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Purpose: To evaluate the extent to which the principles of 
chronic pain or illness self-management (SM) programs might 
be adapted to focus on the workplace concerns of adults 
with persistent or recurrent pain and lead to new workplace 
intervention opportunities. Method: Eight SM programs were 
selected as representative evidence-based programs and 
then compared to extract common instructional elements. 
Elements were analyzed for potential application to four 
workplace problem domains identified by workers with pain: 
activity interference, negative self-perceptions, interpersonal 
challenges, and the inflexibility of work. Results: Of 24 
instructional elements, 17 were shared by at least half of the 
SM programs. Instructional elements judged to be best suited 
for dealing with workplace concerns included those focused 
on reducing pain and discomfort, making informed decisions, 
communicating effectively, and dealing with thoughts and 
feelings. However, aspects of the workplace that may alter the 
feasibility or effectiveness of SM strategies include the level of 
physical demands and limitations, job leeway, and the nature 
of workplace roles and relationships. Conclusions: Principles 
and methods of SM intervention programs are generally well 
suited to address pain-related problems in the workplace, but 
tailoring of messages may be necessary to incorporate the 
unique organizational, physical, and social aspects of work into 
psycho-educational programs.

Keywords: Low back pain, pain self-management, 
workplace intervention

Introduction

Approximately 10–20% of working adults report persistent 
or recurring musculoskeletal pain conditions that limit their 
ability to work [1]. Among chronic health conditions causing 
work limitations, back disorders are the third leading cause, 

surpassed only by depression and arthritis [2]. Among low-
wage workers with high physical workloads, the prevalence 
of musculoskeletal complaints may exceed 60% [3]. Though 
many workers report serious work limitations due to pain, 
others appear to manage pain episodes and flare-ups quite 
well, often without the need for formal job accommodation 
or physician-ordered restrictions [4,5]. Though workers may 
be less effective during pain episodes [6], they are presum-
ably able to continue working because of peer and supervisor 
support, employer leeway, personal fortitude, and the ability 
to manage pain successfully while continuing to meet job 
demands. Strengthening these informal processes may be one 
way to prevent work disability.

Theoretical perspectives on work disability have acknowl-
edged that sickness absence is a multidimensional problem 
influenced by personal and workplace factors and as well 
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Chronic pain is a growing problem among working •	
age adults that can contribute to workplace difficulties 
and disability.
Pain self-management interventions applying psycho-•	
educational techniques are generally well-suited for 
dealing with workplace problems.
Pain self-management interventions may reduce pain •	
and discomfort in the workplace, help with job-related 
problem-solving and decision-making, provide meth-
ods for communicating needs effectively, and deal 
with negative thoughts and feelings at work.
Applying existing pain self-management techniques •	
in the workplace requires that some changes be made 
to incorporate the unique organizational, physical, 
and social aspects of the workplace.
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as by the rules and procedures adopted by healthcare, leg-
islative, and insurance systems [7]. Legislative frameworks 
vary with respect to employer efforts to deal with disabling 
medical conditions and provide reasonable accommodation. 
Financial incentives for employers to reduce sickness absence 
also vary by country and by insurance system. Examples of 
recent legislative changes to increase employer responsibili-
ties include requirements to designate return-to-work coor-
dinators (Australia [8]), expanded definitions of disabling 
health conditions (USA [9]), and legislative reforms in many 
European nations intended to shift responsibility for disability 
prevention efforts from social insurance systems to employ-
ers. Overall, these changes reflect a gradual trend toward 
greater employer involvement in workforce health and well-
ness [10,11].

Despite variability among systems, researchers have gener-
ally concluded that in addition to sound clinical treatment, 
workplace-based intervention strategies are key to improving 
disability outcomes [12,13]. Although most studies of work-
place-based intervention have focused on employer support, 
communication, and accommodation [14], the coping skills 
of workers may be another avenue for intervention. Although 
not all structural elements of work and the work environment 
are within the control of workers, qualitative studies have 
shown that workers expend considerable effort to manage 
pain and other medical conditions at work [15–17]. Advice, 
counseling, and support from both clinicians and peers may 
help workers choose the most appropriate methods for man-
aging pain while attending to the unique constraints of indi-
vidual work settings.

Chronic or recurrent pain can interfere with occupational 
function by limiting physical capacity, reducing work produc-
tivity, straining relationships with peers and supervisors, and 
creating a need to alter or modify job tasks to reduce discom-
fort [18–27]. To counter these negative impacts, workers must 
learn to manage pain while maintaining job productivity; 
judge how and when to disclose pain problems to supervisors 
and co-workers; find ways to obtain social support and assis-
tance in the workplace; and learn how to initiate or request 
changes in work habits or physical demands [27]. Workers 
who are able to communicate effectively with supervisors and 
co-workers and who feel confident in overcoming problems 
and reducing discomfort may experience improved quality of 
work life and productivity, fewer sickness absences, and lon-
ger job retention.

