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ABSTRACT
Background: Chronic pain is a complex condition that poses challenges in assessment and 
treatment. Primary care teams, especially in rural areas, may have a role in managing this popula-
tion, providing interprofessional care to optimize patient outcomes. Tools are needed to aid these 
clinicians in assessing chronic pain.
Aims: The aim of this article is to present the case application of a clinical reasoning framework 
proposed by Walton and Elliott, which is used to identify drivers of chronic pain in a 61-year-old 
male patient with a remote history of spinal injury. Furthermore, it aims to demonstrate that an 
interprofessional, individualized intervention strategy can improve patient outcomes.
Methods: This case took place in a multidisciplinary primary care team in rural northern Ontario, 
Canada. An assessment was completed by the author, including collection of the patient’s history, 
a medication review, and the use of multiple validated patient-reported outcome measures 
(PROMs), all of which were used in applying the framework.
Results: Three relevant drivers of his pain experience were identified: central nociplastic, cognitive/ 
belief, and emotional/affective. A pharmacist and social worker then used multimodal interventions 
to address these drivers, which yielded improvements in scores on multiple validated pain mea-
sures but also improved the patient’s self-reported quality of life.
Conclusions: A clinical reasoning framework can provide a basis for identifying drivers of chronic 
pain during assessment and guide primary care clinicians to targeted interventions. Broader 
applications of this framework by primary care providers could serve to increase capacity for 
managing chronic pain in Canada.

RÉSUMÉ
Contexte: La douleur chronique est une affection complexe qui pose des problèmes d’évaluation 
et de traitement. Les équipes de soins primaires, en particulier dans les zones rurales, peuvent jouer 
un rôle dans la prise en charge de cette population et fournir des soins interprofessionnels pour 
optimiser les résultats pour les patients. Des outils sont nécessaires pour aider ces cliniciens dans 
l’évaluation de la douleur chronique.
Objectifs: Le but de cet article est de présenter l’application d’un cadre de raisonnement clinique 
proposé par Walton et Elliott, utilisé pour déterminer les facteurs de douleur chronique, à un patient 
masculin âgé de 61 ans ayant des antécédents lointains de lésion de la colonne vertébrale. En outre, 
il vise à démontrer qu’une stratégie d’intervention interprofessionnelle et individualisée peut 
améliorer les résultats pour les patients.
Méthodes: Ce cas a eu lieu dans une équipe de soins primaires multidisciplinaire en milieu rural 
dans le nord de l’Ontario, au Canada. Une évaluation a été réalisée par l’auteur, y compris la collecte 
des antécédents du patient, une revue des médicaments et l’utilisation de plusieurs mesures 
validées des résultats rapportés par les patients, qui ont tous été utilisés dans l’application du cadre.
Résultats: Trois facteurs pertinents de son expérience de la douleur ont été répertoriés: nociplas-
tique centralisée, cognitif/croyance, et émotionnel/affectif. Un pharmacien et un travailleur social 
ont ensuite eu recours à des interventions multimodales pour traiter ces facteurs, ce qui a permis 
d’améliorer les scores sur plusieurs mesures de douleur validées, tout en améliorant la qualité de vie 
autodéclarée du patient.
Conclusions: Un cadre de raisonnement clinique peut fournir une base pour déterminer les 
facteurs de maladies de douleur chronique lors de l’évaluation et guider les cliniciens de soins 
primaires vers des interventions ciblées. Des applications plus larges de ce cadre par les prestataires 
de soins primaires pourraient servir à accroître la capacité de prise en charge de la douleur 
chronique au Canada.
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Introduction

The prevalence of chronic pain among adults in Canada 
is estimated at nearly 20%.1 With significant individual 
and societal costs, in the form of disability, health care 
utilization, and health care spending,2 there is a need for 
effective ways to manage this complex condition. 
Recently, interprofessional collaboration using 
a biopsychosocial approach has been endorsed as one 
of the best strategies3; however, specialized chronic pain 
programs remain difficult for many patients to access, 
especially in rural and remote areas. To address this 
access issue, primary care teams have been highlighted 
for their potential role in chronic pain management,4 yet 
research suggests that primary care providers report 
a lack of confidence in managing this population.5

