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Abstract 

There is little research in Southeast Asia focusing on patients’ experiences of 

seeking psychological treatment for chronic pain.  

Objective: This study aims to understand the experiences of patients seeking 

psychological treatment for chronic pain in this region.  

Setting: Outpatient pain clinic at a tertiary hospital in Singapore.  

Subjects: People with experiences of attending psychological treatment for chronic 

pain, including some who were not receiving this type of treatment.  

Study design and methods: Fifteen inductive semi-structured interviews were 

conducted to explore patients’ experiences regarding psychological treatment for 

their chronic pain. Thematic analysis was then applied.  

Results: Three main themes were identified: ‘Expectations and Realities of Health 

Professionals’, ‘Patients’ Attitudes and Beliefs’ and ‘Practical and Social Factors.’ 

From the patients’ perspectives, an empathetic health professional who was willing 

to listen contributed to a positive treatment seeking experience. Patients felt that 

health professionals’ lack of knowledge about appropriate treatment contributed to 

their frustration. Patients could not understand how psychological treatment was 

related to pain treatment and queried why they were “paying just to talk”. On the 

other hand, their experiences were quite positive, and they found psychological 

treatments helpful when they participated in them. 

Conclusion: Education for both patients and health professionals unfamiliar with 

psychological treatments for pain may improve access to these treatments.  
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Introduction 

 

Chronic pain is a potentially debilitating condition that is known to impact significantly 

on a person’s physical, emotional and social wellbeing [1]. For people with chronic 

pain, medical diagnoses are often non-specific and inadequate in accounting for 

reported pain symptoms or pain impacts [2]. Many people with chronic pain search 

for a pain cure but few achieve the level of pain reduction that they desire. As a 

result of the difficulties in achieving relief by conventional means, complex models of 

treatment that take into account psychological, social and medical factors have been 

developed [1-4].These approaches, however, are not equally developed in all parts 

of the world.  

 

Psychological treatments form an important part of a complete approach to chronic 

pain.  These treatments generally focus on lessening the impacts of chronic pain [3].  

Among these treatments, Cognitive Behavioral Therapy (CBT) for chronic pain is 

typically regarded as having a good evidence base [5].  A recent Cochrane review 

found small to moderate effect sizes for CBT for managing chronic pain in adults [6]. 

In this review the strongest effect was shown for depression and catastrophic 

thinking, followed by disability and pain.  Once again, psychological treatments are 

not uniformly available in all parts of the world. 

 

Chronic Pain in a Cross-Cultural Context 

 

Cultural differences in experiences of health problems, experiences of treatment, 

and in potential barriers in access to health care services have been shown in a 

number of studies [7-8]. A comparison of blacks and whites seeking treatment for 
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chronic pain in the US showed that after controlling for pain severity, the black group 

reported more avoidance of activity, more fearful thinking and more physical 

symptoms [9]. Significant cultural differences were also found in self-care behaviors 

and preferences for components on a pain management program [9]. This study was 

also conducted in the US. Clearly, cultural background can influence the ways we 

conceive illness and the ways we make healthcare decisions [10].  

 

Qualitative studies conducted in western populations find that general adherence to 

treatment is influenced by patients’ appraisals of it [11-12]. Indeed patients in 

different cultural contexts encounter different healthcare experiences that may form 

the basis for these appraisals. A comparison of chronic pain patients from Puerto 

Rico and New England revealed that patients and healthcare providers from New 

England took a biomedical view of illness while those from Puerto Rico often 

addressed chronic pain as a biopsychosocial experience [13]. In a qualitative study 

with older Korean women, chronic pain was embraced as part of the natural process 

of ageing rather than as a problem to be solved [14]. 

 

Cross-cultural uniformity in patients’ experiences and expectations with chronic pain 

cannot be assumed. Meeting a goal of worldwide effective healthcare delivery for 

chronic pain, within the environments where people with chronic pain live and 

function would seem to require an approach that takes into account patients’ lived 

experiences across healthcare systems and in differing national contexts [15].  

