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ABSTRACT
Background: The Canadian Pain Task Force recently advanced an action plan calling for improved 
entry-level health professional pain education. However, there is little research to inform the 
collaboration and coordination across stakeholders that is needed for its implementation.
Aims: This article reports on the development of a stakeholder-generated strategic plan to improve 
pain education across all Canadian physiotherapy (PT) programs.
Methods: Participants included representatives from the following stakeholder groups: people living 
with pain (n = 1), PT students and recent graduates (n = 2), educators and directors from every 
Canadian PT program (n = 24), and leaders of Canada’s national PT professional association (n = 2). 
Strategic priorities were developed through three steps: (1) stakeholder-generated data were collected 
and analyzed, (2) a draft strategic plan was developed and refined, and (3) stakeholder endorsement of 
the final plan was assessed. The project was primarily implemented online between 2016 and 2018.
Results: The plan was developed through five iterative versions. Stakeholders unanimously endorsed 
a plan that included five priorities focusing on uptake of best evidence across (1) national PT governance 
groups and (2) within individual PT programs; (3) partnering with people living with pain in pain 
education; (4) advocacy for the PT role in pain management; and (5) advancing pain education research.
Conclusion: This plan is expected to help Canadian stakeholders work toward national improve-
ments in PT pain education and to serve as a useful template for informing collaboration on entry- 
level pain education within other professions and across different geographic regions.

RÉSUMÉ
Contexte: Le Groupe d'étude canadien sur la douleur a récemment présenté un plan d'action 
appelant à améliorer la formation initiale des professionnels de la santé sur la douleur. Cependant, il 
y a peu de recherche pouvant alimenter la collaboration et la coordination entre les parties 
prenantes nécessaires à sa mise en œuvre.
Objectifs: Cet article rend compte de l'élaboration d'un plan stratégique généré par les parties 
prenantes pour améliorer la formation sur la douleur dans tous les programmes canadiens de 
physiothérapie.
Méthodes: Les participants comprenaient des représentants des groupes de parties prenantes 
suivants : les personnes vivant avec la douleur (n = 1), les étudiants en physiothérapie et nouveaux 
diplômés (n = 2), les enseignants et les directeurs de chaque programme canadien de physiothérapie 
(n = 24) et les dirigeants de l'association professionnelle nationale des physiothérapeutes du Canada 
(n = 2). Les priorités stratégiques ont été élaborées en trois étapes : (1) les données générées par les 
parties prenantes ont été collectées et analysées, (2) un projet de plan stratégique a été élaboré et 
affiné, et (3) l'approbation du plan final par les parties prenantes a été évaluée. Le projet a été 
principalement mis en œuvre en ligne entre 2016 et 2018.
Résultats: Le plan a été élaboré en cinq versions itératives. Les parties prenantes ont approuvé à 
l'unanimité un plan qui comprenait cinq priorités axées sur l'adoption des meilleures données 
probantes (1) dans les groupes de gouvernance nationaux en physiothérapie et (2) au sein des 
programmes individuels de physiothérapie ; (3) l’établissement de partenariats avec les personnes 
vivant avec la douleur dans le cadre de la formation sur la douleur ; (4) le plaidoyer pour le rôle de la 
physiothérapie dans la prise en charge de la douleur; et (5) l’avancement de la recherche en matiére 
de formation sur la douleur.
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Conclusion: Ce plan devrait aider les parties prenantes canadiennes à améliorer la situation à 
lé'chelle nationale en ce qui concerne la formation sur la douleur en physiothérapie et servir de 
modéle pour alimenter la collaboration dans le cadre de la formation initiale sur la douleur dans 
d'autres professions et dans différentes régions géographiques.

Introduction

Pain is a leading international cause of personal suffering, 
disability, and health care expenditure.1,2 The Canadian 
Pain Task Force recently completed a three-phase process 
that culminated in the publication of a National Action 
Plan that aims to address the challenge of pain in 
Canada.3 This plan includes six overarching strategies, 
one of which focuses on improving how health providers 
are trained to understand, assess, and manage pain.3 Past 
work shows that health professional pain education con-
tributes to improved knowledge, attitudes, and manage-
ment-related behavior.4 Targeting pain education within 
entry-level education holds important long-term potential 
to facilitate population-level improvement in the health of 
people living with pain by helping to educate a new gen-
eration of health providers who are better able to provide 
evidence-based pain management.5

Previous research has helped provide an important 
foundation for improving entry-level pain education. For 
instance, a set of core pain management competencies was 
developed to serve as high-level educational outcomes for 
interprofessional health education programs.6 National and 
international surveys of entry-level health education pro-
grams have established the need for improving pain educa-
tion by revealing an overall lack of curricula content and 
time dedicated to pain education across different profes-
sions programs, including medicine, nursing, and phy-
siotherapy (PT).7–12 Other work has created pragmatic 
guidelines and reported on exemplar programs illustrating 
how pain management competencies can be integrated 
within individual health professions programs.13–16