Given the complexity of treating chronic pain and the 
challenges that primary care providers face, tools that 
could enhance the process of interprofessional chronic 
pain assessment and management would be useful. 
Despite over a decade of clinical experience in primary 
care and involvement in numerous chronic pain cases 
over the years, the author has found that many of these 
cases are complex can be overwhelming to manage. This 
sentiment would resonate with many other primary care 
clinicians attempting to help these patients in a health 
care system where access to specialized pain manage-
ment resources is limited. Walton and Elliott6 proposed 
a clinical reasoning framework and radar plot to aid 
clinicians in identifying drivers of a patient’s pain. 
Their framework was attractive as a tool because the 
biopsychosocial model of pain formed a basis for its 
multidomain approach to pain assessment, it was easy 
to understand, and straightforward to implement.

To identify potential contributors to a patient’s pain 
experience, the framework suggests categorizing patient 
data into seven pain domains: nociceptive/physiological, 
peripheral neuropathic, central nociplastic, emotional/ 
affective, cognitive/belief, socioenvironmental, and sen-
sorimotor dysintegration. The authors of the framework 
note that these domains are not meant to be compre-
hensive in their description of a patient’s pain experi-
ence. Instead, they represent reasonable domains that 
include commonly accepted dimensions of the biopsy-
chosocial model of pain, domains that would also be 
responsive to intervention. Data from multiple sources, 
which might include a patient’s narrative report of their 
pain experience, the results from objective pain mea-
sures, and information from their medical history, are 
categorized into one of the seven pain domains and 
a radar plot is generated by assigning a qualitative level 
of contribution (very low, low, moderate, high, and very 
high) to each domain. The level of contribution assigned 

is subjective according to the user, but Walton and 
Elliott applied the concept of triangulation in determin-
ing the level of contribution; with each additional data 
point for a given domain there comes a greater certainty 
of its contribution to the patient’s pain. The radar plot is 
a graphical representation of this process and can be 
particularly useful in scenarios where multiple pain 
domains are identified and prioritization is needed due 
to time or resource limitations.

The author, a pharmacist practicing in a rural multi-
disciplinary primary care team, presents this patient case 
involving the use of Walton and Elliott’s novel clinical 
reasoning framework to assess the drivers of a patient’s 
chronic pain.6 Proposed as a means to support pattern 
recognition when assessing a variety of musculoskeletal 
pain conditions, this framework provides a method for 
identifying potential drivers of chronic pain that can 
subsequently guide interprofessional interventions. 
Furthermore, this case demonstrates how an individua-
lized and interprofessional care plan, adopting a patient- 
centered strategy to target the most relevant chronic 
pain drivers, can be enhanced through the use of vali-
dated PROMs to improve the quality of life of a patient 
with a long-standing history of chronic pain.

Materials and Methods

This is a case study of a single patient seen in a rural 
primary care team in Elliot Lake, Ontario, Canada. It was 
compiled as a component of the author’s postprofessional 
graduate studies at Western University in London, 
Ontario, Canada; ethics approval was not required as 
per Western University’s policy on case reports. The 
patient has read this case report, approved its content, 
and given informed written consent for its publication.

The 61-year-old male patient was referred to the 
author for an opioid taper and chronic pain manage-
ment. He presented with chronic low back pain, 
described as spasms and shooting, burning pain that 
radiated down his right leg. His primary concern was, 
“These pills are controlling my life.” He reported frus-
tration with his dependence on opioids and persistent 
pain that was not particularly responsive to his current 
treatment plan, which consisted entirely of drug therapy. 
He also expressed difficulties performing his daily activ-
ities, problems sleeping, and decreased libido due to his 
persistent pain. The patient’s pain-related medications 
at the time of presentation were oxycodone extended 
release 20 mg twice daily, oxycodone/acetaminophen 5/ 
325 mg three times daily, duloxetine 60 mg daily, prega-
balin 150 mg three times daily, and baclofen 10 mg four 
times daily. Noted medication side effects included con-
stipation and what he called “brain fog.”

