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Abstract  

Introduction: Brief psychological interventions, including guided imagery, relaxation, and 

distraction-based techniques, can be effective adjunctive techniques to manage acute surgical 

pain, but are not widely adopted in clinical practice. Furthermore, mixed adherence to 

conventional pain treatments sometimes limits the effectiveness of pain management. Patients’ 

perceptions of these techniques, and the attitudes of health professionals involved in managing 

acute pain, are not sufficiently well understood to inform research or policy.  

Methods: Key informants such as 58 patients and 20 healthcare professionals in two Orthopedic 

departments in the UK and Saudi Arabia, were interviewed. Patient interviews were conducted at 

three distinct points in their care: before surgery (T1), on the ward (T2), and several weeks after 

surgery (T3). A thematic analysis explored participants’ perceptions, understanding and 

acceptance of brief psychological interventions (BPIs) for acute pain after surgery. 

Results: Most patients expressed favorable opinions towards BPIs. These opinions were often 
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linked to concerns about painkillers including side effects, tolerance, or dependence. Many 

patients reported the spontaneous practice of non-drug interventions to cope with their pain. 

Interviews also revealed numerous barriers to the delivery of BPIs in mainstream clinical 

practice including lack of knowledge and expertise among healthcare workers (HCWs), and 

prejudice associated with psychological treatments. HCWs were positive towards the use of BPIs 

in principle but highlighted a perceived lack of scientific evidence and lack of time and resources 

as the primary barriers to broader adoption.  

Conclusion: Our findings provide insights into the perception of psychological interventions for 

acute pain among patients and healthcare professionals, and provide a foundation for the design, 

evaluation and dissemination of future BPIs for postoperative pain relief. A better understanding 

of perceived barriers to use will inform the structure and presentation of future BPI packages. 

Future evaluation studies using structured, well-documented interventions that are designed for 

ease of dissemination are required. 

KEY WORDS: Brief intervention; healthcare workers; healthcare knowledge; healthcare 

attitude; non-drug interventions; psychological intervention; patients’ perceptions.  

TAKE-HOME MESSAGE: In this qualitative study, in UK and Saudi hospitals patients are 

broadly receptive to psychological interventions as adjuncts to pharmacotherapy for acute pain. 

Healthcare workers require structured intervention packages with clear plans for implementation 

to aid wider adoption.  
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INTRODUCTION  

Poor adherence to treatment is common among patients who are experiencing pain [1]. Poor 

control of pain can threaten patients’ well-being, impair functional recovery, and increase 

economic burdens [2, 3]. Adherence is influenced by multiple factors including; age, gender 

socioeconomic status, and  patients’ attitudes, knowledge or beliefs about medications  [2, 4, 5]. 

A systematic review aimed at determining the prevalence of medication non-adherence identified 

that factors associated negatively with non-adherence were: age, pain intensity and the quality of 

the patient-caregiver relationship [1]. Underuse of treatment was also positively associated with 

active coping strategies and self-medication while being negatively associated with a perceived 

need for medication [1].   

Studies of non-drug interventions identified that hospitalized patients and patients experiencing 

acute pain episodes after discharge often spontaneously practice non-drug techniques to manage 

their postoperative pain. For example, Pellino et al. (2005) reported that between 19 and 28 

percent of patients in the usual care control group used non-drug techniques such as deep 

breathing, music and meditation to manage their pain during the three postoperative days [6]. 

Another study using data from 34 postoperative breast cancer patients reported an increase in 
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non-drug interventions among patients after discharge, particularly relaxation techniques 

(breathing, imagery, music, and meditation) [7] with most participants using these non-drug 

interventions in addition to medication.     

It is worth stating that the effectiveness of  BPIs as an adjunctive treatment for acute pain have 

been investigated in a number of systematic reviews and meta-analyses [8–12]. Meta-analyses of 

adult patients undergoing surgeries and other medical procedures revealed medium to large effect 

sizes for hypnosis (g = 0.44, and D = 1.20 respectively). Patients in treatment groups had better 

clinical outcomes, less pain medication use, better physiological indicators and better recovery 

compared with control groups [8, 9]. Another systematic review revealed a small positive effect 

size of therapeutic techniques on the use of medication and recovery period among patients 

undergoing surgeries under general anesthesia [10]. Furthermore, relaxation techniques for 

managing different conditions of pain have also been reported in a systematic review by 

Kwekkeboom and Gretarsdottir (2006). Out of 15 included studies, eight were found to support 

the effect of relaxation techniques for the relief of various pain conditions [13].  

Research into the factors influencing patient adherence to non-drug interventions to manage 

postoperative pain is very limited in comparison with the large body of research that has 

addressed patients’ non-adherence to medical treatment [1, 14]. This research has identified a 

number of factors that could influence patients’ adherence, including patient-centered factors, 

therapy-related factors, social and economic factors, healthcare-system factors, and disease 

factors [4]. In addition, researchers has highlighted the contribution of concerns about pain 

medication and patient-caregiver relationship [1]. Patient and physician communication is vital 

in pain management process to make patients aware of pain management choices; however, for 
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some healthcare workers (HCWs) the role of psychology in pain is equivocal/problematic. For 

example, an online study included 52 practitioners and 46 physiotherapists to examine the impact 

of the presence of biomedical basis for pain and the psychological effects on their views of 

patient pain experience [15]. The findings revealed that the absence of medical evidence and the 

presence of psychological influences was related to less positive evaluation of patients and 

higher beliefs in deception in both professions [15].             