However, an important challenge that remains under-
addressed within the pain education literature includes 
potential avenues for facilitating collaboration across the 
different stakeholders within health professions. Within 
each profession there are multiple and diverse stakeholders 
that are directly or indirectly involved and/or invested in 
pain education. For instance, clinical educators and stu-
dents are directly involved in pain-related teaching and 
learning and may be influenced by important upstream 
and downstream stakeholders. In this context, people living 
with pain can be considered downstream stakeholders 
because they may receive treatment from newly trained 
clinicians but are not always positioned to influence how 
clinical students learn about pain. Immediately upstream to 

pain educators are program administrators who coordinate 
curricula and who are well positioned to influence the 
curricula and resources available for pain education. 
Further upstream are stakeholders that help govern the 
profession and regulate professional education. These 
include the regulators that set standards for entry-to- 
practice licensure and accreditation of health education 
programs as well as professional associations that advocate 
on behalf of the profession. Though each of these stake-
holders is invested in pain education, there is very little 
research that addresses how these groups might approach 
the coordination required to achieve the type of popula-
tion-level change that is called for within the national pain 
strategy.

Our group has recently started to work toward this goal 
within the context of Canadian entry-level PT programs. 
Physiotherapists (PTs) are vital primary health care provi-
ders in the context of pain, and their expertise focuses on 
nonpharmacological management, which has been specifi-
cally called for within the National Action Plan. Our pre-
vious work has shown that, similar to other health 
education programs across other regions, there are major 
discrepancies in how pain management competencies are 
integrated across Canadian PT training programs. Our 
recent national survey of all Canadian PT entry-level pro-
grams revealed an eightfold difference in the amount of 
time dedicated to pain education across programs (ranging 
from 8 to 65 h).10 Moreover, the overall mean time allocated 
to pain education across Canadian programs (24.9 h) was 
lower than the mean time reported across PT programs in 
both the United States (31 h) and the United Kingdom 
(37.5 h).9–11

In 2016, our group convened a national stakeholder 
workshop that aimed to facilitate stakeholder collaboration 
in improving PT pain education across the country. We 
recently reported on this workshop,17 which established 
stakeholder consensus on the need to improve PT pain 
education across Canada, and began to explore the barriers, 
facilitators, and preliminary strategies that influence how 
stakeholders might work together to achieve this improve-
ment. This initial workshop was intended to lay the foun-
dation for subsequent work with the same stakeholders to 
develop a national strategic plan for improving pain 
education.17 The purpose of the current article is to report 
on the development process of this strategic plan and its 
outcome. The broader goal of this reporting is to help 
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generate a literature base that can be used to inform how 
stakeholders in other health professions and/or located 
within other geographic regions might approach strategic 
planning and collaborative efforts to improve how pain 
education is integrated across their entry-level training 
programs.

Methods

Methodological Approach and Theoretical 
Framework

The project used a stakeholder-centered, integrated 
knowledge translation approach that sought to improve 
health outcomes by involving all relevant stakeholders 
throughout the research process.18–20 In the context of 
this work, stakeholders related to PT pain education 
were integrated within the research team. Consistent 
with our previous national stakeholder workshop,17 the 
Knowledge To Action (KTA) framework was used to 
inform this work. Briefly, the KTA framework is 
designed to describe and inform how knowledge is cre-
ated and translated into practice.21,22 The KTA describes 
a seven-step action cycle that characterizes the process 
related to knowledge translation. Step 4 of the action 
cycle addresses the selection, tailoring, and implementa-
tion of knowledge translation interventions. This work 
was broadly anchored within this step of the action cycle 
because the overarching purpose of the strategic plan 
was to serve as a foundation for guiding stakeholders in 
the development and implementation of specific knowl-
edge translation interventions to improve entry-level 
pain education. This study was approved by Research 
Ethics Board of McGill University’s Faculty of Medicine 
(A11-B56-15B), and all participants provided verbal 
informed consent during the audio-recorded interviews. 
Participants who attended the initial in-person work-
shop also provided written informed consent.