2 J. REAUME



The patient’s 20-year chronic pain history originated 
from a workplace accident, resulting in a crush injury to 
his lumbosacral spine that ultimately required surgery. 
Postoperatively, he remained in significant pain and was 
severely deconditioned, requiring months of physiother-
apy while using opioids and other pain medications to 
regain his ability to walk. Due to persistent chronic pain 
despite a return to somewhat normal function, a spinal 
cord stimulator was implanted with some benefit, but he 
remained dependent on medication. Significant addi-
tional medical history included depression, obesity, cor-
onary artery disease with myocardial infarction, 
migraines, and bariatric surgery.

The author’s assessment involved gathering the patient’s 
history and completing a medication review. The patient’s 
morphine equivalent dose (MED) was calculated at 82.5 mg 
of morphine daily, just below the maximum dose of 90 mg 
daily recommended by the Canadian “Guideline for opioid 
therapy and chronic noncancer pain.”7 The Opioid Risk 
Tool was completed and the patient scored a 7, indicating 
moderate risk of opioid abuse.8 The patient was also asked 
to complete several PROMs during this assessment,9–15 the 
results of which were used as data in applying Walton and 
Elliott’s framework.6 They included the Brief Pain 
Inventory Short Form (BPI-SF),9 which measures pain 
severity and impact on function; the Brief Illness 
Perception Questionnaire (BIPQ),10 which assesses the 
emotional and cognitive representations of illness; the 
Pain Catastrophizing Scale (PCS),11 which assesses pain- 
related catastrophic thinking; and the Depression, Anxiety, 
and Stress Scale (DASS21),12 which measures levels of 
depression, anxiety, and stress. Additional PROMs 
included the Central Sensitization Inventory (CSI),13 

which measures symptoms commonly associated with cen-
tral nervous system hypersensitivity; the Self-Administered 
Leeds Assessment of Neuropathic Symptoms and Signs 
(S-LANSS),14 which is used to identify neuropathic pain 
symptoms; and the Tampa Scale for Kinesiophobia 
(TSK),15 which measures fear of movement and reinjury. 
Once they were completed by the patient, they were 
reviewed and scored by the author.

Results

Baseline scores on the completed PROMs with interpre-
tations are presented in Table 1. These data, along with 
information from the patient’s narrative and medical 
history, were used by the author to generate the radar 
plot (Figure 1) by assigning a very low, low, moderate, 
high, or very high level of contribution for each of the 
seven pain domains. The central nociplastic, cognitive/ 
belief, and emotional/affective drivers were deemed the 
most relevant in this patient’s case.

The central nociplastic driver refers to central pain 
sensitization,6 one of the most challenging components 
of chronic pain to treat. Items from the patient’s narra-
tive and medical history that suggested central sensitiza-
tion included his continued pain for over 20 years after 
his precipitating injury would have been expected to 
heal, pain that had been persistent and only partially 
responsive to surgical and pharmacological interven-
tion, and his chronic use of high dose opioids, which 
has previously been implicated as a contributor to cen-
tral sensitization and hyperalgesia.16 From the PROMs 
collected, his severe CSI score of 56 was also highly 
suggestive of a central nociplastic driver; scores >40 
indicate a likelihood of central sensitization. Based on 
these data, the author assigned a high/very high contri-
bution to the central nociplastic driver.