Therefore, Patients’ and HCWs perceptions of these interventions may form barriers which 

influence their acceptance of brief psychological interventions (BPIs) as methods to manage 

pain. Such perceptions could be associated with the lack of information and prejudice about 

psychological treatment generally, which may consequently affect the delivery of these 

interventions in practice.    

Patients’ knowledge and misinformation   

Patients often express a desire for more information about their condition and it’s management, 

and this desire for information appears consistent across patients with a variety of pain 

experiences including: patients with burn problems [16], cancer patients [17] and patients with 

chronic back pain [18]. Patients using pharmacological therapies may have specific concerns 

about the safety and long-term consequences of treatments. For example, a qualitative study of  

patient-controlled analgesia (PCA) identified that patients wanted more information about the 

drugs that are used in PCA, and their side effects [19]. Patients also wanted reassurance that the 

drugs were safe and that they could not become addicted or overdose. This study identified that 

patients sometimes feel ‘in the dark’ about pain management and their own pain medication.  
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Stigma may also play a role in non-adherence with treatments for pain, and patients may be 

reluctant to discuss or admit pain [20]. Stigma can also be a barrier to help-seeking, and 

particularly for psychological help [i.e. 14, 15]. Investigating perceptions about BPIs may clarify 

our understanding of how best to deliver them.     

Healthcare workers’ knowledge 

Pain is a complex phenomenon, and scientific understanding of pain has changed substantially in 

the working lives of many healthcare professionals, although this is not always reflected in 

professional education and training [23]. HCW’s attitudes-to and understandings-of pain vary 

substantially [24], and can impact on the ways in which HCWs measure, manage and treat pain 

symptoms. For example, some HCWs may regard pain experienced by patients as incidental, in 

the sense that pain is a symptom of disease, or as a reaction to treatment [25]. Other HCWs, 

particularly pain specialists, regard pain as the principal focus of their practice and an important 

phenomenon in its own right [26]. An assessment of the knowledge and attitudes of 101 trained 

doctors and nurses from orthopedic and surgical ward educational hospital in the UK revealed 

the lack of pain knowledge, pain assessment, analgesic delivery system, and differences between 

doctors and nurses in standards of education [27]. Another study by Nuseir et al. (2016) 

evaluated pain knowledge among 662 HCWs (physicians, pharmacists and nurses) [28]. The 

overall pain knowledge percentage score was low, with significant differences among HCWs 

percentage scores (physicians (36%) and pharmacists (36%) versus nurses (24%). Additionally, 

Green and Wheeler (2003) investigated the variability in physicians’ attitudes and knowledge as 

well as the influence of that in their decision-making in acute postoperative and cancer pain [29]. 
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They found that education and work experience could influence their decisions in the 

prescription of pain management treatment to patients in these clinical situations. Physicians 

with more pain education, or who had more clinical experience treating pain, reported better pain 

management choices overall [29].  

As evidence continues to highlight the insufficient knowledge of pain management among 

HCWs [28, 30, 31], this may lead to inadequate pain relief for patients. Furthermore, it can be 

regarded as a potential barrier to accepting and implementing different approaches to manage 

postoperative pain, including BPIs.  

That has led to the implementation of pain management educational sessions for HCWs to 

enhance patient experience [32, 33]. This poor knowledge base, coupled with possible cognitive 

biases against BPIs and regarding medical decision-making, can reduce the evidence base for the  

treatment decisions of HCWs [34–36]. Therefore, investigating the attitudes of HCWs to these 

types of interventions are important.   

Practices of pain management have been widely investigated across various cultures. The 

influence of cultural factors has been found to influence the practices of HCWs and is more 

likely to affect medical recommendations [37], and patients’ acceptance of treatment 

recommendations [37–39]. Middle Eastern countries, including Saudi Arabia (SA), have been 

encouraged by expert panels on pain management to adapt European or north American 

guidelines for post-operative pain management, to fit local patients’ needs [40, 41].  As noted 

above, previous studies have suggested variability in HCWs’ knowledge of and attitudes to pain 

management, and that some practitioners attitudes or approaches may not reflect current state of 

the art. Surveys of SA HCWs suggest similar deficits knowledge-of and attitudes-to pain 
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management and pain assessment [42–45]. Therefore, investigating the role of culture among SA 

and UK participants’ attitudes and views on BPIs as post-operative pain strategies may insights 

into the ways in which access to these adjunctive treatments can be expended.     

The aim of the study was to 1) investigate the perceived effectiveness of brief psychological 

techniques (BPIs) for the relief of post-surgical pain among patients and HCWs from the United 

Kingdom (UK) and Saudi Arabia (SA); 2) identify barriers to implementing BPIs in 

contemporary practice, and 3) explore the differences between SA and UK patients and HCWs in 

their views towards these psychological interventions.  

METHODS  

Study design and procedure 

Semi-structured interviews were conducted with both patients and HCWs to explore their views 

about accepting BPIs as pain management strategies. Participants’ attitudes, feelings and 

individual experiences related to pain and pain management were examined in the therapeutic 

context to garner a deeper understanding of their expectations and identify barriers for the 

implementation of BPIs as pain management strategies.  

Patients were identified from the consultants lists and those who fit the criteria were approached 

by their consultant. Those who agreed to participate were contacted by the researcher to arrange 

the interview. Patients’ interviews were performed at three points during their treatment: 1) the 

preoperative assessment clinic; 2) the postoperative phase on the wards, between day one and 

day four after surgery; and 3) during the follow-up phase between 6 to 9 weeks after surgery, in 

which patients were recovering at home. Most patients joined a private one-on-one interview 
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conducted by the principal investigator, but 11 patients attended with a family member present. 

Study invitations were sent via email to HCWs from clinic staff. Those who expressed interested 

were then approached directly to arrange an interview. 