Participants

Table 1 provides an overview of the participants who 
were involved in developing and approving the strategic 
plan. Participants represented stakeholder groups 
including people living with pain, PT students and 
recent graduates, PT pain educators, PT program direc-
tors, and leaders associated with the national PT profes-
sional association. Individual participants were invited 
based on their ability to represent national stakeholder 
groups. Two stakeholder groups were invited but 
declined to participate in the development of the strate-
gic plan. These included the national accreditor for 
Canadian PT programs (Physiotherapy Education 
Accreditation Canada) and the national organization 
that coordinates PT regulators across the country (The 
Canadian Alliance of Physiotherapy Regulators). These 
stakeholders abstained due to their concern for 
a potential conflict of interest in relation to their roles 
within the profession as autonomous evaluators; these 
same stakeholder groups also abstained from endorsing 
the previously reported consensus statement related to 
this initiative.17 These groups represent two of the four 
stakeholder groups that form the National 
Physiotherapy Advisory Group (NPAG) that governs 
the PT profession in Canada; the other two NPAG 
members (The Canadian Council of Physiotherapy 
University Programs and The Canadian Physiotherapy 
Association) participated in the present work, as well as 
our previous research in this area.17

Consistent with an integrated knowledge translation 
approach, the authors of this article included members 
of the PT pain educator (G.B., L.C., J.H., J.M., K.P., D. 
W., T.W.) and PT program director (B.S., Y.T.L.) stake-
holder groups, as well as knowledge translation 
researchers without direct affiliation with these groups 
(A.B., A.T.). The lead research team members (A.B., G. 
B., J.M., A.T., Y.T.L., D.W., T.W.) identified potential 

Table 1. Description of stakeholders that participated in the strategic plan development.

Stakeholder group Relationship to PT pain education
Description of participating stakeholder representatives (number 

of representatives)

People living with 
pain

People living with pain are the downstream “targets” of entry- 
level pain education

The president of a national advocacy group representing 
Canadians living with pain (1)

Physiotherapy (PT) 
students and 
recent PT 
graduates

PT students are the direct “targets” of entry-level pain education, 
and recent PT graduates are uniquely able to assess how their 
entry-level training prepares them for clinical pain 
management

The president of the National Student Assembly (which 
represents student members in the Canadian Physiotherapy 
Association) and a recent PT graduate and practicing clinician 
with an interest in pain management (2)

PT pain educators Deliver PT pain education One PT pain educator from each of the 14 PT entry-level training 
programs in Canada (14)

PT program directors Responsible for overseeing entry-level PT programs in Canada, 
including the coordination and delivery of all pain-related 
curricula

Members of the Canadian Council of Physiotherapy University 
Programs, which is a national committee formed by the 
directors from each of the PT programs across Canada (14)

National PT 
professional 
association

National advocate for PTs and PT students One senior staff member and one elected board member of the 
Canadian Physiotherapy Association, which represents more 
than 14,000 physiotherapy professionals across Canada (2)
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participants who were outside of the authorship group, 
and the lead author (T.W.) invited them to participate. 
PT pain educators were associated with a previously 
established national network of pain educators that 
included representation from each of the PT programs 
in Canada and helped initiate this line of research.17 The 
lead author presented the project to The Canadian 
Council of Physiotherapy University Programs and 
invited all PT directors to participate. The Canadian 
Physiotherapy Association and their affiliated National 
Student Assembly had previously been connected to this 
line of work. The lead author invited representatives 
from these organizations to participate in this 
project.17 Similarly, the participant who was represent-
ing people living with pain had been previously involved 
in related research activities and was invited by the lead 
author to continue to participate in this project.

Procedure

The final stakeholder-endorsed strategic plan was 
developed through three sequential steps (depicted 
in Figure 1): (1) Stakeholder-generated data were 
collected and analyzed. (2) A draft strategic plan 
was developed and refined, based on stakeholder 
input. (3) Stakeholder endorsement of the final stra-
tegic plan was assessed. Step 1 was initiated in 2016 
and Step 3 was completed in 2018. Aside from an 

initial in-person workshop that was held in 
Montreal, all other collaborative aspects of the pro-
ject were implemented online or over the phone.

Collection and Analysis of Stakeholder-related 
Data

Data were collected through two phases (i.e., 1a and 2b 
from Figure 1) and analyzed through a third phase 
(Figure 1, 1c). The first phase (Figure 1, 1a) was pre-
viously reported and consisted of a national stakeholder 
meeting to build consensus on the importance of pain 
education and to identify barriers, opportunities, and 
strategies for improving PT pain education across the 
country.17 The second phase (Figure 1, 1b) consisted of 
subsequent stakeholder interviews. Appendix A includes 
an overview of how strategic priorities evolved over the 
course of strategic plan development. Strategies that 
emerged from the national stakeholder workshop are 
listed under the heading of “Version 1” within 
Appendix A. To summarize, these strategies included 
integrating International Association for the Study of 
Pain competencies within national standards and regula-
tory policy, encouraging the development of best teaching 
practices among PT pain educators across the country, 
partnering with people living with pain, building 
increased awareness of the need to improve pain educa-
tion, and setting clear goals and outcomes to guide 
national collaboration on improved PT pain education.