The cognitive/belief driver refers to false and poten-
tially irrational thoughts or beliefs about pain.6 Previous 
research has demonstrated that addressing maladaptive 
cognitions in patients living with chronic pain through 
modalities such as cognitive behavioral therapy (CBT) 
can be beneficial.17 During the initial interview, the 
patient noted an irrational fear that he would reinjure 
his back, even from engaging in his activities of daily 
living. This fear was further made evident when review-
ing his TSK score of 51, which was high enough to 
indicate a clinically significant fear of movement (i.e., 
score >37). The patient’s baseline score on the BIPQ was 
also high at 60, indicative of an exaggerated perception 
of threat related to his chronic pain condition. Delving 

Table 1. Baseline PROM scores with interpretation.
Baseline score Interpretation

BPI-SF Mean pain severity = 7.3 Significant pain severity and interference; patient indicated 30% relief from pain treatments or medications
Mean pain interference = 8.7

BIPQ 60/80 Higher scores indicate the illness is perceived as threatening
PCS 39 >30 indicates clinically relevant catastrophizing
DASS21 Depression = 16 Depression = moderate

Anxiety = 8 Anxiety = mild
Stress = 26 Stress = severe

CSI 56 >40 indicates likelihood of central sensitization; 56 considered severe
S-LANSS 19 >12 indicates pain of predominantly neuropathic origin
TSK 51 >37 indicates the likelihood of kinesiophobia

PROM: Patient-reported outcome measure; BPI-SF: Brief Pain Inventory Short Form; BIPQ: Brief Illness Perception Questionnaire; PCS: Pain Catastrophizing Scale; 
DASS21: Depression, Anxiety, and Stress Scale; CSI: Central Sensitization Inventory; S-LANSS: Self-Administered Leeds Assessment of Neuropathic Symptoms 
and Signs; TSK: Tampa Scale for Kinesiophobia.
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into individual BIPQ items, low scores on both the 
personal and treatment control items suggested that he 
had poor self-efficacy and little confidence that any 
intervention could provide him with pain relief. A high 
score on the identity item suggested that chronic pain 
had become a defining characteristic of his self-image. 
Furthermore, he reported rumination and magnification 
of his pain at night when the activities of the day were no 
longer present to distract him. This was also evident 
from his score of 39 on the PCS at baseline; a score 
>30 indicates clinically relevant catastrophizing. Based 
on these data, the author also assigned a high/very high 
contribution to the cognitive/belief driver.

The emotional/affective driver refers to “diagnosable 
psychopathology.”6(p18) The patient had a long-standing 
diagnosis of depression since shortly after his spinal injury. 
The connection between depression and pain has been well 
documented, and both conditions can interact with each 
other in a bidirectional manner.18 Though the patient only 
scored 16 (moderate) for depression and 8 (mild) for anxi-
ety on the DASS21 at baseline, his stress score was 26 
(severe). At the initial interview, this stress was largely 
driven by fear of pain and reinjuring himself, as well as 
a lack of perceived control over the management of his 
chronic pain. Despite his history of depression and obvious 
state of distress, the patient also exhibited a positive attitude 
and remained open-minded and motivated about attempt-
ing whatever interventions the team felt might benefit him. 
Because of the presence of these potential protective factors, 

a low/moderate contribution was assigned to the emotional/ 
affective driver relative to the other identified pain drivers.

The other pain domains proposed by Walton and 
Elliott were deemed less relevant in this case and 
assigned a very low/low level of contribution. The 
patient’s pain presentation was consistent with the pat-
tern he had been experiencing since his injury and he 
denied any new onset of acute pain symptoms, suggest-
ing that a nociceptive/physiological driver was unlikely, 
especially given how remote his precipitating injury was. 
The author acknowledges that there may have been 
a nociceptive component to his pain due to years of 
deconditioning and sedentary lifestyle, which may have 
been beyond the skills of the author to assess. The care 
plan had initially included consulting a physiotherapist 
for input on this domain, but due to challenges in 
accessing physiotherapy services in the area and the 
fact that the cost would be prohibitive to the patient, 
this was deferred. The patient also reported having 
a supportive relationship with his wife, engaging in 
meaningful time spent volunteering at his church, and 
a stable financial situation. All of this suggested negligi-
ble contribution from a socioenvironmental driver.