 

In some areas of the world there is little pain research and less treatment 

development. At present, few studies from Southeast Asia examine the treatment 
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experiences of people with chronic pain. Examining the patient perspective, can add 

richness to our understanding of the treatment experience in non-western cultural 

contexts and lead to a better understanding of how to meet the needs for chronic 

pain treatment in these cultures for treatment development in the future. 

 

The Case for Singapore 

 

Singapore has a complex mix of Asian cultures, a mix of people of Chinese, Indian, 

Malay and Eurasian background, plus links with its British colonial past.  Singapore’s 

mix of cultures and unique history result in a multifaceted health care system, 

including both western medicine and differing Asian traditional approaches [16]. 

Hence, it is a potentially fruitful context for a study on perceptions, experiences, 

needs, and potential barriers in chronic pain treatment, including particularly 

psychological treatments, from the patients’ perspective.  

  

There are at present at least five studies focused on chronic pain treatment from 

Southeast Asia, and including psychological methods [17-21]. However, these 

studies primarily looked at treatment outcome. In the present study we planned to 

examine, not treatment outcomes, but patients’ experiences from within the 

healthcare system, their views, judgments, and needs, framed in their own words.      

 

Qualitative methods that focus on people’s perceptions, experiences and opinions 

are an appropriate choice of enquiry to understand and explore the richness of the 

treatment experience for chronic pain in Singapore, offering a perspective that can 

complement standard quantitative research approaches.     

 

Study Aims 
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The broad aim of this qualitative study was to understand experiences of people 

seeking treatment for chronic pain in Singapore. Our primary aim was not to make 

cultural comparisons or test hypotheses of cultural differences in this respect. From 

this direct examination of patient experiences we planned to specifically explore (a) 

potential barriers to psychological treatment for chronic pain within the broader 

treatment experiences and expectations for people with chronic pain, and (b) factors 

that could help improve uptake of psychological treatment in a group of people with 

chronic pain. To our knowledge, this is the first study of this type in the Southeast 

Asian region. 

 

Methods 

 

This study was approved by the Domain Specific Review Board (DSRB; 

2012/00717), the local ethics committee that governs and approves all research 

conducted within any healthcare setting in Singapore.  

 

Design 

 

We used an inductive, semi-structured, interview format to obtain in-depth and 

detailed information about participants’ experiences regarding treatment for chronic 

pain and access to this treatment, in Singapore. These interviews included a specific 

emphasis on psychological treatments.  All interviews were conducted in English as 

English is the pre-dominant first language spoken and understood in Singapore.  
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Participants 

 

Participants were recruited through a multidisciplinary pain clinic at a local 

restructured (part public funded) hospital. Participants were invited to take part in the 

study after routine consultations with one of the health professionals (pain physician, 

nurse specialist, physiotherapist, or psychologist) on the pain team. We purposefully 

sampled participants with a variety of experiences of psychological treatment. As we 

wanted to gather a variety of responses from people seeking treatment at the 

multidisciplinary pain clinic, and yet also capture those most likely to be referred for 

psychological services, we interviewed mainly people who had some experience with 

psychological treatment as well as others not receiving this type of treatment. It is 

relevant to sample a range of perspectives, although it was not our intention to 

equally represent different subpopulations.  

 

Participants were recruited until data saturation was reached. Saturation is the point 

at which no new themes arise with the inclusion of additional interviews [22-23]. This 

was achieved through the use of constant comparison and review of the data. Data 

saturation was reached at 15 participants. Participants were included if they were (a) 

suffering with chronic pain for more than 3 months, (b) English speaking, (c) between 