Self-management (SM) interventions apply psycho-
educational techniques borrowed from cognitive-behavioral 
therapy to enhance coping skills and provide individual-
ized plans for problem solving and dealing with temporary 
set-backs. Such interventions have been shown to reduce 
the experience of pain, functional limitation, and distress in 
clinical trials, especially when intervention strategies are tai-
lored to symptom severity [28–37]. What makes SM different 
from other types of CBT interventions is a stronger reliance 
on group peer support and education; a greater emphasis on 
patient empowerment, responsibility, and self-care; and usu-
ally a focus on less severe (but recurrent or chronic) medical 
symptoms. These social and motivational elements of SM 

intervention may have particular relevance in a workplace 
context and setting, but this idea has not been well-developed 
as a possible element of clinician counseling and advice or as 
a workplace intervention strategy. The aim of this article was 
to evaluate the extent to which the principles of chronic pain 
SM programs might be adapted to focus on the workplace 
concerns of adults with persistent or recurrent pain.

Evidence-based pain self management 
programs

A number of existing pain SM programs are reported in the 
scientific literature, though none of these have focused on 
workplace concerns. Also, the specific content of programs 
has varied. To provide a summary of the various psycho-edu-
cational elements and domains, we conducted a content anal-
ysis of eight existing SM programs (though none of these have 
focused on workplace concerns [38–45]). The eight SM pro-
grams were identified using a multimodal approach including 
use of internet search engines, textbook references, inquiries 
with colleagues and peers, the expertise of the research team, 
and a Medline search (publication years 1989–2009; English 
language only) with the keywords of “self-management,” 
“chronic pain,” “chronic illness” and “intervention.” Because 
many self-care books and programs on chronic pain are com-
mercially available, we gave preference to programs that: (1) 
were supported or evaluated using scientific evidence, (2) 
involved the use of a detailed handbook or facilitator manual 
that could be easily obtained, (3) could be administered 
in a group, individual, or self-taught format, (4) appeared 
consistent with the principles of SM described by Lorig and 
colleagues [46,47], and (5) were endorsed or published by 
national or international scientific organizations. Chronic ill-
ness SM programs were also included because these programs 
tend to have a considerable emphasis on managing pain.

All eight SM programs provide a similar rationale or 
conceptual framework emphasizing both the psychological 
impact of experiencing persistent pain or illness and the cyclic 
nature of pain/impairment, distress, and disability. Programs 
differ, however, with respect to length, intended method of 
conveyance (individual, group, or self-taught), and the use of 
instructional devices (case examples, worksheets, behavioral 
exercises, homework assignments, surveys, etc.). Only one of 
the eight programs [38] includes a chapter dedicated to work-
place concerns; otherwise, specific mention of the workplace 
is rare. A brief description for each of the SM programs is 
provided below:

Manage Your Pain [38] is a self-help guidebook designed 
to help those patients with chronic or persisting pain who 
would like to improve their personal efforts in managing 
pain. The book is intended to be self-taught, though content 
is based on a randomized clinical trial that showed improved 
outcomes for patients randomized to inpatient and outpatient 
pain management programs at the St. Thomas’ Hospital in 
London in the 1990s [48]. Currently, the book is used as part 
of the “ADAPT” program, a 3-week intensive group inter-
vention program developed at the University of Sydney Pain 
Management and Research Centre at the Royal North Shore 
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Hospital in Sydney, Australia. The emphasis of the program 
is on setting realistic activity goals, finding ways to accom-
plish them, and leveraging support in the home and work 
environments.

Feeling Better [39] is a self-help book designed to help 
people with benign chronic symptoms. The program is 
intended to be self-taught and is tested and found effective 
in a randomized controlled trial. It is presented in 6 chapters; 
one for each of the 6 weeks intended to complete the program. 
The emphasis is on changing ways of thinking and thereby 
behavior.

Living a Healthy Life with Chronic Conditions [40] is a self-
help guidebook designed to expand principles of SM to any 
chronic health condition. The book consists of 14 chapters 
dedicated to specific SM techniques and four additional chap-
ters to improve understanding of some of the most common 
chronic health conditions (lung disease, heart disease, hyper-
tension, arthritis, and diabetes). The emphasis of the pro-
gram is on adopting and maintaining positive health habits, 
understanding symptoms and treatments, finding available 
resources, and communicating effectively with family and 
health care providers.

