic pain had the experience that some doctors did not take subjective pain seriously
when diagnosing chronic pain. Other studies, however, have shown the positive and supportive attitudes of
health professionals [15] [18] [19]. A study conducted by Coutu et al. [20] showed that being met with positive
attitudes led to a changed way of thinking about pain [20]. This may show that professionals’ communication of
attitudes may have an impact on how patients perceive the world [16] [21] and own pain. Expectations and
thoughts concerning pain appear to have an impact on perception of pain. In anticipation of pain, one can easily
perceive something painful. For the chronically ill, the perspectives “illness-in-foreground” and “wellness-inforeground” may have specific functions in the person’s world [22] [23]. A life with chronic ailments can be an
ongoing and changing process, where the focus is mainly on pain rather than on well-being. Is it, in that case,
possible to turn over the perspective? Does the pain assessment further pain focus, or vice versa—does it put
painful focus in the background, and focus on what brings well-being in life? How pain is focused, and how are
the pain assessment activities experienced in the context of AFEM back-to-work rehabilitation?
Little has been studied about participant experiences of the pain assessment in vocational rehabilitation; nothing has been studied in the AFEM rehabilitation arena. Experience-based knowledge about pain assessment may
be important for further development and use of assessment in rehabilitation for individuals with chronic pain.
The purpose of this study was to elucidate participant experiences with a way to use pain assessment as a tool in
vocational rehabilitation and see if the process is perceived to be important for the rehabilitation process.

2. Method
The study had a qualitative descriptive and interpretive design, with individual interviews about the informants’
experiences of pain assessment in the rehabilitation process. Analyses of interview data were done by content
analysis in order to integrate narrative information in relation to key concepts and themes [24]. The research
team had experience as researchers and as nurses in various areas of health care, including rehabilitation, chronic pain, and mental health care.
Pain Assessment used in AFEM rehabilitation
Pain assessment was carried out at three different times: before the person came to rehabilitation, in the first
week, and in the last week (week 4) of the rehabilitation program. Assessment of pain was carried out using the
SF-36 Health Survey (two questions of pain) [10], and the Brief Pain Inventory [25].
The SF-36 Health Survey, SF-36 [10] [26] [27] is a health and quality of life assessment tool with indexes of
physical functioning, bodily pain, general health, physical vitality, social and emotional functioning, and mental
health. One question was about bodily pain and one about how bodily pain affect every day work and activities.
Responses are based on a Likert scale.
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Brief Pain Intervention [25] identifies pain, pain intensity, daily variation, and how pain affects the patient’s
functioning in relation to daily life. The form has one input issue that maps whether or not the patient has pain.
The form includes a body map where the participant marks the pain areas on the body. Questions concerning
daily variation and impact of pain on the patient’s functional level is relative to the last 24 hours. All variables
scored are by means of an 11-point numeric scale. Participants may fill out these forms without any help from
the staff.
Sample and sampling
Purposeful sampling focuses on selecting information-rich cases that will shed light on the question under
study [28]. Among the population that had chronic pain in Mid-Norway, the sample represented a selected group
admitted as patients in the AFEM rehabilitation program. Approximately 40 people have attended AFEM rehabilitation annually since 2007. The inclusion criteria for the study were persons on sick leave with pain who participated in the AFEM rehabilitation. The informants reported idiopathic unexplained pain. Selection of informants for the study was carried out as “Typical case sampling” [24] [28] of persons holding key information
about typical assessment experiences at this rehabilitation. Twelve rehabilitation participants were requested.
Ten agreed to participate in the study, of which six were women and four were men, aged 23 years to 57 years.
Before the stay at the rehabilitation institution the informants had been on sick leave from one month to several
years.
Data Collection
Data was collected during 2013. Interviews were carried out by the first, second, and fourth authors and took
place at the rehabilitation institution the last week of the rehabilitation program (week 4). To talk undisturbed,
the interviewer and the interviewee withdrew from the arena where the rehabilitation activities took place. The
interviewer asked open-ended questions, and the interviewees spoke about their experiences of pain assessment
and the importance of the use of assessment tools in the rehabilitation process. A semi-structured interview
guide began with questions related to pain assessment before admission. Then, the informants were encouraged
to talk about the meaning of pain assessment as they experienced this at the end of the rehabilitation program.
Finally, the interviewer opened the conversation for suggestions about the improvement of pain assessment
practices at the clinic. The duration of the interviews was 20 - 30 minutes. The interviews were recorded on a
digital recorder and thereafter transcribed to text.
Data analysis
Transcribed texts were analyzed by content analysis to determine the content and meaning of the stories; this
method was inspired by Graneheim and Lundman [29]. The analysis started with reading the entire text several
times to obtain an overall impression. The next step was to identify meaning units that were relevant for the
study’s purpose. Next, the units of meaning were condensed into condensed text, which were subsequently
coded. “Labelling a condensed meaning unit with a code allows the data to be thought about in new and different ways” [29]. The codes were compared for similarities and differences, and sorted into six sub-categories under three categories that emerged from the manifest content. Two researchers performed independently analysis
of subcategories, categories and development of theme. In order to validate the subcategories, categories and
themes independently, the findings were compared. Thereafter, all four researchers participated in meetings
where the analysis of meaning unit, categories, and theme discussed were until there was agreement on a common result formulation. The researchers reflected on the latent underlying meaning at an interpretative level
based on the relationship or “thread” in the manifest content, expressed as sub-categories and categories [29].
From this analysis, a theme emerged as an overarching pattern in the material ref. Table 1.
Table 1. Subcategories, categories, and theme.
Subcategory