21-65 years of age, (d) a Singapore citizen, and (e) able to complete the interview 

without difficulties. Participants were excluded if they were (a) suffering from a 

cognitive impairment or (b) suffering from a psychiatric condition that, in either case, 

prevented them from completing the interview.  
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Our final sample of participants included one who was only seeing the 

physiotherapist and pain physician and another who was recently referred to see a 

psychologist but had not started any treatment.  Of the remainder, one was seeing a 

psychologist but not for pain management or psychological treatment per se, eight 

were on individual follow-up with the psychologist, and four had attended a CBT 

program. A total of three men and twelve women participated in the study. On 

average, participants who were on individual treatment were younger with a longer 

duration of pain suffering compared to participants in the CBT group and those who 

had no experience of psychological treatment. Overall, eight participants were 

suffering with low back pain, four with fibromyalgia, two with neck pain and one 

diagnosed with Complex Regional Pain Syndrome. Eight participants were single, six 

were married and one was divorced. The mean years of education was 13.8 years 

(SD = 2.65). Six participants were in full time work, three were in part-time work, 

three were homemakers, one was unemployed, one had retired and one was a 

student. Table 1 provides a summary of the participant characteristics. 

(Insert Table 1 about here) 

 

Procedure 

 

Recruitment was conducted by the lead author (S.Y.) and other health professionals 

at the pain management clinic. S.Y. was a practicing pain psychologist at the pain 

clinic where participants were recruited, although she had not been actively involved 

in direct treatment delivery for six months prior to or during the study. Participants 

who were invited to take part in the study were provided with an explanation of the 
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study, given a study information sheet to review, and were able to discuss their 

questions, prior to providing their consent. Participants who agreed to participate 

then provided their signed consent.    

 

A quiet, sound proof clinic room at the pain clinic was used to conduct the interviews. 

The interviews were audio taped and S.Y. kept a reflective diary to record 

observations of each interview. Interviews lasted between 15 – 40 minutes (average 

27.5 mins). The interviews followed a semi-structured interview schedule (see 

Appendix A for details) which comprised of open ended questions asking participants 

broadly about their experiences of seeking treatment for their condition in Singapore, 

their thoughts about psychological intervention for chronic pain, specifically about 

their thoughts on CBT as well as suggestions as to how to improve the uptake of 

psychological intervention for chronic pain treatment.  All interviews were transcribed 

verbatim. Nvivo 10 software was used for data management.  

 

Data Analysis 

 

We conducted an inductive thematic analysis [24] with elements of grounded theory 

[25] and framework analysis [26] followed in the coding process. First, S.Y. listened 

to the interviews, read and re-read the transcripts before coding the interview line by 

line. After the first five transcripts were coded, the codes and the transcripts were re-

read, with codes that were most common and applicable to the research question 

applied to the next five transcripts. This same procedure of coding was then applied 
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to the remaining five transcripts. A coding manual was created electronically allowing 

constant comparison and refinement between codes and transcripts to ensure that 

the codes were consistent and accurately reflected the data [25]. When new codes 

were identified, the coding manual was updated and refined. The codes were 

checked by two co-authors (R.M.M. and A.B.). Codes that identified similar aspects 

of the data were classified together as main themes or subthemes.  All authors 

discussed the interviews, code and themes, further refining the data analysis 

process. Emerging and new codes were applied to earlier transcripts to ensure that 

themes were grounded in the full set of data. Following the identification of the main 

themes and sub-themes obtained from the data and agreed by all authors, 

participants were classified according to their gender, age, occupation, diagnosis 

and the type of treatment they have experienced, including no experience of 

psychological intervention (NT), experience with individual sessions of psychological 

treatment (IT) and experience with a CBT based group treatment (GT). The themes 

are presented in the following results section together with illustrative quotes that 

best represented the particular theme. All participants were given an ID number for 

purposes of confidentiality and anonymity and all identifiable data in the transcripts 

were removed.  

 

Results 

 

The results are presented according to themes and sub-themes [24].  There were a 

total of 3 main themes: “Expectations and Realities of Health Professionals”, 

“Personal Attitudes and Beliefs” and “Practical and Social Factors”. The theme and 

sub-theme labels and their categorisation are shown in Table 2. Participants 
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demonstrated a clear understanding of the interview questions. However,   

Singaporeans often communicate in a unique style of English, and this sometimes 

appears in participant responses. 