Stakeholder interviews (Figure 1, 1b) were used to 
assess support and further develop these workshop- 
generated strategies. An interview guide was developed 
by three members of the authorship team (G.B., J.M., T. 
W.). It was initially piloted with two other team members 
(Y.T.L., D.W.) and determined to be functioning as 
expected. This interview guide is described in Appendix 
B. To summarize, interview questions focused on evaluat-
ing stakeholder perceptions of the workshop-generated 
strategies, including suggestions for amendments, rele-
vance of strategies to stakeholder priorities, and barriers 
and facilitators related to implementation. All stake-
holders described in Table 1 were invited to participate 
in an interview and were sent the interview guide. All 
interviews were conducted with individual stakeholder 
representatives, with the exception of one group interview 
with four members of The Canadian Council of 
Physiotherapy University Programs. This group interview 
was suggested by council members to increase the feasi-
bility of integrating multiple perspectives from this 
national committee. Interviews were designed to last 
approximately 1.5 h. All interviews were audio-recorded 
and were administered either over the phone or online 
using video conference software (Zoom).

Figure 1. Overview of the methods used to develop the stake-
holder-endorsed strategic plan.
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Interviews were administered by three members of 
the research team (G.B., J.M., T.W.), with two team 
members involved in each interview. One team member 
led the interview, and both team members took field 
notes on the content of the conversation. Following the 
interviews, both team members examined each other’s 
notes to ensure their alignment with the content of the 
interview and that no key ideas were missed. An inter-
viewer not involved in the interview reviewed the audio 
recordings and field notes to resolve any discrepancies.

Interview data were compiled and thematically analyzed 
(Figure 1, 1c) following qualitative description.23 

Qualitative description is rooted in subjectivism and seeks 
to understand a phenomenon, a process, or the perspec-
tives and worldviews of participants.24 Qualitative descrip-
tion aligned with our data analytic goals of providing a rich 
and literal description of participants’ perspectives, while 
striving to adhere to the verbatim data as closely as 
possible.23 Other common qualitative methodologies 
were not well aligned with the goals of this study, because 
they do not aim to address culture (ethnography), lived 
experience (phenomenology), or theory building 
(grounded theory).25 Data were analyzed using 
a combination of deductive and inductive coding. First, 
a coding framework was created based on the five work-
shop-generated strategies. Data were then categorized into 
each of these themes. In addition, data that did not fit 
within the five workshop-generated strategies were ana-
lyzed separately to determine whether new themes 
emerged. The members of the three-member interview 
team each independently reviewed the interview notes to 
identify and thematically code all content that related to the 
previously identified strategies for improving PT pain edu-
cation and content unrelated to the a priori identified 
strategies. Pairs of reviewers then compared their codes 
and discussed discrepancies. A third member of the 
research team was consulted if any discrepancies could 
not be resolved. The three-member interview team met 
frequently throughout the analysis process to participate in 
reflexive dialogue.26,27 Once all interview data were ana-
lyzed, these thematic codes were used as the basis of the 
strategic plan. The strategic priorities associated with these 
codes are listed as Version 2 in Appendix A.

Development and Refinement of the Draft 
Strategic Plan

A five-member working group (Figure 1, 2a) was formed to 
draft the initial strategic plan (G.B., J.M., Y.T.L., D.W., T. 
W.). Strategic priorities were based on thematic codes. The 
intended goal was to draft strategic priorities that would 
provide stakeholders with high-level direction for improv-
ing PT pain education yet be sufficiently flexible to support 

stakeholder autonomy and engagement. Once the initial 
strategic plan was drafted, it was emailed to all stakeholders 
for feedback and suggestions for improvement. 
Stakeholders were also invited to join the working group 
to directly participate in further refining the strategic plan. 
Four additional stakeholders (L.C., J.H., K.P., B.S.) 
responded to this invitation and joined the expanded, 
nine-member working group (Figure 1, 2b). 
Stakeholders shared their feedback either via email, 
phone conversation, or video chat (Zoom). Feedback 
was compiled in a shared online document (Google 
Doc) that was accessible to all working group members. 
Working group members met regularly via video confer-
ence (Zoom) to discuss and integrate this feedback. Once 
all working group members were satisfied with the strate-
gic plan, it was emailed to each of the participating stake-
holders for endorsement (Figure 1, 3a).

Assessment of Stakeholder Endorsement of the 
Final Strategic Plan

A single-item online survey question was used to assess 
stakeholder endorsement of the strategic plan (Figure 1, 
3b); participants could indicate whether they supported 
or did not support the strategic plan or whether they 
abstained. The lead author oversaw the voting process 
and emailed the online survey to all stakeholders listed 
in Table 1. Voting took place between June 8 and 
September 12, 2018. Each of the participating stake-
holders representing people living with pain, PT students 
and recent graduates, PT pain educators, and the national 
PT professional association independently casted their 
vote for the strategic plan. Members of the Canadian 
Council of Physiotherapy University Programs consid-
ered the plan during a regularly scheduled committee 
meeting and cast their votes in the context of this meeting.