Though the patient’s score of 19 on the S-LANSS sug-
gested a neuropathic component to his pain (i.e., score 
>12), the patient denied any peripheral symptoms such as 
burning, tingling, or numbness in his extremities. The 
S-LANSS does not differentiate between central and per-
ipheral neuropathy; any neuropathic symptoms the patient 

Figure 1. Radar plot generated for the patient using the clinical reasoning framework described by Walton and Elliott.6
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reported appeared to originate from his spinal injury. For 
this reason, the peripheral neuropathy domain was not 
deemed significant. Lastly, sensorimotor dysintegration 
also did not appear to be relevant because the patient denied 
any symptoms suggestive of deficits in sensory processing.

As a pharmacist, the author felt uniquely positioned to 
help the patient attempt an opioid taper, which was the 
patient’s goal, but also in the hope of addressing his central 
nociplastic driver. Chronic opioid use, particularly at 
higher doses, has been implicated in nociplastic changes 
in the central nervous system that result in pain sensitiza-
tion, a condition called opioid-induced hyperalgesia.16 

Reducing the opioid dose or tapering off completely is 
the primary means of addressing this central pain sensiti-
zation. Interventions began after the patient was given 
educational materials on pain and opioid tapering. The 
taper proceeded by decreasing his opioid dose by roughly 
10% of his initial MED monthly. The option for temporary 
pauses in the taper was outlined for the patient at the initial 
assessment; patients’ ability to have input into the progress 
of their taper has been identified as critically important in 
previous literature.19 At the time of writing this case report, 
the patient had successfully tapered off opioids completely 
and maintained his opioid-free status for a period of 
6 months.

Additional pharmacological interventions included 
titration of his duloxetine dose to 90 mg daily to facil-
itate his coping during the taper and to improve his 
mood, sleep, and neuropathic pain. The use of seroto-
nin-norepinephrine reuptake inhibitors has been sug-
gested in the management of comorbid pain and 
depression18 and is considered first line in the manage-
ment of chronic neuropathic pain.20 Though there is 
some evidence that increasing duloxetine doses beyond 
60 mg daily is not beneficial,21 the author has found that 
sometimes it is worth conducting an “n-of-1” trial 
because some patients may respond to a higher dose. 
From a medication management perspective, this 
approach was preferable to titrating his pregabalin 

because he had previously been intolerant to 
a pregabalin dose increase and adding a tricyclic anti-
depressant would only further contribute to polyphar-
macy. The patient placed significant value on 
minimizing his dependence on medication.

To address the identified cognitive/belief and emo-
tional/affective drivers, the author felt it important to 
enlist the team’s social worker. Collaboration was neces-
sary because addressing the patient’s maladaptive cogni-
tions around pain and his emotional distress was beyond 
a pharmacist’s skill to manage alone. The social worker 
and the patient initially met twice monthly to focus on 
behavior activation and coping strategies. The patient was 
taught relaxation methods, meditation, stress manage-
ment techniques, mindfulness, and calm breathing. He 
also began to increase his socialization by setting goals he 
strived to achieve. CBT was employed to help the patient 
address maladaptive pain-related thoughts and anxiety. 
For example, early on the patient noted that he was not 
using his cane to ambulate, stating that he viewed it as 
a “weakness.” The social worker worked on reframing this 
thought with him, suggesting that he view his cane as an 
assistive device just like glasses are to someone with poor 
vision. Restructuring this thought helped the patient uti-
lize his cane more; this, in turn, gave him more confidence 
to move where otherwise he would have avoided activity 
out of fear. Throughout his sessions, a proactive approach 
was stressed, encouraging him to practice the strategies he 
had learned on a routine basis rather than waiting for his 
symptoms to escalate. The patient was seen for ten ses-
sions that slowly tapered to monthly visits.