(Insert Table 2 about here) 

 

An examination of the data revealed that general treatment experiences and 

expectations of both patients who had experience of psychological treatment and 

those who had not were mostly similar.   There was only a small sample of three 

participants who had no experience of psychological treatment. Presenting the data 

from these participants separately appeared unlikely to provide any added 

information.  Hence, the results from both participants who had experience of 

psychological treatment and those who had not are combined.  

 
 

Expectations and Realities of Health Professionals  

 

Participants discussed their thoughts about the communication style of and content 

from health professionals as well as their treatment expectations of health 

professionals. Participants felt that having a doctor who demonstrated empathy and 

listened was most helpful in the treatment process.  

 

Communication Style 
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“Doctor who is empathetic enough to listen” 

 

Participants expressed their relief at finally finding a concerned and caring health 

professional to help them manage their pain condition. These health professionals 

were willing to take time to listen to the participants and this was appreciated.  

 

“Finally I managed to have a doctor who is empathetic enough to listen instead of 

just prescribing and then sending me out of the door…” (Female, 52, GT) 

 

 A participant who experienced a lack of empathy in treatment said… 

“…health professionals, do you understand? You don’t understand what I mean 

when I say oh when I sit here I’m even talking to you I’m having this spasm…you 

don’t get it because you don’t have it!” (Female, 51, IT) 

 

Communication Content 

 

In the course of seeking treatment, health professionals explained treatment options. 

Participants felt that some health professionals encouraged them to take 

responsibility for their condition, whilst surgeons provided advice to participants who 

were keen on surgery. Participants who accepted a referral to the pain psychologist 

expressed that the health professional who referred them clearly explained to them 

that psychological intervention would help them manage their pain better. One 
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particular participant mentioned he was told by his surgeon that he “would not 

guarantee that pain will be gone” and that there were “chances of getting paralysed” 

(Male, 50, IT) from the operation. However, another participant reported that he was 

initially “pushed to go for surgery” (Male, 52, NT). 

  

“Why I accepted is because (name of doctor) did explain to me that coming over to 

the psychological side will help me to at least…help me to try and manage my pain 

so that I can have as normal a life as possible.” (Female, 56, IT) 

 

One participant however reported that “Orthopaedic doctor told me this pain 

management is not for you it’s for people with unsound mind.” (Female, 61, GT) 

 

An empathetic health professional who communicated appropriate content to 

participants encouraged psychological treatment uptake.  

 

Patients’ Treatment Expectations of Health Professionals 

 

Participants expected health professionals to provide help and to promptly refer them 

for the right treatment. They described delays in obtaining diagnoses and treatment 

from some providers, felt frustration from this, and felt limited in their own lack of 

knowledge about their condition. One participant had to initiate her own referral to 

the pain management service. 
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“…it took them a while to get the correct treatment or get the correct diagnosis. … I 

was referred from one department to another…  it’s very frustrating because you are 

the one who is enduring the pain… yet you do not know what you are suffering 

from…financially, emotionally everything it’s very taxing for the patient” (Female, 49, 

NT) 

 

Some participants felt that doctors should be open to consider other treatment 

avenues beyond just treating their pain as a physical condition and consider other 

avenues that could be more effective  

 

“I think doctors would do a far better job if they…realise that…it is not just the 

physical body that we are dealing with.” (Male, 52, NT) 

 

 

 Personal Attitudes and Beliefs 

 

Participants described their beliefs about pain treatment in general and the impact of 

pain on their lifestyle. In expressing their beliefs about psychological treatment, a 

majority of participants queried why they were “paying just to talk”.  

 

Beliefs about Treatment 
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Some participants expressed an expectation of cure for their pain condition and a 

desire to avoid medicines “at all costs unless absolutely necessary” (Female, 49, IT). 

They explained that it was an “innate fear …I am taking all these drugs it is bad for 

me” (Female, 58, GT) and the side effects that put them off.  

 

Expectations of Cure  

 

Participants who expected a cure reported increasing frustration when they could not 

get rid of the pain completely even though they had sought help from different 

doctors.  