Results

Participation in Stakeholder Interviews

A total of 14 stakeholders were interviewed. This included 
all of the participating stakeholders representing people 
living with pain, PT students and recent graduates, and 
the national PT professional association (as described in 

Table 2. Number of iterative versions involved in the develop-
ment of each strategic priority.

Strategic priority Number of iterative versions

Strategic priority 1 5
Strategic priority 2 4
Strategic priority 3 4
Strategic priority 4 4
Strategic priority 5 3
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Table 1). This also included three representatives of PT 
pain educators and six representatives of PT program 
directors from across the country (four of these represen-
tatives were interviewed together in one group interview).

Strategic Plan Development

Appendix A shows how the five strategies from the Pain 
Education in Physiotherapy workshop evolved into the 
final priorities included in the final stakeholder-endorsed 
strategic plan. Each strategic priority went through multiple 
iterative versions before being finalized; these are presented 
in Table 2. To summarize, key changes relating to strategic 
priority 1 included modifying the strategy to ensure suffi-
cient autonomy of NPAG members by being less prescrip-
tive about what content should be included within national 
governance documents. Key changes relating to strategic 
priority 2 included being more prescriptive about the com-
petencies that PT pain educators identified as being impor-
tant for their teaching; educators indicated their support for 

targeting the interprofessional core competencies that are 
integrated within the PT curriculum guidelines of the 
International Association for the Study of Pain.6 Key 
changes relating to strategic priority 3 included adding 
further specificity regarding how and why partnerships 
with people living with pain should be developed. Key 
changes relating to strategic priority 4 included expanding 
the targets of advocacy work to stakeholders outside of the 
PT profession. Key changes relating to strategic priority 5 
included expanding the scope of this priority to include the 
advancement of research addressing pain education.

Voting Outcome and Finalized Strategic Plan

All stakeholder representatives unanimously voted to 
endorse the strategic plan. The final stakeholder- 
endorsed version of the strategic plan is presented in 
Table 3. Figure 2 aims to visually depict each of the 
priorities included in the strategic plan.

Table 3. Stakeholder-endorsed strategic plan for improving pain education in Canadian PT programs.
Strategic priority 1: Support members of the National Physiotherapy Advisory Group (NPAG) in identifying and addressing current clinical and educational 

best evidence related to pain management.
Key strategies:
● Help NPAG members identify best evidence related to pain management by generating consensus recommendations and/or providing resources related 

to pain education.
● Support NPAG members in developing strategies for addressing best evidence on pain management within their respective national governance and 

regulatory resources, such as the NPAG Competency Profile for Physiotherapists in Canada, Entry-to-Practice Physiotherapy Curriculum guidelines, 
Accreditation Standards for Physiotherapy Education Programs in Canada, and/or the Physiotherapy Competency Examination Blueprint.

Strategic priority 2: Facilitate the integration of pain management competenciesa within individual entry-to-practice physiotherapy programs and their 
associated interprofessional educational programs and encourage the use of best teaching and assessment practices.

Key strategies:
● Develop a community of practice for pain educators and clinical supervisors across Canada that promotes mentorship, sharing of resources, best practices 

in teaching and assessment, and connections with local networks that support implementation.
● Provide exemplars outlining different models of how pain management competencies can be integrated within physiotherapy training curricula.
● Offer training on the development and assessment of curricula based on pain management competencies.
● Develop guidelines for incorporating pain management competencies within interprofessional education initiatives.
Strategic priority 3: Engage people living with pain as partners in the design and implementation of curricula to ensure strong alignment with patient needs 

and priorities.
Key strategies:
● Partner with organizations and/or individuals who aim to support people living with pain.
● Develop a network of people living with pain that can partner with local physiotherapy programs to improve pain education. Create resources that can 

facilitate this partnership.
● Develop teaching materials (e.g., videos, case studies, online learning modules) that focus on the experiences and perspectives of people living with pain 

that can be shared across programs.
Strategic priority 4: Highlight the urgent need for improved pain education by advocating for the importance of pain management competencies and the 

essential role of physiotherapists in managing pain to (a) physiotherapy professionals, (b) other health professionals, and (c) the community at large.
Key strategies:
● Develop stakeholder consensus on core advocacy messages, desired media, and target audiences.
● Partner with key stakeholders, special interest groups, professional associations, and health regulators that are well positioned to build awareness and 

support for effective pain management among each of the targeted groups. Provide these partners with key messages and resources to support 
dissemination.

Strategic priority 5: Evaluate and report on the Pain Education in Physiotherapy (PEP) strategic plan implementation and advance research in the area of 
pain education.