The patient was reassessed on the completed PROMs at 
roughly 20 weeks (for the BPI-SF, BIPQ, and DASS21) and 
30 weeks (for the PCS, CSI, and TSK) after his baseline 
assessment. The S-LANSS was not repeated because his 
pain was already identified as being primarily of neuro-
pathic origin and this was not expected to change. The 
postintervention scores, changes from baseline, and inter-
pretations for the six PROMs are summarized in Table 2. It 

Table 2. Postintervention PROM scores with interpretation.
Postintervention score (change from 

baseline) MCID Interpretation

BPI-SF Mean pain severity = 4.5 (−2.8) 30% Clinically important decrease in pain severity (38%) and pain interference (36%); patient 
indicated 60% relief from pain treatments or medicationsMean pain interference = 5.6 (−3.1)

BIPQ 34/80 (−26) — Decrease in the perception of threat from the illness
PCS 8 (−31) 1.9–13.6 Clinically important decrease in catastrophizing
DASS21 Depression = 6 (−10) — Depression = normal

Anxiety = 10 (+2) Anxiety = moderate
Stress = 12 (−14) Stress = normal

CSI 33 (−23) — Decrease in central sensitization
TSK 36 (−15) — Decrease in fear of movement

PROM: Patient-reported outcome measure; MCID: minimal clinically important difference; BPI-SF: Brief Pain Inventory Short Form; BIPQ: Brief Illness Perception 
Questionnaire; PCS: Pain Catastrophizing Scale; DASS21: Depression, Anxiety, and Stress Scale; CSI: Central Sensitization Inventory; S-LANSS: Self-Administered 
Leeds Assessment of Neuropathic Symptoms and Signs; TSK: Tampa Scale for Kinesiophobia.
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is important to note that though there was an improve-
ment in raw scores across these PROMs, caution must be 
used in interpreting the clinical significance of these 
changes. The minimal clinically important difference 
(MCID), defined as “the smallest improvement considered 
worthwhile by a patient,”22 is often cited in the literature 
when attempting to quantify meaningful changes in out-
come measures, but the MCID for many measures is 
unknown. The known MCIDs for the PROMs used in 
this case are also presented for reference in Table 2.

At week 20, when the patient had decreased his MED by 
nearly a third, there were significant decreases in his BPI- 
SF scores; mean pain severity decreased by 38% and mean 
pain interference decreased by 36%. These decreases 
exceeded a threshold of 30%, which has been previously 
reported by Williams and Arnold as the MCID for the BPI- 
SF.23 The patient indicated a twofold improvement (from 
30% to 60%) on the BPI-SF item regarding the effectiveness 
of pain interventions, and this was despite a reduction in 
his opioid use. On the DASS21, there were decreases in 
depression (from 16 to 6) and stress (from 26 to 12) scores, 
both now normal. It was noted that there was a slight 
increase (from 8 to 10) in his anxiety score, although it is 
difficult to say how clinically meaningful this was. His score 
on the BIPQ also decreased markedly (from 60 to 34), 
suggesting that he was perceiving his chronic pain condi-
tion as much less threatening.

At week 30, the patient had further progressed in his 
opioid taper, decreasing his MED by 45% overall. His 
scores on the PCS, CSI, and TSK all improved from 
baseline. His PCS score dropped from 39 to 8, suggesting 
a decrease in pain catastrophizing. For patients treated 
with a spinal cord stimulator, Sabourin et al. have 
reported an MCID for the PCS ranging from 1.9 to 
13.6.24 Even accepting the high end of this range, the 
patient’s change in PCS score could be considered clini-
cally significant (31-point decrease). His CSI score also 
dropped from 56 (severe) to 33 (mild), suggesting an 
overall decrease in central sensitization. Lastly, his TSK 
score decreased from 51 to 36, below the cutoff for 
kinesiophobia and suggesting a decline in his fear of 
movement.

Overall, the patient tolerated the interventions well and 
he endorsed a congruence between these results and his 
own perception of changes in his condition. Though he still 
had pain, he reported it was no longer the dominant theme 
in his life; he had new motivation to engage socially, better 
ability to cope with his pain, and saw improvements in his 
mood, sleep, and personal relationships. Other than some 
mild and transient withdrawal symptoms (e.g., shakiness, 
chills, restlessness) for several days after an opioid dose 
reduction, his taper proceeded without any significant 
issues. The patient reported increased pain at certain points 

in the taper, but this was mitigated through his coping 
strategies, pauses in the taper, and adjustments to his 
other medication.