 

“Increasing levels of frustration every time something would fail to…work as a 

complete cure, I think I was looking for a complete cure…which I now realise it’s not 

easy.” (Female, 51, IT)  

 

Impact of Pain on their Lifestyle and their Relationship to Painful Activities 

 

Participants clearly expressed their views about significant impacts of pain on daily 

life.  
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“…my daily lifestyle has to change to accommodate to the pain which is not what I 

wanted… …I don’t want to let pain take over my lifestyle” (Female, 37, IT) 

 

Some participants believed that they should rest and avoid activity when in pain.  

 “When the pain comes I always cannot focus, usually I feel like I’m a bit paralysed. 

Cannot do anything then I might as well go and lie down…So whenever I lie down 

it’s because the pain strikes. Then gradually because the pain always comes I 

always lie down.” (Male, 24, IT) 

 

 “So Why Are We Paying Just to Talk” 

 

Many participants expressed that they could not see the relevance of psychological 

treatments for pain at the point of being referred.  

 

 “What can you do?...You can’t really diagnose their medical condition…by just 

talking and not really treating their conditions? No medications and what else? You 

can’t do anything…except just talking to them.” (Male, 50, IT) 

 

“How come you refer me here? Are you saying that my pain is not real? You mean 

the pain is only in my head? But I do feel the pain!  I would probably feel angry and 

say… What’s wrong with you guys? …there are signs and symptoms…how can you 
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tell me that there’s no pain, no real pain?” (Male, 52, NT) 

 

On the other hand, participants who had a prior understanding of CBT or a basic 

understanding of psychological treatment for pain were open to this form of 

treatment.   

 

“…because I understand what cognitive behaviour is about a prior understanding of 

it …kind of was more acceptable, more receptive to this treatment…and that pre-

knowledge is something that gave me that push to come, to accept the treatment.” 

(Female, 52, GT) 

 

Process of Seeking Treatment 

 

Some participants felt that after undergoing treatment at the pain clinic they were 

“generally able to manage better…even when the pain is coming I know…how to 

deal with it…” and that they now understood that “pain …is nothing so…life 

threatening so scary” (Female, 61, GT).  

 

Participants felt that psychological treatment was helpful in providing a different 

perspective to pain and they were able to learn how to manage their thoughts, 

feelings, and behaviour related to pain. However, “If the person is in denial he or she 
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won’t be able to accept so that is actually one big hurdle to any cognitive behavioral 

therapy.” (Female, 52, GT). 

 

“…so far the CBT the program that…I gone through…I’m more than satisfied…I feel 

I am under very good hands and most importantly my pain is alleviated…I don’t feel 

so much of discomfort… …I can do more things with my life because I am able to 

participate in more activities.” (Female, 58, GT)  

 

Practical and Social Factors 

  

Social Support 

 

Social support was discussed as both a facilitator and a barrier to treatment uptake. 

Social support here included perceived support from participants’ social network or 

family, friends, community, religious and government support. Participants spoke 

more about how peer support and government support can be helpful. Religion was 

also briefly mentioned but not considered a main source of support.  

 

Interestingly, participants who experienced individual psychology sessions felt that a 

pain support group would be helpful especially if it included success stories related 

from patients who had previously gone through psychological treatment.  
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 “ …all the patients who are actually going through the same thing…come together 

and share with each other… we can learn from each other and then share our own 

problems and challenges.” (Female, 37, IT) 

 

Participants agreed that government support in terms of subsidies, use of 

“medisave” (non-cash payment) and health promotion for psychological treatment for 

chronic pain would facilitate take-up rate for such a treatment. Medisave [27] is a 

national medical savings scheme in Singapore which helps individuals put aside part 

of their income into a special account that can be used to meet their personal or 

immediate family's hospitalization, day surgery and certain outpatient expenses. 

Currently, only a small selected number of outpatient treatments can be covered by 

medisave; pain management is not one of the few.  

  

Practical Barriers 

 

The three main practical barriers to uptake of psychological treatment for chronic 

pain were identified as cost, time and access to appointments and resources. 

Participants mentioned that cost of medical treatment in Singapore in general is high. 