The Arthritis Helpbook [41] is a SM program designed to 
help individuals manage symptoms of arthritis and fibromy-
algia. The book is intended to be self-taught, but the book 
is largely based on a series of peer-led arthritis education 
classes that have been the subject of substantial research at 
the Stanford Arthritis Center since 1979. The book has 25 
chapters divided into six major headings, and the emphasis 
of the program is on pain relief, increasing mobility, prevent-
ing deformity, interacting with the health care system, and 
tailoring treatment plans and SM strategies by incorporating 
individual circumstances and preferences.

Pain Management for Older Adults [42] is a self-help guide-
book designed to help seniors manage typical pain symptoms 
of later life. The book was developed by pain researchers and 
health care professionals, and readers are suggested to spend 
one week on each chapter, completing the book over a 10-week 
period. Although the program emphasizes the unique needs 
of seniors, the authors indicate their recommended techniques 
are helpful for many pain patients, regardless of age.

The Pain Survival Guide [43] is a self-help guidebook 
designed to help people with chronic health conditions, espe-
cially chronic pain, reduce symptoms and restore quality of 
life. The book is organized into ten lessons, each incorporating 
SM principles shown effective in research trials. The overall 
emphasis is on overcoming feelings of helplessness and hope-
lessness and improving daily function after repeated curative 
efforts have failed.

The Pain Relief Handbook [44] is a collection of self-help 
methods for managing pain based on methods used in a 
4-week pain relief clinic at Walton Hospital in Liverpool, 
England and research carried out at the adjoining Pain Relief 
Research Institute. The self-help book is divided into ten 
chapters, with each chapter addressing a different SM strategy. 
Some of the stated aims of the program are to reduce distress 
and disability, increase daily activities and physical fitness, and 
reduce dependence on doctors and the health care system.

Managing Chronic Pain [45] is a SM program designed as 
a resource for psychotherapists treating patients with chronic 
pain, in either a group or individual format. The therapist 
guide and companion workbook for patients are organized 
into eleven sessions and include educational materials and 
homework forms. The emphasis of the program is on behav-
ioral activation and changing negative thoughts associated 
with pain.

Principal psycho-educational elements
A review of the content from existing SM programs shows 
evidence of 24 instructional elements (Table I). Most of the 
instructional elements (17 of 24) were common to at least 
four programs, reflecting some degree of overlap, but only 
one element (relaxation methods) was common to all eight 
programs. SM techniques included ways to adopt or maintain 
healthy habits (e.g. sleep, exercise), ways to regulate thoughts 
or emotions (e.g. relaxation, distraction, challenging unhelp-
ful thoughts), ways to improve health care interactions (e.g. 
communicating with providers, understanding treatments 
and diagnostics), ways to overcome relationship problems 
(e.g. effective communication, stress or anger management), 
ways to perform activities more comfortably (e.g. body 
mechanics, use of gadgets and tools), and ways to make better 
decisions (e.g. problem solving, finding resources). Some, but 
not all, of these SM concepts are easily applied to the work-
place context.

Pain self-management in the workplace context

To evaluate the potential applicability of SM intervention 
strategies to the workplace, we assessed the relevance and 
practicality of applying or adapting each of the 24 instruc-
tional elements to any one of four workplace problem domains 
identified in a qualitative study of workers with chronic back 
pain [17]: (a) pain interfering with work activities, (b) pain 
contributing to negative self-perceptions, (c) pain leading to 
interpersonal conflicts and (d) the inflexibility of work mak-
ing it difficult to manage pain. Table II shows the summary 
analysis of SM instructional elements. In each cell, potential 
areas of relevance are described with regard to the correspond-
ing problem area. Nine instructional elements were judged 
as minimally applicable to workplace concerns, so these are 
not listed in Table II. The three topics of “medical educa-
tion,” “communicating with providers,” and “understanding 
treatments and diagnostics” are minimally useful because 
of their focus on health care rather than workplace interac-
tions (though the health care system is clearly a SM resource 
for workers with pain). The two topics of “sex and intimacy” 
and “nutrition” are minimally useful because of their focus 
on non-occupational activities. For the three topics of “goal 
setting,” “pleasant activity scheduling,” and “self rewards,” we 
judged these as minimally useful because of their focus on 
tracking and rewarding specific health behaviors (e.g. number 
of cigarettes, calorie consumption, miles walked) that might 
be difficult to define in the workplace context. The topic of 
“finding resources” in the workplace context can be subsumed 
within the larger category of effective communication.
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Table I. Key instructional elements of eight representative pain or chronic illness self-management programs.
  Pain and illness self-management programs

Instructional 
element Description

Manage 
your 
pain 
[34]

Feeling 
better 
[35]

Living 
with 

chronic 
conditions 

[36]

The 
arthritis 

helpbook 
[37]

Pain 
management 

for older 
adults [38]

The pain 
survival 

guide 
[39]