Study participants and sampling 

The study took place at orthopedic departments in two different locations, one in the South West 

of England and the other in the Western region of Saudi Arabia. Participants were recruited 

between March 2017 and June 2017. While the hospital in SA carries out many procedures on 

private health insurance, patients who attended the medical center were generally representative 

of the Saudi population, because the medical center all receives patients who came from other 

social, educational and economic backgrounds.      

A convenience sample of 27 UK and 31 SA patients (Age, median (IQR); 63 (55 – 78) UK; 63 

(55.5 – 74.5) SA) and 9 UK and 11 SA HCWs (10 consultants, 8 nurses, 2 anesthetists) were 

included the study.  

Study interviews 

Two different interview schedules were employed for the HCWs and the patients. Interviews 

were conducted by the first author. Patient interviews lasted between 8 and 27 minutes, and 

HCW interviews lasted between 8 and 20 minutes. All interviews were performed in private one-

to-one setting in a quiet place at the clinic. These interviews were audiotaped. English interviews 

were transcribed verbatim by a commercial transcription service, and Arabic interviews were 

translated and transcribed by the first author.  

The interview guide was structured thematically to explore patients’ experiences with pain and 
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pain relief, including a description of their medications, feelings, and daily activities. Patients 

were asked to rate their pain in a numeric rating scale (0-10) and describe the impact of pain on 

their life. Their views on psychological interventions were explored to uncover any potential 

barriers to delivering such interventions as pain management techniques.  For HCWs, the guide 

was aimed to explore the current surgical pain management protocol, followed by a description 

of the best practice of pain management based on their work experience. The interviews also 

explored potential barriers and facilitators to BPIs implementation in practice.  

Ethical aspects 

Ethical guidelines for research as laid down by the British Psychological Society were followed 

during this study, including informed consent. The study was approved by the Health Research 

Authority, the Research Ethics Committees, University Faculty Ethics Committee, and the 

National Health Services. Approval was also obtained from the Medical Centre in Saudi.   

Data analysis  

The data was analyzed using  thematic analysis [46] using NVivo software (version 11) to help 

organize and classify the content of transcripts. A thematic inductive approach [46] was selected 

to allow patients and HCWs’ beliefs and thoughts related to psychological interventions as pain 

relief strategies to be explored without any pre-defined assumptions.   

Initially, familiarization with the transcripts took place. Then each transcript was examined for 

content related to the study’s objectives, and emerging codes from the data were categorized into 

groups. Each group was reviewed to check if themes were related to the codes, then the 

meaningful themes were refined and labelled. The coding process was performed by the first 
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author, and the preliminary findings were recorded then checked and discussed with the rest of 

the research team.  Separate analysis for data produced by patients’ interviews in each phase 

(pre-op, post-op and follow-up) were performed to identify any differences related to their pain 

experiences or behaviors. Where no differences were identified, the general analysis was 

performed across both the UK and Saudi data. Finally, a report that summarized these findings 

was produced and reviewed for validation by the research team.  

RESULTS  

Patient views  

Four main themes were identified: 1) Living with pain experience; 2) Concerns related to pain 

relief; 3) Acceptance of psychological interventions; and 4) Barriers to implementing BPIs.  

Theme 1: Living with pain experience  

Impact of pain  

Patients from both settings described the impact of their pain experiences on their daily routine 

movements and on their emotional status, leading to their decision to undertake surgery.  

“Oh God… the pain is increasing when I walk, I can’t walk... I used to walk long 
distances because it’s good for the body, but the pain won’t allow me to do that 
anymore. I can’t climb the stairs; I can’t stand up to do my praying. I have to do it while 
I’m sitting on a chair. The driving became annoying because of the pain, this why I have 
to do the surgery that is it…”   

(SA-pre-op P7, male)   

“I feel the pain 10 [on VAS 0-10] most of the time… Well, it’s not too bad when I sit 
down but as soon as I get up and move...”  

(UK-pre-op P9, male)  

In comparison to pre-op patients, follow-up patients experienced less pain and felt more 



                                                    Journal of Health and Social Sciences   Advance Publication Online 
 Published Online February 18, 2021   doi10.19204/2021/knwl9 

The Italian Journal for Interdisciplinary Health and Social Development 

emotionally stable. However, post-op patients in both settings indicted discomfort in their 

movements, while sleeping or resting and reported feeling emotional. This was attributed to the 

wound after surgery and was seen as a temporary but necessary outcome of the surgery. 

“…I’m an active person, I like going out and inviting people to my house. I also have a 
big house, and I have to supervise my children and the housekeepers… all that I could 
not do it anymore because of the pain. The pain restricted my movements… I became 
very tired when doing the daily routine like climbing and getting down the stairs.”  

(SA-follow-up P9, female)  

“I felt worried and so emotional, but all that went after I had my surgery done and felt 
better now. Thank God!”  

(SA-follow-up P1, female)  

“…I still sort of do [taking care of their horses], and my husband helps me too—I might 
go at the stables and do that sort of thing, but I don’t ride anymore.  And my husband 
looks after the chickens and the ducks.” 

       (UK-follow-up P4, female)  

A notable feature of SA patients was optimism that their pain could be alleviated with the help of 

God and with the support they received from their family. These feelings were not identified in 

this way among the UK patients, who in contrast, expressed their hopes and wishes only to be 

better soon.   

“… I did feel everything good, and with the help of God. I’m doing my physiotherapy 
and feeling better. Thank God… My children and my grandchildren around me… and 
that is all. Thanks God]”          
                             (SA-post-op P3, female)  

“…I’m very optimistic and I can feel the pain diminish very day… yeah. My family 
visits me every day… and yeah thank God they are here to support me in this 
situation...” 