People would choose to pay for medication and for doctor visits rather than other 

forms of treatment, psychological treatment included.  
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“It’s cheap yet, will I pay $80 for it? Will I pay $100-$200 per session, no I will not. 

Unfortunately, the frame of mind is that ok I need to pay for my medicines, I need to 

pay to see the doctor yes but will I pay market rates for psychotherapy generally for 

chronic pain I would not.” (Female, 51, IT) 

 

Some participants expressed little difficulty with gaining access while some felt that 

access could be improved. The barrier of time was mainly expressed as an issue of 

time commitment to attending psychological treatment.  

 

Environmental Facilitators and Promotional Material 

 

Many participants felt that providing education to the public in the form of public 

talks, seminars, community outreach programs and published information could 

facilitate uptake of psychological treatments. They felt that specifically raising public 

awareness of the benefits of psychological treatment for chronic pain through 

printing and distributing flyers and brochures as well as the use of media and 

technological platforms, including smart phone technology, could also help.  

 

“I suppose it is education…if they know that…the psychological and physical is 

related then I think they are more willing to try…educating them to what are the 

advantages of going for…this kind of treatment…” (Female, 56, IT) 
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Discussion 

This study reports the experiences of fifteen people with chronic pain seeking 

treatment for their pain condition in Singapore. Key findings include the following: (a) 

an empathetic health professional who listened to patients and was knowledgeable 

in pain management as well as psychological treatments for chronic pain 

encouraged patients to accept a referral for psychological treatment, (b) a lack of 

knowledge of psychological treatments, high treatment costs and time required to 

attend treatment may be potential barriers to psychological treatment uptake, and (c) 

there may be benefits from educating patients and health professionals alike through 

talks, seminars, use of the media and technology, on the benefits of psychological 

treatment in the management of chronic pain. In general this study has identified 

that, from a patient perspective, the experiences of seeking treatment for chronic 

pain in Singapore include positive and negative experiences, some delays, 

confusion, and frustrations, and at the same time, success and hope for a better 

future. 

 

Considering that healthcare systems and treatment delivery in every country around 

the world are different, it is interesting that patients’ experiences in seeking treatment 

in Europe and North America are similar to those from Singapore. Put simply, people 

want solutions, care, understanding, and clarity related to psychological treatments 

for chronic pain.  These results must be understood in relation to the context and 

purpose of this study rather than just within a broad comparison to the wider 

available literature in this area.  
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Singapore is a unique country with strong western influences in education, the 

media, and in healthcare systems. Significant European and North American 

influences can be detected. For example, Singapore is the only country in Southeast 

Asia to adopt the English language as its primary language. Perhaps it is 

understandable that patients’ experiences and expectations of healthcare are similar 

to those in the West, even if this was not expected.  

 

Participants in our sample share in seemingly universal experiences of expecting 

cure, in wanting an explanation for their condition and for available treatment options 

[28-31].  They prefer an empathetic doctor who listens [32-34], clear information, a 

shared understanding with their health professionals about chronic pain, and prompt 

referral [35-38].  Many participants in our study were upset and frustrated that the 

process of referral to see the “right” doctor was lengthy. 

  

Health professionals who demonstrate abilities to listen, empathize, and explain 

chronic pain appear more likely to encourage patients to accept psychological 

treatment for this condition.  The quality and type of interaction between health 

professional and patient is therefore important.  Laerum and colleagues [39] 

proposed that good client centred skills should include good listening skills, 

acknowledging patients’ experiences that will empower the patient in treatment. 

Patient-centred care is recognised as a core value in patient-physician interaction 

[40]. Health professionals who adopt this approach are able to foster an open 

communication with patients, and make patients feel that they are being taken 

seriously [41] possibly leading to higher success for behavior change.  

 



23 
Experiences and Perceptions of Psychological Treatment  

Most qualitative studies in this area tend to examine patients’ experiences with 

chronic pain treatment specific to medical or physiotherapy interventions, few studies 

have considered patients’ experiences with psychological treatment. Participants 

here suggested that health professionals should look beyond just treating the pain 

problem as a physical condition.   