Discussion

This patient had a prolonged history of chronic pain sec-
ondary to a workplace spinal injury and had explored 
a wide variety of chronic pain interventions since that 
time: surgical, pharmacological, and self-management. 
Despite this, he still reported poor quality of life and 
persistent pain that was interfering in his daily activities, 
and he was deeply concerned about physical and psycho-
logical dependence on opioids. The subjective nature of 
pain and the complex interacting factors that contribute to 
it would be overwhelming for many clinicians seeking to 
help him. Walton and Elliott’s6 novel approach to pain 
phenotyping was useful in identifying this patient’s unique 
combination of pain drivers and guiding an interprofes-
sional, collaborative care plan aimed at addressing them. 
The use of PROMs not only added useful information to 
the assessment of his pain drivers but also served to provide 
an objective measure of improvements in his condition 
over time. This case also demonstrates that this process is 
feasible when conducted by interdisciplinary health profes-
sionals working in a primary care team.

The author and the social worker share this case report 
in the hope that other clinicians, particularly those in 
primary care who may be struggling with managing this 
population, might find it useful. The author acknowledges 
that Walton and Elliott’s framework is not a validated 
assessment tool but suggests that there is value in using it 
to help describe a patient’s pain experience from 
a biopsychosocial perspective. Patients with a long history 
of chronic pain tend to be exceedingly complex, with 
extensive medical and social histories as well as a variety 
of potentially interacting factors that contribute to their 
pain. A degree of clinical inertia can set in as clinicians 
become overwhelmed trying to manage these patients, 
particularly in primary care where time, resources, and 
pain management expertise may be limited. In the author’s 
experience, this results in care plans that are often one- 
dimensional (e.g., focused solely on medication manage-
ment) or that are targeted at the wrong pain driver (e.g., 
pushing counseling on a patient with no evidence of cog-
nitive or emotional distress). Walton and Elliott suggested 
that their framework supports pain assessment through 
pattern recognition, helping clinicians eliminate the 
“white noise” and home in on the most relevant pain 
drivers for each individual patient. From a primary care 
clinician’s perspective, the author found this approach 
exceedingly helpful in this case and in other subsequent 
chronic pain cases.
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Interprofessional collaboration was a key component 
of this case, and research suggests that it is a prerequisite 
for achieving optimal patient outcomes in chronic pain.3 

The Canadian Interprofessional Health Collaborative’s 
interprofessional competency framework describes six 
competency domains for interprofessional collaboration 
including interprofessional communication, patient- 
centered care, role clarification, team functioning, colla-
borative leadership, and interprofessional conflict 
resolution25; many of these competencies were demon-
strated in this case.

For example, role clarification was evident from the 
beginning when the author recognized the patient’s 
emotional and cognitive distress, acknowledged that he 
did not possess the expertise to help the patient manage 
it, and recommended a referral to the social worker. 
A team-based approach was explained to the patient, 
highlighting the author’s role in helping him manage 
his opioid taper and the social worker’s role in helping 
him manage his mental health. The patient’s role as 
a decision maker and participant in his own care was 
also highlighted. Through sharing of their patient notes 
within the electronic medical record and informal case 
conferences to discuss the patient’s progress and chal-
lenges, the author and the social worker engaged in 
interprofessional communication. Collaborative leader-
ship was evident when each clinician took the lead on 
matters involving their expertise (e.g., the pharmacist 
guiding the care plan when it came to medications and 
the social worker doing the same in matters of mental 
health). The patient also served in a leadership role on 
matters of his own pain experience, advising both clin-
icians on how he responded to the various interventions 
and how the process influenced his quality of life. Lastly, 
patient-centered care was embraced by both clinicians, 
who acted as guides for the patient rather than directors 
of his care. For example, when the patient struggled with 
his opioid taper, the author was open to pausing until 
the patient stated he was ready to proceed. Similarly, 
when the patient did not find success with a progressive 
muscle relaxation technique, the social worker sup-
ported him in moving on to try other modalities that 
he found more helpful.