(SA-post-op P5, male)  
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Approaches to coping with pain     

Both SA and UK patients reported that accepting pain as part of everyday life was their main 

coping strategy besides taking their medications and doing physiotherapy.  

“…I just have to live with that. There is not much you can do. A lot of people will sort of 
let the pain get them down. But I’ve been living with it, as you can gather, for such a 
long time now. I just…Don’t let it get me down.”       
            
       (UK-post-op P2, male) 

“I just try and take what I can.  I mean, they don’t kill the pain totally.  They only take 
the edge of it.  That’s all they do.  And the rest of it, like I say, I’ve had to live with.  So, I 
just do.”  

(UK-post-op P2, male)  

Most patients cited similar methods to manage their pain (before surgery) such as using local 

pain relief patches, herbal therapy, gel and massage oil alongside their medications.  

“.. I used lots of alternatives… I used herbal therapy, gels… and olive oil and ginger 
and other traditional things… I really cannot forget it… the horrible taste, but I did it 
because it is not dangerous [she meant it does not have side effects]”    
            
       (SA-follow-up P1, female)  

“I have tried before... it became bad. Physiotherapy, coconut oil heated up and put it on 
the joint… yeah it eases up. I’ve tried other methods…”  

(UK-pre-op P01 female)  

SA patients were practicing religious approaches to cope with pain which was not common 

practice among UK’s patients.  

“…I do something like reading the Quran and saying my prayers… this really made my 
pain decrease and really gave me a great motivation.”  

(SA-follow-up P4, male)  



                                                    Journal of Health and Social Sciences   Advance Publication Online 
 Published Online February 18, 2021   doi10.19204/2021/knwl9 

The Italian Journal for Interdisciplinary Health and Social Development 

“…I have nothing on my hand all on God’s hand. I came here to seek help, and I’ll 
continue my treatment with them, if I did not get better that’s it, I’ll be with God and 
depend on him. If God wants to heal me, he will. But I have to do something and seek 
treatment …”  

(SA-pre-op P2, male)  

Some patients cited additional distraction techniques for pain management. UK patients reported 

gardening, knitting, reading or coloring, while SA patients reported watching TV, playing games 

and listening to verses from the Quran or saying their prayers.      

“…I like reading. I tried to keep my mind occupied.”  

(UK-follow-up P5, female) 

 “…I do knitting… put at in the back of your mind… I have got very high strong pain… 
it does not normally affect me… I can cope...”  

(UK-pre-op P01, female)  

“When I felt the pain, I used to watch TV and watching movies, yeah, and reading”  

(SA follow-up P5, female)  

“… I was trying to ignore the existence of the pain and get busy with something else like 
reading or watching TV.”  

(SA-pre-op P2, male)  

Theme 2: Concerns related to pain relief 

Most patients in SA and UK raised concerns relating to taking painkillers with both groups trying 

to limit their consumption. Most patients stated concerns relating to side effects and addiction.  

“I don’t like taking too many pills if I could help it.”  

(UK-pre-op P9, male)  

“…I try to take some painkillers but taking many painkillers that I don’t like. I have 
tried to stop it once the pain was relieved, after two or three weeks…”  

(SA-follow-up P4, male)  
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“I don’t like taking them [painkillers]. I’m trying to avoid them. As much as I can… You 
know, it is all chemical substances after all and will harm the body more than gaining 
any benefit.”  

(SA-pre-op P2, male)  

“I’m trying to avoid it [painkillers] because I know it has side effects. It is true that it 
could relieve the pain, but it could also destroy the kidney or other vital organs in the 
body. So I try not to take it unless it’s really necessary.” 

(SA-pre-op P1, male)  

“…I have heard that tramadol can be addictive, but also, I also get concerns in regards 
to how much is it damaging my kidneys or my liver…”  

(UK-follow-up P2, female)  

“I’ve been lucky in that I, with the Oramorph and the Codeine, I’ve never found it 
addictive, but I know those can be very addictive substances for some people.” 

(UK-post-op P9 female)  

Theme 3: Acceptance of psychological techniques 

Some patients reported acceptance of psychological pain-management techniques, with many 

expressing a readiness to try them even if they were not effective due to the lack of side effects 

associated with the approaches.   

“…I have bereavement after losing my son, they actually went through relaxation 
techniques. And it was a group therapy of about eight of us, brilliant, and I went 
through that. And each time we went, the lady there would get us to do that while we 
were there so we could do it again when we were at home.  But I have never… I haven't 
thought about doing it with this.  (Laughs)[meant with pain]”.  

(UK-Follow-up P1, female) 

“…Actually, pain is a physical thing, not on the mental thing… but I’m happy to try 
[psychological intervention] and be convinced…”  

(UK-pre-op P7, male)  

“…nothing would stop me from trying it except I don’t know anything about it [meant 
psychological techniques]”  
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(SA-pre-op P6, female)  

“…I don’t have any problem with that I can try it to find out if it’s working or not.” 

(SA-Follow-up P6, female) 

“I would do anything that would help me relieve my pain and don’t have any threats to 
my health.” 

(SA-Pre-op P1, female)   

Theme 4: Barriers to implementation of psychological pain relief techniques  

The variability of patients’ knowledge of BPIs was extensive and discussions revealed various 

barriers to implementation, including both internal patient factors and externally driven factors 

relating to healthcare services.  

Lack of knowledge  

Patients often expressed a lack of knowledge of BPIs. This combined with misinformation may 

lead to skepticism that was identified during interviews, particularly among SA patients. 