 

In examining the views of participants who had no experience and participants who 

had experience of psychological treatment, we found that both groups of participants 

held similar treatment expectations in the referral and treatment process, and faced 

similar potential barriers to treatment uptake.  

 

We identified three main barriers that could contribute to the low uptake of 

psychological treatment for chronic pain in Singapore. Firstly, health professionals 

treating chronic pain patients appeared to provide patients with conflicting opinions 

about the need for psychological treatment for chronic pain. Secondly, participants 

were skeptical that speaking with a psychologist could help them with their pain. As 

such, they queried why they were “paying just to talk”. The high cost of medical 

treatment in Singapore was an added barrier.  

 

From participants’ perspectives, there appeared to be a discrepancy in the advice 

that health professionals gave to patients with regard to surgical and medical 

intervention as well as advice on psychological treatment for pain. Some participants 

were given a balanced and realistic view of surgery while others were encouraged to 

go for surgery and were prescribed much medication. Differing expectations of 

patient and professional is a probable reason for poor treatment outcome and uptake 

of treatment [31]. 
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Some participants understood pain to be a physical condition and felt that seeing a 

psychologist was not going to help their pain. Participants sometimes queried a 

referral to the psychologist thinking that health professionals did not believe their 

pain to be real and that pain was only in their head. Some participants appeared to 

adopt a predominantly biomedical model of treatment, expecting surgical, 

pharmacological or other interventions to be more suitable to treat their pain than just 

talking.  

 

Studies in western populations find that patients who perceive that their pain is taken 

seriously and received an explanation that coincided with their own experiences, are 

more likely to accept an active role in managing their pain [41-44]. Similarly, as 

shown in our study, acceptance of the referral to see a psychologist was facilitated 

by a clear explanation of the usefulness of psychological intervention from the health 

professional treating them.  

 

Participants’ experiences around psychological treatments for pain were by no 

means all negative.  Participants who accepted and experienced psychological 

treatment reported positive experiences.  They found that the treatment provided 

them a different point of view with regard to their condition and facilitated their 

understanding of their pain condition. They became less intimidated by their pain and 

were able to learn how to manage their thoughts, feelings, and behavior related to 

pain, and cope better with daily demands. One participant suggested that 

psychological treatment should be made mandatory at the pain clinic.  
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Practical issues such as high treatment costs, and therefore suggestions for more 

government support in the form of medisave, both reflect a common problem in fee-

for-service systems, and a unique Singaporean solution.  

 

Recommendations to Improve Current Services 

 

One suggestion to improve the current services at the pain clinic was to initiate a 

pain support group. In particular, patients expressed that knowing they were not the 

only ones having pain, being able to interact with other patients and having a shared 

learning platform would help them to cope better with the stressors they faced within 

healthcare and in their daily lives. They felt that listening to success stories of past 

patients who have experienced psychological treatment would be helpful to 

encourage treatment uptake. However, we note that the evidence is mixed on the 

impact of pain support groups. While some studies show positive effects [45-47], 

such groups can also have either no effect or a negative impact on patients, through 

such processes as mutual reinforcement of the sick role, a sense of need and 

entitlement, or learned helplessness [48-49]. As such, careful design may be needed 

before initiating such support groups.   

 

Another suggestion was for remote follow-up sessions in the form of an e-mail or 

phone call to improve communication and treatment results. Studies [50-52] have 

shown that follow-up sessions can provide motivation and reassurance; with follow-

up sessions delivered either by return visits, telephone calls or e-mails.  
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It was interesting that patients desired more peer support and government support 

as facilitators to treatment, rather than support from family or friends, as important in 

their recovery process. This finding contrasts other studies [53-55] that have found 

the inclusion of family support in patients’ rehabilitation process to be important and 

beneficial. This finding is unexpected, considering that Singapore society as a whole 

is still regarded very much as a collectivist society, where family involvement is 

entrenched in an individual’s life [16].  