The author would not have been able to help the patient 
achieve the reported outcomes without the social worker’s 
aid. It would be negligent, however, not to highlight the 
most important collaborator of all: the patient himself. 
Without a doubt, his progress would not have been as 
significant without his commitment to the process. Much 
of his success can be attributed to innate characteristics of 
the patient himself, but he did highlight the importance of 
having a trusting, nonjudgmental relationship with both 
providers. In the author’s and the social worker’s opinion, 

this is another critical piece in successfully helping patients 
living with chronic pain.

As with all case reports, there are limitations in terms of 
the generalizability of these findings to the broader popula-
tion of patients living with chronic pain. The value of this 
case report, however, lies not in the specific methods of 
intervention but in highlighting the utility of a thorough, 
individualized chronic pain assessment aimed at identify-
ing the highest priority drivers of pain. Once clinicians 
better understand what is driving a patient’s pain, appro-
priate interventions can be selected to target them. In this 
case, only two clinicians were involved; the author 
hypothesizes that including a more diverse complement 
of health care providers from different disciplines would 
yield even more robust assessments of each domain. It 
would be interesting to see whether future applications of 
Walton and Elliott’s model, using input from more provi-
ders, could produce more accurate or nuanced assessments 
of these domains and whether that might also translate to 
even better patient outcomes. Even with this limitation, the 
patient in this case had improved scores on multiple vali-
dated PROMs and reported improved quality of life.

Walton and Elliott noted that their approach may be too 
“reductionistic,”6(p19) ignoring the myriad potential inter-
actions that may exist between these seven pain domains. 
How does the presence of central sensitization influence 
cognitive and emotional factors and vice versa? When 
targeting interventions at multiple domains simulta-
neously, it becomes impossible to tease out the contribu-
tion of each individual intervention. For example, was this 
patient successful in his opioid taper because he was con-
currently developing coping strategies with the social 
worker, or did “lifting the fog” from his opioid use allow 
him to engage more meaningfully in his counseling ses-
sions to address his cognitive/emotional distress? The truth 
is likely a bit of both. In this case, multiple drivers were 
targeted simultaneously. Did this influence the outcome? If 
the interventions had been carried out sequentially, would 
the patient have fared better, worse, or the same? In clinical 
practice, particularly in primary care, prioritization will be 
based on patient and clinician goals, the perceived weight 
of contribution from each pain driver, and access to inter-
vention resources. In addition to investigating further 
applications of this framework in primary care and beyond, 
all of these questions serve as interesting potential topics of 
future study as we continue to search for effective ways to 
manage chronic pain.

This case represents the first practical application of 
Walton and Elliott’s6 clinical reasoning framework in the 
literature, applied to the case of a patient with long- 
standing chronic pain. It highlights the potential for 
improved patient outcomes when an individualized 
chronic pain management intervention, based on the 
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identified pain drivers, is implemented by collaborative 
health care professionals in a primary care setting. With 
specialized pain clinics out of reach for many patients due 
to geography and long wait times, leveraging the accessi-
bility of primary care clinicians may be one solution to 
addressing the chronic pain problem in Canada.1,2

The complexity of chronic pain and the subjective 
nature of each patient’s pain experience suggests that 
the identification of generalizable interventions that can 
be applied to the majority of patients living with chronic 
pain may not be reasonable or achievable. Health care 
providers do these patients a disservice by attempting to 
manage their chronic pain with a formulaic, one-size-fits- 
all approach. This framework provides an opportunity for 
primary care providers to engage in identifying biopsy-
chosocial contributors to patients’ chronic pain, focusing 
on interventions aimed at addressing the unique combi-
nation of pain drivers for each individual patient.
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