“Nothing would stop me from trying it except I don’t know anything about it [the 
psychological pain relief…”  

(SA-pre-op P6, female)  

“Well, I presume if I was given an adequate explanation of what I should try and do. I 
will undertake that. You know and to just see if that was effective…” 

       (UK-pre-op P7, male)  

“…I can’t do that, I feel like it is an escape from reality… I feel it is not going to work, I 
don’t like it”  

(SA-follow-up P5, female)  

“… I think if I’m in a really bad pain, I would do it [self-hypnosis] no problem, but 
what I saw on the TV about it would make me scared from trying it…”  

(SA-follow-up P7, female)  
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“I do agree to some extent [accept BPIs]. I mean people should be confident and have a 
strong faith in God. So I think this way [BPIs] would help weak individuals or having 
personality issues, but people who have a strong faith might don’t need this…”  

(SA-pre-op P1, male)  

“P: I can do that [listening to a relaxation tape] I have no problem... it could be helpful 
and doesn’t have any harm… hypnosis… I personally feel it’s kind of superstition… it’s 
kind of distortion of the reality; it’s kind of changing the fact to something not true or 
not real…”  

(SA-pre-op P2, male) 

“…hypnosis… I think it’s not real and not effective…”  

(SA-follow-up P1 female) 

“I think the alternative treatments are good with certain types of pain, I don’t think it 
has anything to do with the surgical pain… and I think the alternative therapy would 
reduce the pain, but not make it go away…”  

(SA-post-op P5 male) 

“Why I wouldn’t have it done?  Skeptical, I suppose.  I’ve never heard of it being done.  
I’ve never heard of anybody else having it done…”  

(UK-pre-op P1, male)  

 Patients’ perceptions of pain were also identified as a potential barrier to their engagement in the 

intervention.   

“Actually, pain is a physical thing, not a mental thing…”  

(UK-pre-op P7, male) 

“…I don’t think the pain in the joint would be relieved with some breathing, I think that 
[breathing] not related to that pain…”  

(SA-pre-op P2, male)  

 Stigma/prejudice  

Some patients implied that although they did not prefer the idea of using BPIs, especially 

hypnotherapy or self-hypnosis, they would be prepared to try them. However, one participant 
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clearly expressed that she would not welcome the advice for using such techniques from a 

psychologist.     

R: “if the doctor or the psychologist asked you to try this, from whom would you accept 
and do it?”  

P: “from my doctor, I think better.” 

R: “can you tell me if there any reason would let you think of that?” 

P: “I think I do trust the doctor more, because he is aware of my situation more and has 
been treating me for a while, so. But the psychologist might don’t know me, or maybe 
it’s only my feelings that won’t allow me to accept anything from a psychologist, I don’t 
know…”  

(SA-follow-up P1, female) 

The pain severity  

Many patients expressed the view that they felt BPIs would be not be effective if their pain 

severity was intensive, but would be prepared to consider such techniques for lower level pain.  

“…it depends on the level of the pain I have and the state that I would be in. if the pain 
was severe of course, that would not be effective, but if the pain was moderate it might 
have an effect…”  

(SA-follow-up P4, male)  

“…I cannot do it… when the pain starts, is very bad, he won’t let you think of anything 
else until you take the pain relief. Once I took the pain relief, all that I need to do is just 
wait…”  

(SA-post-op P3, female)  

“…it would be very hard to try because it seems to overtake you [the pain] no matter 
what you think about…” 

(UK-follow-up P7, female)  

“…it doesn’t give me any relief, and if the pain is severe, I don’t think it would give you 
any really.”  
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(UK-follow-up P8, male)  

Lack of self-efficacy  

Some patients shared concerns about their own perceived ability to perform the interventions 

successfully.   

“…me personally, I can’t do it... All my attention and focus would be on the pain area 
only…” 

(SA-follow-up P3, male)  

“… I went to the show once where there was a hypnotist. And that’s very interesting, but 
it did not seem to work on me…”  

(UK-pre-op P8, male)  

Personal preferences and personal characteristics  

In the SA setting, patients’ preferences for pain relief were strongly associated with their 

religious beliefs while UK patients’ preferences related to what they like and dislike. These 

preferences, as well as personal characteristics played a part in patient’s acceptance of BPIs. 

“…listen to me… any Muslim when gets the prayers and … ask God… you know the 
doctor, and the healer is God… so I prefer to rise my hand asking for his help… so this 
is my philosophy in the life, and all what I have been through, it is just a matter of time 
and will end…”  

(SA-follow-up P9, female) 

“…honestly, people might practice something like that [BPIs], but people should 
always ask God to help them and this is the best really from my personal experience…”  

(SA-pre-op P1, male)  

“…each and every person manages his pain in different ways… Some go to like classes 
and stuff like that. Even I was asked, do I want to go with these classes. And I went, 
“Well, no. because it will like depress me.”  

(UK-post-op P2, male)  
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“…Just to be honest with you I might try it once or twice, but then getting bored and 
discontinue… it could be helpful, but you can say… it is me feeling bored or lazy to 
continue doing the same thing.”  

(SA-post-op P4, female)   

“Personally, that’s…probably, I’m not one of those people who will listen to those sorts 
of things. It’s not my, should we say a cup of tea…” 

(UK-post-op P5, male)  

“…He’s not patient enough to do breathing exercises… he wants results, and he wants 
them now…[Patient’s wife talking]. Yeah. Not 10 minutes later or anything… to be 
honest…[He is replied]”  

(UK-pre-op P1, male)  

A small number of  patients stated that they would prefer not to engage in a practice like this 

because they prefer to be ‘in control’.  