 

Study Limitations 

 

A major limitation in this study is that the interviewer was also a practicing pain 

psychologist at the pain clinic where participants were recruited. Although she was 

not providing treatment at the time of the research, out of the 15 participants 

recruited, she had prior involvement at least once with ten participants, either as a 

primary treatment provider or to supervise a junior colleague who was providing 

treatment. As such, it was possible that the findings could have been partially 

influenced by interviewer or participant biases. Recordings in the reflective diary 

describing the interviews, however, showed that these participants appeared 

comfortable in the interviews and took an open and candid stance. Participants also 

appeared to share a balanced view of their experience, noting both positive and 

negative aspects. Follow-up analyses of the individual transcripts did not reveal any 

clear difference in results between those with prior involvement with the interviewer 

and those without.   
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Our original intent was to include a wider mix of patients from different ethnic 

backgrounds to reflect the mix of cultures in Singapore. However, we struggled in 

this aspect. Our study included a majority of participants of Chinese descent. A 

check on the clinic data showed that the distribution of gender, race and age of the 

recruitment sample did reflect the general pool of patients seen at the pain clinic.  

   

Adopting purposive sampling methodology and data triangulation, we intended to 

recruit participants who had no experience with psychological treatment, although 

admittedly, in practice, this resulted in a smaller number of participants with no 

previous experience of psychological services. We did not have a predetermined 

sample size as following the methodology of data saturation, recruitment stopped 

only when data saturation was reached, where recruiting another participant would 

not add new data to the existing data collected. Nonetheless, a limitation of our 

methods is that we likely did not include enough participants of one particular type, 

those appropriate for referral for psychological services but who refuse or otherwise 

do not follow-through. 

   

We are also aware of general limitations of qualitative methodology. In particular, as 

the data were only collected from a few participants, it is not possible to generalize 

our findings to a larger population.  Qualitative methods allow the researcher to step 

back and observe participants’ experience with a minimum set of pre-ordained 

assumptions so that observations or potential patterns that could be missed are 

caught.  At the same time these methods do not provide a basis describing the 

frequency of events on a population basis, for estimating the magnitude of relations 
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between events, or making statements of prediction or cause. These preliminary 

results may provide a guide for further research in this area. 

  

Conclusion 

 

Patients seeking treatment for chronic pain in Singapore reported both negative and 

positive experiences.  To further improve their experience and promote better 

access, education for both patients and health professionals unfamiliar with 

psychological treatment for chronic pain may be necessary. Some lack of knowledge 

held by health professionals in diagnosing and understanding chronic pain conditions 

appear to leave them ineffective in informing and guiding patients through processes 

of referral to other services, including psychological treatments.  Through 

psychological treatment, patients appear to view chronic pain from a different 

perspective, and were better able to manage their life challenges, their thoughts, 

feelings and behavior in relation to pain. Such patients were “more than satisfied” 

with their treatment experience.  
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Table 1: Participant characteristics 

 

 Individual  CBT group  No 

Psychological 

Treatment  

Total number 

in each group 

8 4 3 

Age (mean) 

(SD) 

44.5 (10.99) 55 (5.48) 51 (1.73) 

Gender 

(%female) 

75 100 67 

Years of pain 

suffering 

(mean) (SD) 

8.69 (4.95) 4.38 (3.90) 3 (1.73) 

 

 

  



41 
Experiences and Perceptions of Psychological Treatment  

Table 2: Summary of Main Themes and Sub-Themes 

 

Main Themes Sub-Themes 

Expectations and Realities of Health 

Professionals 

Communication Style 

 Communication Content 

 

 Patients’ Treatment expectations of 

Health Professionals 

 

Personal Attitudes and Beliefs Beliefs about Treatment 

 

 Expectations of cure 

 

 The impact of pain on their lifestyle and 

their relationship to painful activities 

 

 “So why are we paying just to talk” 

 

 Process of seeking treatment 

 

Practical and Social Factors Social Support 

 

 Practical Barriers 

 

 Environmental Facilitators and  

Promotional Material 

 

 

 