Key strategies:
● Establish stakeholder consensus on a framework for assessing and reporting outcomes related to the PEP strategic plan.
● Facilitate research funding applications, project implementation, and translation of findings on research programs relating to pain education in 

physiotherapy, such as:
○ Evaluating the process through which physiotherapy students’ develop pain management competencies over the course of their professional training 

and the outcomes of this training.
○ Evaluating the impact of further integrating pain management competencies within Canadian physiotherapy programs.
○ Determining best practices for implementing pain education, partnering with people living with pain on physiotherapy training, and advocating for the 

physiotherapy management of pain.
aPain management competencies refers to the interprofessional core competencies for pain management that are described by Fishman et al.6
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Discussion

This article describes a consensus-building approach invol-
ving multiple stakeholders in the development of a national 
strategic plan for improving pain education across entry- 
level PT programs in Canada. Our collaborative approach 
integrated a wide range of stakeholders, with representa-
tion of people living with pain, PT students and recent 
graduates, as well as PT educators, PT program directors, 
and national PT leaders. The development of this national 
strategic plan provides a novel contribution to the literature 
on pain education in the health professions by illustrating 
how collaboration can be achieved across such a diverse 
group of stakeholders. The first strategic priority focuses on 
supporting stakeholder groups that govern the PT profes-
sion in Canada (i.e. NPAG members) by identifying and 
addressing best evidence related to PT pain management. 
The International Association for the Study of Pain pro-
vides an important synthesis of this evidence and makes 
recommendations for inclusion within entry-level PT 
education.28 The NPAG was a critically important partner 
in developing this strategic priority, because this entity is 
responsible for the national curriculum guidelines, accred-
itation, and licensing standards for PTs across Canada. One 

goal in generating this strategic priority was to ensure 
support for the autonomy of NPAG members in how 
they governed the profession. Figure 2 portrays this rela-
tionship using an indirect arrow; though NPAG members 
are actively supported, their governance decisions are not 
directly within the scope of this strategic priority. 
Interestingly, NPAG members had different interpreta-
tions of how this autonomy should influence their partici-
pation in this work. The two NPAG members that are 
more directly involved in regulation and accreditation 
opted to not participate in this process, whereas the two 
members that were involved in leadership and promotion 
of the PT programs and the profession did participate. This 
may result in increased opportunities for working with 
NPAG members to integrate best evidence within curricu-
lum guidelines, while potentially introducing barriers to 
integrating similar evidence within accreditation standards 
and entry-to-practice examinations. Other work in the area 
of U.S. medical education suggests similar challenges in 
integrating best evidence within their entry-to-practice 
examinations.29 It is likely that full integration of regulatory 
stakeholders will be a common challenge across profes-
sions and regions.

Figure 2. Strategic priorities (SP) included in the Pain Education in Physiotherapy Strategic Plan. SP1 supports stakeholder groups that 
govern the physiotherapy (PT) profession in Canada (i.e. National Physiotherapy Advisory Group members) by identifying and 
addressing best evidence related to pain education. SP2 integrates evidence-based pain management competencies and encourages 
best educational practices within individual physiotherapy programs. SP3 supports partnerships with people living with pain in 
planning and implementing educational strategies. SP4 promotes evidence-based advocacy regarding the value of PTs in effective 
pain management. SP5 promotes research and evaluation in relation to pain education and strategic plan implementation.
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The second strategic priority brings the focus of 
implementing evidence-based pain education to the 
level of the educators themselves and prioritizes sharing 
of best practices, resources, barriers, and facilitators to 
ensuring that all physiotherapy trainees are exposed to 
similarly high-quality pain education.30,31 This priority 
is aligned with the goals of previous work that aims to 
illustrate and model how best evidence can be integrated 
within individual entry-level PT programs.13,14 The 
priority extends this work by pointing to how collabora-
tion might occur to facilitate these types of changes 
across institutions. The context of PT education in 
Canada may make this priority more achievable than 
other, more populous, countries. For instance, Canada 
has a relatively small number of university-based profes-
sional PT training programs (e.g. approximately 5% of 
the 250 accredited programs in the United States) and 
the director and lead pain educator associated with each 
of these programs endorsed this strategic plan. As 
a result, meaningful and transformative engagement 
with all training programs in Canada is likely an achiev-
able goal. This makes Canada a very attractive context 
for novel and innovative education initiatives.

The third strategic priority endorses the collaborative 
participation of people in pain in co-designing pain edu-
cation curricula and building educational strategies that 
place the patient at the center of effective clinical care. 
Specifically, this strategy aims to avoid tokenism of people 
living with pain by placing them on an equal level with 
educators and future clinicians. One challenge in imple-
menting this plan will be to develop a pragmatic and 
feasible model for guiding these relationships. The 
Patients as Partners framework may serve as a useful 
template that could be adapted to the context specific 
needs of PT pain education.32 Equitable engagement 
will also require adequate financial resources to support 
the work done by these partners, something that has been 
identified as a barrier in prior patient-partnered 
initiatives,33 further emphasizing the need for sustainable 
funding to ensure successful implementation of the plan.