“…it’s something I’ve not really thought about [hypnosis]… I don’t know what it is… 
I’ve always been happier when it’s—oh, I’m in control… I don’t particularly like the 
idea of, somebody else being in control…”  

(UK-post-op P6, female) 

“…me personally, I don’t like these stuff [BPIs]. Because I prefer practical, physical 
things, but anything related to the imaginations or so, not that I don’t like it… I think the 
relaxation should come from me from inside and surrender to reality. I think this way 
would make me more relaxed as it is coming from me. I motivated myself. But the way 
that people tell me to do this and to do that… I do not like it…”  

(SA-follow-up P2, male)   

Patient autonomy vs medical practice or authority   

It was frequently reported among patients in both cultures that they were willing to reconsider 

their views and try BPIs if such approaches were recommended by HCWs (particularly doctors) 

because they trust their medical expertise and knowledge.    
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“I don’t know. If the doctor asked me to do it, I can’t say no, because he knows what’s 
best for me.”  

(SA-post-op P1, female)  

“… You should trust your doctor, doctors are reliable… and we should follow their 
advice…”  

(SA-post-op P6, male)  

“Well, I suppose if they [staff at the hospital] said to try and see, well I would do it, 
yeah.”  

(UK-follow-up P3, male)   

“…if the doctor says to me or the surgeons say to me, you must take this or take that 
then he knows more better than I do and I will...and I’ll follow his advice, you know…”  

(UK-pre-op P8, male)   

External factors 

The time, place and content of interventions were highlighted by patients as possible factors that 

would determine engagement. Patients felt that having the time to engage with BPIs alongside 

attractive content in a convenient location may increase their likelihood of trying such 

approaches.  

“About the only reason is like obviously time…if you’ve got time to do it because it does 
take time doing…if you do it correctly.  And time consuming…”  

(UK-post-op P2, male)  

“…if you are in this environment, if you’re in a walled environment and then it was, you 
know, you’re going to listen to this tape, and, there’s not an awful lot of any distractions 
going on— the TV’s are not ...I haven’t got those, you know what I’m saying? … it’s 
quite a lot of this...it’s like a physiotherapist that come out and say – you need to do 
these exercises.  Hand on my heart how I have been doing them, probably as regularly 
as I should do or I was trying to achieve the aim at that end of the day…”  

(UK-post-op P5, male) 
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“I might listen to the first 5 minutes, if that was attractive and has something useful, I 
would continue, but if it has general information or boring content…I would 
discontinue…”  

(SA-post-op P7, male)  

“…My husband had it once when he had like a breakdown. And he had some deep 
breathing exercises… And he was listening to it and I was trying to be really supportive 
trying to listen to it. But I think it was just a combination that it was very unfortunate… 
So, I was seriously trying to control my laughter.”  

(UK-follow-up P2, female) 

Professional views  

Three related themes were identified: 1) Acceptance of BPIs as pain relief, 2) Potential barriers 

to implementing BPIs and 3) Potential issues in the clinical setting to facilitate BPI 

implementation.   

Theme 1: Acceptance of BPIs as pain relief  

The majority of Saudi and UK HCWs both implied that they are accepting of BPIs to support 

postoperative pain care particularly as adjunct treatments alongside medication.  

“I think this way would help patients. Most patients have fears from the hospital, from 
the post-surgical pain and the surgery and I think that would help…HCP4”, and HCP2 
cited that “I think if that happened [meant implementing the psychological techniques 
in the medical center] and there is research confirmed the effectiveness of these 
techniques, I hope I could see that here to help our patients, really.”  

“I just think it would be good to have that alternative and I think you know if any, any 
aids really from, from thinking about how to maybe distract the patients away from pain 
or just think maybe in person just think more positively I think It would probably 
help...”. 

(HCW 7) 
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“I think distraction therapy is vital… you’re here [meant a patient], you’ve had your 
operation… everybody else in that bay has had operations, they all have their own 
experiences and pain, so there’s lots of things, so you’re not actually distracting their 
focus on pain discomfort…”  

“I think that potentially it could make quite a difference and I think the patients do have 
pain problems after joint replacements and despite—because we have to balance 
enough making them numb for a week because we’ve got get and going and if you ever 
need, you got to balance blocking their nerves and still getting to function. Then, I think 
anything that we can do even if it’s only got a 15% of improvement or 10% 
improvement; it is really valuable, so I think it really good Thing.”  

            
        (HCW 9) 

Theme 2: Potential barriers to implementation of BPIs 

HCWs reported similar barriers to patients when it came to delivering BPIs in the clinical setting. 

These factors related were patient-focused, factors associated with scientific endeavor and 

workload pressures.   

Patient-related barriers 

UK-HCWs suggested that patients may not be accepting of BPIs as a pain relief approach. 

Similarly, SA HCWs emphasized that patients’ level of knowledge about BPIs would be the main 

obstacle to delivering this technique in the clinical setting. It was difficult to determine whether 

these assumptions were entirely based on their experiences with patients, or partially linked to 

their own skepticism about such techniques.  