The pain 
relief 

handbook 
[40]

Managing 
chronic pain 

[41]
Relaxation 
methods

Practicing and using diaphragmatic 
breathing, progressive muscle 
relaxation, or visual imagery to 
increase relaxation

• • • • • • • •

Sleep hygiene Improving sleep by altering timing 
of sleep, sleep behaviors, sleep 
environment, or evening health 
habits

• • • • • •  •

Understanding 
treatments and 
diagnostics

Describing conventional and 
alternative treatments and 
diagnostics and personal factors in 
treatment decision making

• • • • • • •  

Communicating 
with providers

Preparing for a medical 
appointment with specific 
questions to frame the discussion

• • • • •  • •

Problem solving Applying a systematic stepwise 
process to define, analyse, and 
overcome functional difficulties 
associated with pain or illness

• • • • • •   

Attention 
techniques

Focusing attention on plans, 
images, or thoughts that distract 
from pain

• • • • • •   

Cognitive 
restructuring

Identifying and replacing automatic 
thoughts and cognitive errors about 
pain that contribute to distress

• •   • • • •

Time-based 
pacing

Regulating activity to avoid 
extremes of physical activity 
that increase pain and require 
recuperation time

• •   • •  •

Effective 
communication

Avoiding interpersonal conflict 
through assertive communication 
and by requesting help effectively

• • • •  • •  

Goal setting Setting specific and intermediate 
behavioral goals that can be 
reasonably achieved within a short 
time frame

• • • •  • •  

Stretching and 
exercise

Providing exercise rationale and 
instruction, and finding ways to 
overcome barriers to exercise

• • • • •  •  

Sex and intimacy Examining methods for improving 
the quality of sexual intimacy and 
intercourse without increased pain

•  •   • •  

Nutrition Analyzing and improving dietary 
habits to improve health

 • •  • • •  

Planning for 
flare-ups and 
set-backs

Making a formal plan of action in 
order to reduce the functional and 
emotional impacts of flare-ups and 
set-backs

•     •  •

Stress 
management

Identifying internal and external 
stressors and making behavioral or 
lifestyle changes to reduce stress

• • •    • •

Medical 
education

Providing physiological 
information about body functions 
and the pathological origins of pain 
or illness

• • • •   •  

Pain diary Preparing a daily record of pain 
and function in order to examine 
thoughts and actions that correlate 
with pain distress

•   • •    

(Continued)
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The remaining fifteen SM instructional elements may have 
potential application to workplace concerns, and we catego-
rize these under four general headings: (a) reducing pain and 
discomfort, (b) making informed decisions, (c) communicat-
ing effectively, and (d) dealing with thoughts and feelings. 
These types of SM concepts seem particularly relevant to 
coping with pain in the workplace and are discussed in more 
detail below.

Reducing Pain and Discomfort: The project team identi-
fied seven SM instructional elements that could be adapted 
to reduce pain and discomfort at work: time-based pacing; 
stretching and exercise; ergonomics/body mechanics; relax-
ation methods; gadgets, tools, and devices; stress management; 
and sleep hygiene. Such elements in a SM intervention might 
provide participants increased options for modifying job tasks, 
altering work style, increasing body awareness, reducing job 
stress, and feeling more rested and energetic at work. However, 
adapting these messages to a workplace context poses some 
important limitations (e.g. progressive muscle relaxation and 
visual imagery exercises may be impractical while working, 
but there are many other ways of relaxing that can be done 
at work), and many jobs may not allow the job flexibility 
needed for workers with chronic pain to make changes in the 
way their job tasks are organized. Nevertheless, most of these 
SM strategies appear to be consistent with existing efforts by 
employers to improve employee well-being through fitness, 
stress management, and participatory ergonomics.

Making Informed Decisions: A second area of potential 
application is in the area of workplace decision making. 
Workers with a chronic pain problem may face repeated 

workplace dilemmas involving choice of job tasks; finding 
ways to overcome limitations; getting occasional help and 
assistance; employer disclosure concerns; decisions about 
overtime, work schedules, and job transfers; and more long-
range career planning issues [17]. For these types of workplace 
concerns, three SM instructional elements (problem solving, 
overcoming obstacles and barriers, and planning for flare-ups 
and set-backs) could be applied. One advantage of applying a 
6-step social problem-solving approach to pain-related limi-
tations in a workplace context is that it closely resembles the 
types of management strategies already espoused by industry 
(e.g. to identify manufacturing inefficiencies or brainstorm 
organizational changes). Thus, this strategy may be more read-
ily accepted by workers with pain and their employers than 
other psychologically based behavior change methods. As an 
example, problem-solving skills training has been shown to be 
a feasible intervention strategy to improve the involvement of 
injured workers in the return-to-work planning process [49]. 
When applying problem solving in the workplace context, it 
will be particularly important to focus on the unique behav-
ioral constraints and opportunities of the employment setting. 
Roles, responsibilities, codes of conduct and expectations of 
involved workplace parties must be considered in analyzing 
alternative action plans. The problem-solving framework 
could also be used to increase options for coping with pain 
flare-ups while at work.