The fourth priority emphasizes advocacy, both within 
and outside of the PT profession, around the potential 
added value of PTs in effective pain management. Recent 
work in this area has highlighted the multilevel nature of 
the barriers and facilitators related to uptake of evidence- 
based approaches pain management.34 Within the PT con-
text, the emphasis has primarily focused on advocating for 
improved pain management in the context of the ongoing 
opioid crisis. For instance, in 2017 the American and 
Canadian PT associations issued a joint statement that 
advocated for increasing the PT role within the nonphar-
macological management of pain in an effort to combat the 
opioid epidemic.35 Yet, despite this and related work, there 

are still important barriers within and outside the profes-
sion that may limit these efforts. For instance, PTs often 
report low levels of confidence in managing patients with 
complex forms of chronic pain,36–39 and patients seeking 
care report important barriers to engaging in nonpharma-
cological treatments, such as restricted access or funding, 
reduced motivation for self-management, and limited per-
ceived efficacy of these interventions.40 These provider and 
patient barriers may have an interactive effect that further 
limits the availability and use of effective nonpharmacolo-
gical management options. Future research in this area 
should explore the role that improved entry-level education 
may play in mitigating these barriers.41 For instance, 
enhanced professional education may help new graduates 
become stronger advocates for nonpharmacological man-
agement, which in turn may help limit some of the external 
barriers to care.

The fifth and final priority focuses on the importance 
of research and evaluation of the effectiveness of any new 
curriculum, education, or training strategies.42 Evaluation 
is an important part of any rigorous implementation and/ 
or knowledge translation strategy.21,22 It should be tar-
geted to optimize valid capture of important domains. 
Conversation around this priority focused on strategies 
for evaluating student performance outcomes in relation 
to pain education interventions. Participants indicated an 
appetite for going beyond metrics of quantity or check-
box-type surveys of content toward focusing on true 
acquisition of clinical competencies. Miller’s competency 
framework may provide a valuable scaffolding around 
which to build curriculum and also a useful framework 
for evaluating outcomes.43 Miller’s pyramid delineates 
four levels of competency assessment (Knows, Knows 
how, Shows how, Does). Consistent with the consensus 
statements established by stakeholders involved in this 
work,17 student and clinical outcomes were deemed the 
most important outputs of this initiative. Thus, this fra-
mework facilitates the development of evaluation strate-
gies to capture competency at each level of Miller’s 
pyramid, from standardized paper-based tests to observa-
tional practice evaluations and audits.

In addition to evaluating student-related pain educa-
tion outcomes, this strategic priority encourages a more 
comprehensive approach to assessing the overarching 
implementation process related to this initiative. 
A multilevel implementation framework, such as the 
Consolidated Framework for Implementation 
Research,44 would be well suited for this task. Such 
a framework would enable in-depth consideration of 
factors related to a potential pain education interven-
tion, as well as the participating stakeholders and their 
context. The recently expanded version of this frame-
work could also be used to help structure the 
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implementation, assessment, and reporting of project- 
related interventions.45

Though the content and implementation of this stra-
tegic plan is tailored to a Canadian PT context, the 
integrated KT process that was utilized in this work is 
likely transferable to other contexts. We expect that 
including both upstream and downstream stakeholders 
will be a common asset in developing meaningful 
change across other geographic regions and professions. 
People living with pain, students and new graduates, and 
educators each provide unique and valuable insights 
into what change is needed, and engaging program 
administrators and national regulators is critical to facil-
itating implementation. With this type of stakeholder 
engagement, the reported process could likely be tai-
lored to fit the idiosyncratic needs of other training 
programs in different regions and across different 
professions.

Readers are encouraged to also consider some of the 
limitations related to this work. For instance, this pro-
ject had a PT-centric focus that did not include other 
health professions. This approach corresponds to our 
central objective of developing a strategic plan that 
targets change within the PT profession and will likely 
contribute to an increased sense of professional own-
ership and engagement with this initiative moving for-
ward. However, engagement with other health 
professionals—particularly those who hold influence 
within this field of work—is crucial to implementing 
pain education and to the advocacy work outlined in 
strategic priority 4; clearly, this will be an essential 
aspect of future work in this area. Furthermore, though 
this work builds on other consensus-based initiatives 
related to pain education by including often overlooked 
stakeholders (such as people living with pain and 
health professional students), it could be improved by 
further integrating participants from other margina-
lized groups in an effort to maximize equity, diversity, 
and inclusiveness. Lastly, one inherent vulnerability of 
using a stakeholder-based approach to develop 
a national strategic plan is that there remains ambiguity 
in who will “take charge” of the implementation and 
oversight of the plan. Though the authors of this article 
are committed to continuing to lead, facilitate, and 
coordinate this work, the ultimate success of this plan 
will be a function of continued stakeholder engagement 
and involvement.