“I think it’s just depends with the patients who will accept it because sometimes they 
just don’t want to engage with it [a BPI]”  

(HCW 6) 

“I think some would think and some wouldn’t.  I think it depends on the individual, but I 
think it also depend on us as nurses about how we sold that as such to the patient and 
how we promoted it…”  
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(HCW 7)  

“I think it is good idea, but depends on patient’s education and knowledge, some 
patients especially old ones, who might have severe pain in the 3 or 4 postoperative 
days, I mean he could not do it, but I think they need awareness and education and 
family education who would help the patient”  

(HCW 9)  

“It varies from patient to the other. Sometimes patients here do not like to listen to CD 
or something that could not actually see it or physically use it (like taking meds). They 
normally prefer to see and hear directly from the doctor… to comfort them”  

(HCW 1) 

“it depends on the patient… if this is acceptable and especially emphasized with the 
family educator, why not? Because after all this, it would support the safety of patient 
and early recovery…”  

(HCW 5) 

“...maybe most patients seeking for something physical like medicine, and when you tell 
them try to imagine… this way in Arabic region might be not acceptable. Because they 
do not rely on something psychological and psychotherapy always linked to people with 
mental complications.” 

(HCW 3)  

Barriers related to scientific endeavour   

Saudi and UK HCWs both stated the importance of an evidence-base for the efficacy of any 

intervention before it is administered, as well as firm knowledge about the interventions among 

HCWs. There was a sense that this level of evidence and knowledge was lacking for BPIs which 

led to HCWs being reluctant to recommend or approve these techniques for their patients.  

“I personally don't know of any technique [psychological techniques] so I can't advise 
people on techniques I don't know about…. I think we'd have to have a bit of evidence to 
suggest that it works first” 

          (UK-HCW 3)  
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“I don’t think it would be harmful.  I think first of all you need to examine whether it’s 
clinically affective and then examine whether it’s affordable.”  

      (UK-HCW 6) 

“It can be accepted if there is research confirm that this technique [relaxation or 
positive suggestions] is effective and shows some results, then would be clinically 
accepted by healthcare providers…”  

     (AS-HCW 36) 

Workload pressures 

Additional barriers included a lack of time or high caseloads which prevented HCWs from being 

able to facilitate BPIs or follow up on the approaches with patients.  

“…have to be somebody on top of what we already have.”… “have to be psychologist, 
psychotherapist”…”You couldn’t ask for more staff to do it.”… “It would have to be, 
somehow, another member of the team, you do it.”… “I don’t think doctors, I don’t think 
consultant and I don’t think nursing staff, physio or OT, so it have to be another one 
team member that come in to give that sort of treatment. This is time consuming.  We 
don’t have enough much time”  

(UK-HCW 4)  

“Well, it’s cost and it’s another thing for the nurses to do..”  

(UK-HCW 9) 

Themes 3: Potential issues in the clinical setting  

HCWs did identify some potential factors worth noting before introducing BPIs within the clinic 

structure, including availability of resources, training, and the delivery approach. UK HCWs 

emphasized through their conversation that the financial issue would be the significant factor that 

would affect the delivery of the intervention, so intervention should be cost-effective.   

“I think, obviously things cost is a big thing, isn’t it, with everything.”   

(UK-HCW 8) 
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“if there was some kind of psychological intervention, you could get the patient to do 
that would help with their pain, that would be an additional thing that we are not doing 
at the moment but would be relatively cheap and preferably cost effective, but there is 
nothing I’m aware of that’s got any evidence behind it.  If it were to be introduced, then 
it would have to be some of those simple to administer and the patient-led really 
because I don’t think there are the resources to have a lot of it extra equipment”   

(UK-HCW 9) 

Furthermore, the cost issue was frequently mentioned besides other fundamental factors such as 

the availability of the resources, i.e. who will deliver it and training required.   

“I guess if you're expecting the doctors to deliver it then they need a bit of training. 
Because they can't just say go and breathe and it will settle down. I don't see a reason, 
if it is proven to show a benefit, I don't see a reason why the nurses on the ward or the 
HCA’s could not be trained in these techniques because they, to be fair if I'm honest, 
they have more contact with the patients than we have. We, like a consultant, I will see a 
patient once a day if I'm lucky.  But the nurses will be seeing them day in, day out. So if 
that is something that the, that maybe the nurses can be trained in, if indeed it does 
show a benefit then yeah, I'm all for it.” 

          (UK-HCW 3) 

“If where you wanted a physical person to come and actually do that as a specific role, 
then yes, you got the resources here with me to actually support that as to employ 
something at that role”  

(UK-HCW 1)  

Another factor related to the availability of the resources is that the availability of the equipment 

required for practicing these interventions. 

“Yeah, everyone’s got their bedside services on here so they can have access to music 
through the radio and obviously we encourage people to bring things in to the hospital 
as well.  I don’t know whether that’s something, they actually suggest that the joint 
school bringing our… there was iPhones now, if they’re going back... can use tapes. 
[Chuckles]”  

(UK-HCW 1) 

In contrast, SA’s HCWs did not consider the financial issue to be an obstacle in delivering the 
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intervention, but they reported factors like the availability of evidence of the psychological 

intervention effectiveness, and the training issues.  

“I don’t think it will be any other reasons, but they have to get the evidence, these are 
could help the patient, then will be decide how to be added it to the protocol. Also, they 
should study the idea of how to be implemented/delivered in the way patient would 
accepted. This would take time to explain the details of the delivery, regarding the 
financial matters it should not be a big deal here in this medical center as it is a big and 
might have the equipment.”   

(HCW 1)  

“...No. no. the hospital here is very interested and care about subjects like these and it 
might seek to provide all the equipment that required.”  

(HCW 2) 

Moreover, they mentioned that the cost would not be an obstacle, if the procedure and the targets 

of the intervention were clear.  