Category

Relevance of the pain assessment tools
User-friendliness of the pain assessment tools

Charting of pain

Participation through collaboration
Complicity through involvement

Discovery through participation

Awareness through notes making and reflection
Increased understanding of own pain

Pain clarification and development of
own insights
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Theme

Empowerment to own
insights

A. Moe et al.

Ethical considerations
Permission to conduct the study was given from the Regional Committee for Medical and Health Research
Ethics, Region Central (2013/534). The Head of Administration for the rehabilitation institution was informed
about the project. He informed the participants verbally, gave them written information from the researchers,
and requested participation in the study. Participants were informed of the possibility to withdraw from the study
at anytime; they were also informed the study would have anonymity, confidentiality, and the use of de-identification of the information gathered through interviews. Participants gave written informed consent to participate before the interviews started.
A request communicated by the Head of Administration could be perceived as pressure to participate in the
study, although the manager was not responsible for the rehabilitation program. To ensure voluntary participation, the researcher repeated the information about the request and the opportunity to withdraw from participation before the interviews started. Ten of the twelve subjects requested agreed to participate. The Head of Administration was not aware of who did not wish to participate.

3. Findings
From the interviews with the ten AFEM rehabilitation participants, the following categories emerged: Charting
of pain, Discovery through participation, and Pain clarification due to assessment experiences. From further interpretation the theme “Empowered to own insights” emerged.
Charting of pain
Charting of pain was described as mapping headaches; neck pain; pain in the arms, shoulders, legs, pelvis,
lower back, and knees; and stomach pains. Some also reported to have a deep inner pain of grief and despair. It
could be difficult to distinguish between physical and psychological pain.
One of the forms used offsets, whereas the second additionally provided an opportunity for marking on a bodymap. The ability to visualize the pain was relevant to establish the location of the physical pain. One of the
participants filled out the survey tool far in advance of their stay at the institution, and thought it was not very
relevant. Another participant felt he really did not have much pain and there was little to chart. Still another had
a lot of pain when they charted before the rehabilitation started.
Most participants had not thought of the importance of the assessment, but on reflection argued that the assessment was well done this way. Mapping tools encompassed the ability to identify the pain as it was experienced, and the tools were considered accurate and detailed. The tools provided an opportunity to see the logic
in using them; they were relevant as part of the overall rehabilitation program. There was no one who proposed
amendments to this charting of pain.
Charting pain meant that participants appreciated the ease of use of the tools. User-friendliness was about the
design of the questionnaires. Shading pain areas on a drawing was especially appreciated and motivated participation in mapping:
“I could see on the drawing where I crossed and scribbled. It was really just thinking about it – and then I
knew it. This was the smartest way to show the pain, rather than just describe the pain”
Through illustrations and grading the questions, they received options to answers that they could relate to.
User-friendliness also was strengthened by the fact that the mapping went quickly with little expenditure of
time.
Participants who experienced much pain thought the charting tools were relevant, because they made their
experiences and reflections of pain location specific and highlighted the complexity of the pain.
Discovery through participation
Discovery through participation in the charting process revolved around the patient; they had the opportunity
to do the charting by self-report. The fact that the rehabilitation nurses wanted information and that the participants could fill it out on their own was a motivating experience, even before rehabilitation. This gave them a
sense of positive and helpful attitudes among the staff.
In the pain assessment, done at the start of rehabilitation, their own participation and involvement varied.
Some had not filled out the form, but conversed about pain assessment with employees. Others had filled out the
form in collaboration with the staff, and some had been independent in filling out charting forms. At that time,
participants regarded pain mapping as a tool for employees in their work.
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All participants experienced equality among the staff, and they showed confidence in them. Such confidence
strengthened informants’ trust in the employees and the overall rehabilitation program. Pain assessment was
marked by the respect that boosted participants’ confidence and self-respect.
When participants were shown that an interest in the knowledge of their own pain experience was in demand,
they did not feel left to themselves. Doing pain assessments during their stay in the institution actualized the relationship with the rehabilitation nurse as an active helper. Thus, the assessment was an activity of importance in
cooperation with the recovery process:
“We collaborate. I can fill out, and then I am in the process itself. You are not ‘overrun’ at a single point.
You are constantly a part of the process.”
Personalized complicity built on mutual trust and support from competent helpers helped participants realize
they were participants in the rehabilitation process.
At first, they had looked at mapping as a tool for employees. Eventually, they considered pain assessment as
an aid in collaboration between the participant and staff. Participants went from passive participation to active
participation through collaboration and “good relations”.
Pain clarification and development of own insights
For one participant this experience was about raising awareness through the recording and reflection of writing and drawing on paper, which led to an awareness of the situation as it was. Records could even provide insight, and as a result, some of the informants had “laid down” exhausting thoughts that influenced pain. Regarding what one had experienced “at a distance”, this provided a fresh start by going back to what made sense before the pain experiences.
Pain clarification also meant raising awareness through the experience of change, which appeared to some at
the beginning of the stay:
“Good to see if one thinks of that pain map when coming to rehabilitation, I see how it has changed. One
becomes conscious of that. Because I did not think about that anymore and I did not have that kind of pain
to map any longer.”
Another talked about awareness through repeated assessments:
“It was quite funny, really—because I saw the difference, but I did not think of it until a few days after I
had filled it out. At that time the pain had begun to quit-then I thought about it—when I was going to fill it
out and look over it again—then I saw it—I had no more pain.”
Some felt that raising awareness through mapping experiences could be utilized for even more active participation in the use of the forms under the rehabilitation process. To be aware of one’s own pain was all about
“raising awareness of body and mind”, as expressed. Pain assessment could also be helpful in placing their responsibility on suffering, accountability, and self-awareness. This could in turn, result in a feeling of greater
control over the situation.
The general theme for the three categories was “Empowered to own insights”.