Communicating Effectively: Interpersonal aspects of 
chronic pain have received considerable research attention 
in the home setting (e.g. the unintentional spousal reinforce-
ment of pain behavior), but pain-related communication in 

Pleasant activity 
scheduling

Making a list of pleasant activities 
to counter negative thoughts 
and emotions or to set goals for 
increased activity

 •   • • • •

Anger 
management

Increasing environmental, physical, 
and behavioral awareness of 
anger, modifying responses to 
communicate assertively

 • •    • •

Gadgets, tools, 
and devices

Using mechanical devices to avoid 
awkward postures, assist with daily 
living activities, or alleviate pain or 
discomfort

   • •    

Finding 
resources

Distribution of websites, mailing 
addresses, or telephone contacts to 
obtain information or assistance

  • •     

Ergonomics/
body mechanics

Avoiding awkward postures or 
other ergonomic risk factors that 
contribute to pain or discomfort

   • •    

Self rewards Establishing contingent self-
reinforcements to reward positive 
behavioral changes

  •      

Overcoming 
obstacles and 
barriers

Recognizing and overcoming 
personal beliefs or circumstances 
that prevent or impede positive 
behavior change

• •       

Table I. Continued
  Pain and illness self-management programs

Instructional 
element Description

Manage 
your 
pain 
[34]

Feeling 
better 
[35]

Living 
with 

chronic 
conditions 

[36]

The 
arthritis 

helpbook 
[37]

Pain 
management 

for older 
adults [38]

The pain 
survival 

guide 
[39]

The pain 
relief 

handbook 
[40]

Managing 
chronic pain 

[41]
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the workplace has not been well studied. Chronic pain may 
pose interpersonal challenges in the workplace by increas-
ing irritability, over-dependence on co-workers, and feel-
ings of isolation. Thus, the SM intervention strategies of 

assertive communication and anger management seem 
reasonably suited to deal with pain-related communication 
problems in the workplace. Indeed, improved communica-
tion among stakeholders has been a consistent theme in 

Table II. Opportunities and limitations for adapting pain self-management programs to focus on workplace concerns.

 

Opportunities to address common workplace concerns
Pain interfering with work 
activities

Developing negative  
self-perceptions

Experiencing interpersonal 
conflicts

Inflexible nature of work 
activities

Anger management Not relevant Displays of anger at work 
when experiencing pain 
may damage self-image

Anger management may 
help to reduce irritability and 
hostility associated with pain

Provide constructive ways 
to alleviate pain-related job 
frustrations

Cognitive 
restructuring

Countering beliefs that work 
is harmful may improve job 
performance

Countering negative self-
statements may improve 
self-esteem and perceived 
value to the organization

Irritability may be rooted in 
dysfunctional thoughts of 
blame and hostility

Not relevant

Attention  
techniques

Concentrating on work 
activities and staying active 
may help to show that pain 
does not completely distract 
from normal activities

Not relevant Not relevant Not relevant

Effective 
communication

Not relevant Not relevant More effective strategies 
for talking about pain with 
co-workers may reduce 
interpersonal conflict

More assertive but judicious 
methods for requesting help 
may increase informal support/
assistance

Ergonomics/body 
mechanics

Altering job methods and 
body mechanics may reduce 
awkward postures and 
painful tasks during flare-ups

Not relevant Not relevant Analyzing job tasks may 
increase awareness of leeway 
and opportunities for task 
modification

Gadgets, tools, and 
devices

Use of special equipment may 
reduce discomfort at work

Not relevant Not relevant Stowing a personal “self-care” 
kit at work may provide tools for 
coping with pain flare-ups

Overcoming 
obstacles and  
barriers

Worries and fears of re-injury 
may be an obstacle to change; 
overcoming fears may 
improve ability to work

Overcoming obstacles and 
barriers may boost self-
confidence

Not relevant Identifying challenging work 
activities and organizational 
constraints may help to guide 
problem-solving efforts

Pain diary Not relevant A pain response diary may 
help to identify automatic 
thoughts and feelings 
during periods of work 
distress and dysfunction

Not relevant Not relevant

Planning for flare-ups 
and set-backs

Preparing for pain flare-ups 
may improve ability to work 
through them

Preparing for temporary 
flare-ups and set-backs 
may reduce emotional 
distress and pain 
catastrophizing

Not relevant Not relevant

Problem solving Systematic problem solving 
methods could be applied 
to overcome functional 
limitations at work

Not relevant Systematic problem solving 
may interrupt negative 
emotional responses that 
lead to conflict

Systematic problem solving 
methods may help to provide 
more options for altering job 
tasks to reduce discomfort.