Conclusion

In summary, a national stakeholder-generated strategic 
plan was developed for improving pain education across 
Canadian PT programs. This plan focuses on uptake of 

best evidence across national governance and within 
individual PT programs, partnership with people living 
with pain, advocacy for the PT role in pain management, 
as well as increased research, evaluation, and reporting 
on advancements in this domain. This process and out-
come may serve a useful template to facilitate improved 
pain education across other professions and geographic 
regions.
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Appendix A. Evolution of strategic priorities

Appendix B. Stakeholder interview guide

(1) What were your broad thoughts on the strategies generated 
within the Pain Education in Physiotherapy workshop?

(2) Can you identify any additional strategies? 
(3) What strategies are of particular interest/relevance to your 

stakeholder group?
a. Why?

(4) What are strategies are not of particular interest/relevance 
to your stakeholder group?
a. Why?

(5) How might you approach implementation of the 
strategies that are of interest/relevance to your 
group?

(6) What are the most important next steps for strategies 
that are of interest/relevance to your group?

(7) From the perspective of your stakeholder group, what are 
the most important barriers/facilitators for these next 
steps?
a. How can these barriers be best addressed?
b. How can these facilitators be taken advantage of?

Strategic priority 1: 
· Version 1: Integrate pain competencies into national accreditation standards, examination blueprint, and physiotherapy curriculum guidelines. 
· Version 2: Establish consensus on pain competencies for entry-level physiotherapists and facilitate their integration within the national curriculum 
guidelines, accreditation standards, and the examination blueprint. 
· Version 3: Confirm stakeholder support of pain management competencies for entry-level physiotherapists and facilitate their integration within the 
national curriculum guidelines, accreditation standards, and the examination blueprint. 
· Version 4: Facilitate the integration of pain management competencies within the national curriculum guidelines, accreditation standards, and the 
examination blueprint. 
· Version 5 (Final): Support members of the National Physiotherapy Advisory Group (NPAG) in identifying and addressing current clinical and educational 
best evidence related to pain management.

Strategic priority 2: 
· Version 1: Encourage the development of best teaching practices, resources, and self-assessment for pain education. 
· Version 2: Facilitate the integration of competency-based pain curriculum within individual training programs and encourage the development of best 
teaching practices, educational resources, and self-assessment in relation to pain education. 
· Version 3: Facilitate the integration of pain management competencies within individual physiotherapy programs and interprofessional education 
initiatives and encourage the use of best teaching and assessment practices. 
· Version 4 (Final): Facilitate the integration of pain management competencies within individual entry-to-practice physiotherapy programs and their 
associated interprofessional educational programs and encourage the use of best teaching and assessment practices.

Strategic priority 3: 
· Version 1: Partner with people living with pain. 
· Version 2: Engage people living with pain as partners in the design and implementation of curriculum. 
· Version 3: Engage people living with pain as partners in the design and implementation of curricula. 
· Version 4 (Final): Engage people living with pain as partners in the design and implementation of curricula to ensure strong alignment with patient 
needs and priorities.

Strategic priority 4: 
· Version 1: Build awareness of the importance of pain education for physiotherapists. 
· Version 2: Build awareness, understanding, and support for the importance of pain management and the essential role of physiotherapists in managing 
pain among physiotherapy professionals, other health professionals, and the community at large. 
· Version 3: Advocate for the importance of pain management and the essential role of physiotherapists in managing pain among physiotherapy 
professionals, other health professionals, and the community at large. 
· Version 4 (Final): Highlight the urgent need for improved pain education by advocating for the importance of pain management competencies and the 
essential role of physiotherapists in managing pain to (a) physiotherapy professionals, (b) other health professionals, and (c) the community at large.

Strategic priority 5: 
· Version 1: Set clear goals and assess outcomes. 
· Version 2: Advance research on pain education and follow best practice guidelines in implementing knowledge translation activities. 
· Version 3 (Final): Evaluate and report on the PEP (Pain Education in Physiotherapy) strategic plan implementation and advance research in the area of 

pain education.

Version 1 is the strategy generated at the 2016 Pain Education in Physiotherapy workshop; Version 2 is the strategic priority that was generated by the working 
group following stakeholder interviews; Versions 3 to 5 were generated following stakeholder input on the previous version. Table 3 includes the final version 
of each strategic priority as well as their corresponding key supporting strategies.
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