4. Discussion
The purpose of this study was to elucidate participant experiences with a way to use pain assessment as a tool in
vocational rehabilitation and see if the process is perceived to be important for the rehabilitation process. The
result illustrates a process through the participants’ pain mapping and their use of relevant tools. The active participation led to an emerging discovery that the assessment could be a common aid for both patient and staff.
Through these experiences a new awareness emerged and led to a deeper and more holistic understanding of
their own pain situation. The topic “Empowered to own insights” demonstrated relationships between categories.
Charting of pain may be useful in routine assessments that can relate to other problems, such as physical
functioning, emotional functioning, and the different experiences of satisfaction and quality of life [9]. Standardized self-report instruments to assess patients’ pain [7] were experienced as relevant tools for the way they
were used in AFEM rehabilitation. Personalized involvement built on mutual trust was, in this study, a support
from the rehabilitation nurse that helped patients discover themselves as participants with their own responsibili-
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ties in the rehabilitation process.
Several studies [15] [18] [30] [31] point out that the process meetings for people with chronic pain are important for the experience of being respected and taken seriously. In this study participants discovered thorough
participation. Empowered thinking requires that personnel have basic confidence in the individual’s ability to
make decisions and act in their best interest. Individually oriented empowerment is all about to initiation
processes in order to boost confidence, knowledge, and skills [32]. Doas [21] found that actively listening can
improve personal relationships and foster trust, mutual respect, and patient compliance. The trust that the participants were shown through repeated self-reports and conversations about pain assessment seemed to support a
gradual build-up of more self-confidence and self-respect. The mapping tools used in communication with the
rehabilitation nurse appear to be both trustworthy and lead to the development of insight. Communication and
the nurse’s behavior seem to be central to the participants’ sense making processes [16]. Personnel appear to
signal basic confidence that patients themselves can take responsibility and be active in the acquisition of knowledge about themselves, their pain, and perspectives on life. Mutual trust and respect are essential in the relationship between patient and health professionals [16] [19]. To be confirmed as a whole person, and not identified with a disorder, can be a force for patient participation [16] and for raising awareness of their own thinking.
It is through the development to find individual strength and confidence that the individual realizes their resources and acquires more power and control over their lives [13].
The participants in this study experienced pain clarification and development of own insights through the rehabilitation process. Lillrank [17] found that when patients who previously had not been taken seriously for their
subjective experience of pain, met health professionals who took their pain seriously, it was a turning point that
could lead to “solve the puzzle” of the troublesome pain. Suffering can be enhanced and extended in duration by
the stigma of pain, but troublesome pain can be changed if the person with pain is taken seriously [15] [17] [19].
Experiences of chronic pain appear to be shaped by biomedical and psychosocial factors [3] [7] [33]. The two
assessment tools used in the study reflect these factors [10] [25]. When participants map their pain experiences,
what proceeds comes from their individual background and understanding and shapes their interpretation in the
context of their understanding of an ongoing order in life [16]. They do not deal with the world event by event,
but rather frame events in larger meaning structures that provide them with an interpretive template within