Sleep hygiene Improved sleep hygiene may 
help to reduce fatigue during 
working hours

Not relevant Not relevant Changes in shift work schedule 
may improve sleep hygiene

Stress management Stress management methods 
may involve re-organization 
of job tasks to reduce 
discomfort

Stress management 
methods may help to 
reduce feelings of being 
overwhelmed and unable 
to keep up

Stress management may 
reduce hostility and 
interpersonal conflict with 
co-workers

Stress management methods 
may reduce perceived conflict 
between work, home, and health

Stretching and 
exercising

Stretching and exercising may 
interrupt cycle of activity and 
pain that leads to perceived 
functional limitation

Stretching and exercising 
may improve self-
perceptions of health and 
wellness

Not relevant Not relevant

Time-based pacing Time-based pacing may help 
to meet interim production 
goals without increasing pain

Not relevant Not relevant Not relevant

Relaxation methods Use of deep breathing and 
self-monitoring of muscle 
tension might be helpful to 
reduce stress and discomfort

Not relevant Not relevant Taking better advantage of 
micro-breaks and lunch breaks 
to relax and relieve muscle 
tension
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disability prevention research [50]. In translating concepts 
of assertive communication to the workplace, one important 
consideration will be to recognize the difference between 
workplace and non-workplace social relationships, the 
normative rules for social engagement in the workplace, 
and how communication strategies might vary by organi-
zational hierarchy (e.g. communicating pain to superiors 
may have very different implications than communicating 
with co-workers). Nevertheless, most of the principles of 
assertive communication and anger management seem 
transferable to workplace interactions, and such strategies 
may help to reduce conflicts that emerge from pain-related 
limitations. In particular, it may be helpful for workers to 
distinguish between communication for the purpose of 
obtaining temporary assistance, communication to access 
social support, and communication to request formal job 
accommodation.

Dealing With Thoughts and Feelings: This category of SM 
intervention poses some challenges for workplace adapta-
tion, as emotions are rarely considered a target of workplace 
intervention. Nevertheless, workers with chronic pain have 
readily expressed the emotional consequences of work-
ing with pain in qualitative reports [51]. These emotions 
tend to focus on feelings of negative self-worth (“damaged 
goods”), perceived inability to keep up with job demands, 
feeling socially isolated at work, fears of job dismissal, and 
concerns about the future [17]. These types of cognitions 
are consistent with the negative thoughts shown to predict 
poor adjustment to chronic pain and increased disability 
[52]. Cognitive restructuring techniques could be used to 
highlight associations between activating events (increased 
pain or job demands), negative cognitions (e.g. “I can’t get 
anything done when I’m in pain”), and feelings of despair 
or hopelessness that hinder immediate problem solving 
efforts. Simple pain diaries might be used to assist in the rec-
ognition of these unhelpful thoughts. Concerns about job 
security, however, may be realistic; thus, an important ele-
ment of cognitive restructuring would be for workers to test 
their beliefs using more objective data (e.g. talking with co-
workers, checking company policy, or “testing the waters” in 
some way, etc.). A range of options may exist for dealing with 
unhelpful thoughts in the workplace, e.g. adopting alterna-
tive views of the situation, accepting realities and moving 
forward, or addressing concerns through improved problem 
solving and decision making.

With regard to attention techniques, workers may find 
that dedicating greater attention to other activities (e.g. work 
tasks) makes them notice pain less, but care should be taken 
not to reinforce an escapist view that all pain must be avoided, 
denied, or put out of mind in order to accomplish functional 
goals. Instead, attention techniques might focus on the skill 
of attending to both pain and work responsibilities simulta-
neously, as a form of self-mastery and functional optimiza-
tion. In contrast with existing SM intervention programs, a 
workplace adaptation may need to focus on the goal of “feel-
ing better about yourself as a worker,” not necessarily on pre-
venting depression in order to be acceptable in the workplace 
context.

Unique challenges and opportunities in the 
workplace context

In the process of reviewing SM intervention instructional ele-
ments, the authors identified three aspects of the workplace 
that would need to be interjected as complementary instruc-
tional elements of a SM intervention targeting workplace 
concerns: (a) assessment of physical job demands and per-
ceived limitations, (b) estimation of job leeway (flexibility and 
modifiability to accommodate ill health), and (c) analysis of 
workplace roles and relationships. Attending to these contex-
tual aspects of the workplace may be necessary to inform the 
SM strategies of workers because job types and work environ-
ments can vary widely with regard to these three dimensions. 
A job could be far more easily managed by a worker with pain 
if physical demands are easily modified, if substantial flexibil-
ity is possible for individual workers, and if plentiful support 
and assistance are readily available. In contrast, applying SM 
principles may be nearly impossible in a job involving high 
physical demands that cannot be altered or varied according 
to personal preferences and with no opportunities to obtain 
assistance. Possible methods for integrating these three 
aspects of the workplace into a SM intervention program are 
described below:

Assessing Physical Job Demands and Perceived Limitations: 
In order to effectively apply SM strategies in the workplace, it 
may be necessary for workers to first identify specific physical 
demands of their work as well as their areas of perceived func-
tional limitation. The instructional goals of teaching them how 
to perform such an assessment would include: (a) establish 
a baseline rating of function for monitoring improvement, 
(b) initiate problem identification using the problem solving 
process, and (c) identify possible areas for job modification. 
To remain consistent with SM principles, this process would 
allow participants to serve as experts about the particulars of 
their jobs, without any attempt to impose scientific or indus-
trial standards for declaring unsafe or unhealthy work prac-
tices. A number of self-report checklists are available to assess 
the physical and ergonomic demands of work (e.g. the Job 
Requirements and Physical Demands Scale [53]), and these 
could be integrated with SM methods to improve decision 
making and reduce discomfort.

Estimating Job Leeway: Flexibility to modify or customize 
job tasks may depend not only on the nature of job demands 
and activities, but also on accepted norms for behavior in the 
particular workplace and its organizational culture. Although 
employers in the US are required to provide reasonable 
accommodation to workers with health concerns, most work-
ers with pain continue to work without making any formal 
requests for accommodation. Instead, they work within their 
available leeway, making adjustments in work style, altering 
the way specific job tasks are executed, and obtaining infor-
mal support and assistance as needed. Although these more 
informal efforts at job modification have been described in 
qualitative studies [54], their impact on workplace disability 
outcomes has not been studied.

Understanding Workplace Roles and Relationships: Unlike 
communication with family and friends, communication in 
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the workplace is bounded by rules of conduct and established 
hierarchies. Thus, in many work settings, the ways that one 
communicates with a co-worker is different from communica-
tion with a customer or supervisor. This element of the work-
place could be incorporated into a pain SM program by asking 
participants to analyse their social networks at work, focusing 
on whether individuals usually provide tangible, emotional, or 
informational types of support. Communication about pain 
could be directed to the appropriate individual depending on 
whether the communication is about temporary assistance, 
emotional support, or a need to better understand workplace 
policies and practices. Another important issue is health disclo-
sure, and the possible risks and benefits of sharing information 
about pain with a superior or with a human resources manager 
[55,56]. Perhaps workers could be encouraged to research this 
issue by asking trusted confidantes, by finding out how others 
have been treated, and by “testing the waters” before making 
any sizable disclosures about pain limitations. Workers with 
pain report polarized views on whether the problem should be 
disclosed to an employer [17], so workplace culture may have 
a large bearing on choosing the most appropriate means for 
communicating pain-related needs in the workplace.

Recommendations and conclusions

Based on the analysis of individual instructional elements, 
we provide a preliminary outline for a hypothetical 5-session 
SM intervention program to deal specifically with workplace 
pain concerns (Table III). Each session is focused on different 
SM strategies, with each session containing a mix of facilitator 

presentation, group discussion, case illustrations, role play, 
completion of in-session self-assessments and activities, and 
brief homework assignments. Approximately equal time 
would be allocated to the primary topics of improving com-
fort, modifying work, communicating effectively, solving 
problems systematically, and dealing with negative thoughts 
and emotions. Though this outline provides a tentative design 
for a workplace pain SM intervention, other issues impact-
ing design and feasibility include the readiness of workers to 
assume personal responsibility for managing work demands 
or conditions, the degree of flexibility and accommodation 
that is possible while maintaining job productivity, and the 
willingness of employers to support such ideas. Presumably, 
the most effective program would be one perceived as ben-
eficial and non-stigmatizing by affected workers and one that 
can be supported or sponsored by employers. Future studies 
are needed to provide a systematic evaluation of such work-
place-supported intervention strategies.

From the perspective of a worker with persistent or recur-
rent pain, participation in a SM intervention program might 
make working hours more bearable by reducing perceptions of 
work limitations, by increasing a sense of coping and control, 
and by providing more alternatives for working comfortably 
within allowable limits of leeway and flexibility. Such a pro-
gram might be presented to workers in the spirit of improving 
health and safety practices, addressing typical health prob-
lems in an aging workforce, and fostering individuality and 
self-reliance.