which they can make sense of relevant aspects of the events they experience [34]. During the assessment process
a reflection process occurs; during this they make sense of their pain experiences, and a new, expanded selfknowledge seems to develop. A new way of thinking can be constructed through the experience of control [20].
A “turning point” is when the meaning of the experiences of the past and the individual’s identity lead to new
insights [17]. Research shows that workers on sick leave who returned to work after a rehabilitation program
underwent an “illness-transformation”, where their illness identity was abandoned because they experienced
control of symptoms through pain management [20]. By spending time and attention to pain mapping, awareness of pain character and intensity may appear [11]. Positive results through a work rehabilitation program are
shown as a reduction in pain intensity by developing a new way of thinking that changes the perception of pain
[20]. This study’s results show a new way of thinking in the sense of being more aware of both detail and comprehensiveness in their own pain experience by being empowered to own insights.
On the one hand, individual-oriented empowerment-thinking is criticized; health is seen as an “instrument” to
get patients to act differently by adopting established knowledge (i.e., knowledge that the nurse holds) [13]. On
the other hand, Anderson and Funell [35] argue that the empowerment to own insights represents a health promotion of thinking that has led to a paradigm shift among health care workers. Our findings about the raising of
awareness through the experience, education, and empowerment that the participants in the rehabilitation experience supports the assumption of a paradigm shift-a shift that includes and values the patient’s thinking.
Method discussion
The study provided information about how persons within a selected group participating at a specific rehabilitation program perceived use and usefulness of pain assessment scheme employed. Transferability consideration should be in light of the sample character, the rehabilitation arena, and the Central Norwegian context. The
mapping tools do not specifically relate to the rehabilitation model. Therefore, the assessment experiences may
be of relevance when considering mapping in other arenas.
To protect participants’ anonymity, omitted are diagnoses, occupations and personal information. The study
included a small sample and short stories, but the material was rich enough to get data about categories creating
coherence within the main theme. More informants and redundant conversations could possibly provide more
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and detailed information about the topic. In the analysis of meaning units, the researchers were aware that interviews swung between experiences with mapping and experiences with the overall AFEM rehabilitation program.
Through joint reflection among scientists, consensus emerged on relevant units of meaning. Credibility handled
was through a detailed description. The analysis process, in which four researchers participated, strengthens the
study reliability.

5. Conclusions
Pain assessment tools mapped physical pain, while notes, reflections, and collaboration with the rehabilitation
nurse helped participants to reflect more holistic on pain experiences, this seemingly influencing a change in
pain understanding and focus. Awareness and self-knowledge seemed promoted through an individually managed mapping, assessment, and through collaboration with the rehabilitation staff, this taking place in an empowerment process. Trust and respect led to the experience of involvement in the individual’s rehabilitation
process.
The participants had no suggestions for changes to the mapping practice. On the other hand, assessment possibly to greater extent could be used. There is a need for more knowledge about the importance of individual
pain assessment as a tool for raising awareness, increasing control, and changes that may promote rehabilitation
back to work.
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