From the employer perspective, a SM intervention pro-
gram might have benefits of reduced sickness absence, 

Table III. Conceptual design of 5 modules of a self-management group intervention program.
Session title SM elements Key messages Intended outcome/mechanism
Understanding 
pain; introducing 
the concept of self-
management

 ·  Understand nature of chronic pain
·  Appreciate psychological aspects of pain
·  You are the expert of your problem

Reframe chronic pain as a problem that 
has withstood medical curative efforts; 
however, quality of life can be improved; 
increase perceived control and mastery 
of pain

Taking care of 
yourself and 
working smart

·  Attention techniques
·  Ergonomics/body mechanics
·  Gadgets, tools, and devices
·  Sleep hygiene
·  Stretching and exercising
·  Time-based pacing
·  Relaxation methods

·  Increase body awareness
·  Find ways to feel better
·  Use diaphragmatic breathing
·  Assess the nature and demands of your work
·  Alter tasks and activities
·  Find ways to keep moving
·  Attending jointly to pain and work function

Improve job satisfaction and reduce 
perceived work limitations by increasing 
relaxation and body awareness, making 
use of tools and strategies that reduce 
discomfort, and altering job methods 
within available leeway

Problem solving 
and understanding 
job leeway

·  Problem solving
·   Overcoming obstacles and 

barriers
·   Planning for flare-ups and 

set-backs

·  Identify problematic tasks
·  Define functional problems and goals
·  Analyse contributing factors
·  Identify constraints and barriers
·  Use brainstorming
·  Evaluate alternative solutions
·  Implement trial changes
·  Evaluate solutions

Reduce perceived work limitations 
by expanding alternative methods to 
complete job tasks; increase perceived 
control and mastery of pain by using 
systematic decision-making processes

Communicating 
about pain in the 
workplace

·  Effective communication
·  Anger management

·  Understand why you’re communicating
·  Evaluate need for pain-related communication
·  Recognize your support network
·  Recognize early signs of irritability
·  Observe social rules and norms
·  Make appropriate requests for help

Improve workplace support by 
reducing unnecessary pain behavior 
and by improving the effectiveness of 
communications intended to obtain 
assistance, access emotional support, or 
request information or accommodation

Overcoming 
negative thoughts 
and emotions

·  Cognitive restructuring
·  Stress management
·  Pain diary

·  Pain triggers automatic thoughts
·  Stress exacerbates pain
·  Use evidence to refute automatic thoughts
·  Schedule activities to reduce stress
·  Automatic thoughts lead to negative emotions
·  Emotional distress can impede problem solving

Reduce emotional distress and perceived 
work limitations by countering negative 
automatic thoughts that are unrealistic 
or unsupportable
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longer worker retention, and reduced health care costs, and 
these outcomes are of particular importance to employers 
that subsidize or pay for employee health and disability ben-
efits directly. Where social insurance systems have primary 
responsibility, employers may have less of a financial incentive 
to support a program intended to prevent sickness absence, 
though other intended consequences of the program (lower 
turnover, improved productivity, greater job satisfaction) 
may have some appeal. Issues of privacy, discrimination, and 
unreasonable accommodation requests may be additional 
employer concerns. Making such programs available in the 
workplace might overcome some of the multiple barriers that 
health care providers describe when referring patients to SM 
programs [57]. A workplace SM intervention program that 
is partnered with other related organizational changes (e.g. 
supervisor training to respond effectively to health concerns, 
discounted gym memberships, etc.) may be most effec-
tive to share responsibility for disability prevention equally 
between employees and employer. Future studies in this area 
should assess not only program efficacy, but also feasibility of 
implementation.

In conclusion, some (15 of 24), but not all instructional ele-
ments of existing pain and illness SM programs were judged 
by the research team as adaptable to the workplace concerns 
of employees with persistent or recurring pain. Those SM 
strategies focusing on reducing pain and discomfort, making 
informed decisions, communicating effectively, and dealing 
with thoughts and feelings may be most relevant. Such SM 
strategies may help to deal with activity interference, negative 
self-perceptions, interpersonal conflicts, and the perceived 
inflexibility of work experienced by working adults with 
LBP. Aspects of the workplace that may need to be integrated 
with SM instruction include physical demands and limita-
tions, job leeway, and the special nature of workplace roles 
and relationships. Our study is limited by its formative and 
qualitative nature, but the results may provide useful informa-
tion for those piloting new workplace intervention strategies. 
Future studies should investigate the feasibility, acceptability, 
and efficacy of SM interventions in the workplace context. 
We conclude that principles and methods of SM intervention 
programs are generally well suited to address pain-related 
problems in the workplace, but tailoring of messages may be 
necessary to incorporate the unique organizational, physical, 
and social aspects of work. This is an intervention strategy 
that offers some promising opportunities, but more research 
is needed to evaluate its possible impact.
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