“...See, in terms of the hospital, there will be no problem. This hospital is big and well-
equipped, it would have the resources. It is open-minded to all that but it required to put 
what you need to do in a specific protocol, what are you going to do, what are going to 
provide, who are the targeted age, everything. Other than that, the hospital has no 
problem with that”   

(HCW 4)   

“...It can be done [delivered], by the clinic pain department. It is part from our 
procedure that after the patient finish his or her meeting with the anesthetist; they 
should meet the pain educator to explain everything to them before the operation. So, at 
that point, patient could be told what to do exactly [he meant delivering the intervention 
at the same time while meeting with the pain education]. So the pain educator should be 
prepared by attending courses or workshops to be able to deliver it to patients”  

(HCW 3) 
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DISCUSSION  

Patient views  

Broadly, patients indicated their acceptance of non-pharmacological pain relief, and many 

patients reported practicing BPIs spontaneously to relieve pain, including various methods of 

distraction and relaxation. No significant variations were found between the UK and Saudi 

patients' views on BPIs for postoperative pain, although a greater role was found for religious 

practice among SA patients, both in directing practice and setting expectations. The most 

frequently reported barriers to practicing BPIs were internal barriers such as skepticism, which 

often corresponded to a lack of knowledge either of contemporary scientific perspectives on 

pain, ("pain is physical not mental") or on the nature of the techniques themselves. The severity 

of pain, lack of self-efficacy, and misconceptions related to psychological treatments were also 

issues for some patients. Respondents also indicated a role for HCWs in recommending and 

aiding the implementation of BPIs.  

 While considerable research has been conducted into exploring the barriers and facilitators to 

self-management of pain among patients with a range of chronic conditions [47–49], previous 

studies failed to specifically investigate the views of patients. The current research attempted to 

rectify this shortcoming and compare the findings against previous studies. The current study has 

also improved the understanding of patients' attitudes toward BPIs for postoperative pain relief 

across different cultural settings by identifying similarities and differences in patient responses. 

This is an important factor as pain perceptions and management have been found to be culturally 

influenced [50]. Interestingly, the current study did not highlight any significant cultural 
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difference between the two patient groups except in relation to the role of religious beliefs in 

pain management.   

Our findings support those of previous research that suggest that patients have significant 

concerns about the use of long-term pharmacological pain relief and are aware of the potential 

health risks of such use [51, 52]. For example, Fraenkel and Fried (2008) surveyed patients with 

knee osteoarthritis and identified a preference for exercise over medications and injections 

despite the reduced efficacy of these techniques in managing pain. The current study suggests 

that patients routinely and spontaneously employ a range of BPIs to manage their post-operative 

pain. These approaches include massage and distraction methods, techniques that have been 

previously identified as useful strategies for patients with a range of conditions [40, 41]. This 

indicates that complementary or alternative treatments are widespread among patients 

experiencing various types of pain, suggesting that these strategies may be acceptable to patients 

in a more formalized setting.  

Conversely, several potential barriers to practicing simple BPIs for postoperative pain relief were 

identified in the current study. These included a lack of knowledge of the benefits of BPIs, which 

often resulted in misconceptions surrounding psychological treatments and their benefits in pain 

management. Similar findings have been identified in previous research looking at chronic pain 

[56]. Additional reasons that may contribute to patients' skepticism towards BPIs as 

postoperative pain relief is the lack of perceived support such techniques had among HCWs. The 

findings in both settings identified that patients had trust in their doctors' expertise. This indicates 

that the views of HCWs and their recommendations of different approaches to pain management 

are likely to be greatly influential on the views of patients.  
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Professionals’ views  

The majority of HCWs in both settings held favorable attitudes towards BPIs for postoperative 

pain relief and accepted these techniques as part of mainstream medical treatment. However, the 

interviews revealed potential barriers to the widespread adoption of these techniques. 

Specifically, HCWs believe that patients’ preferences should determine the use of BPIs because 

insufficient evidence on their effectiveness is available to justify their formal recommended/

prescription as part of primary pain protocols. No substantial differences were found in attitudes 

or barriers between the UK and SA. HCWs were consistent in their support for the need for 

additional evidence for the effectiveness of these techniques in postoperative pain management. 

This current study is important as research into the view of HCWs regarding BPIs is currently 

limited. The findings identify the need to improve the evidence-base for BPIs and to raise 

awareness along HCWs of the existing evidence-base.  

Minor differences emerged in relation to how these interventions could be supported in clinical 

practice and achieve wider adoption. In the UK, HCWs emphasized that interventions must be 

cost-effective and highlighted the need to provide equipment to patients. In SA, HCWs 

emphasized problems relating to training practitioners, and highlighted that interventions should 

be made accessible to patients by pain management specialists.  

The current study employed a solely qualitative approach to investigating the attitudes of both 

patients and HCWs towards BPIs. While this allowed for a detailed exploration of these 

attitudes, the findings cannot be generalized to the populations of the UK and Saudi Arabia as a 

whole. Further research employing wider survey sampling is required to elucidate whether the 

attitudes expressed in the current study are representative of the views of patients and HCWs 
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across both countries. Furthermore, the detail in some interviews, particularly with HCWs, was 

lacking due to time constraints. In this respect, the study could have benefited from a more in-

depth investigation of the attitudes of HCWs and how these may influence the use of such 

techniques, and the attitudes of patients.  

CONCLUSION   

The current study has demonstrated that most patients in both the UK and Saudi Arabia naturally 

employ a range of approaches to managing pain and expressed a general willingness to practice 

brief psychological interventions to alleviate pain. Although some had performed such 

techniques, including distraction and breathing exercises, spontaneously, patients acknowledged 

their unfamiliarity with such interventions as formal postoperative pain relief strategies. Potential 

barriers to implementing such techniques included skepticism about efficacy, a lack of 

knowledge and awareness, and poor self-efficacy. Additionally, patients from Saudi Arabia 

highlighted that religious beliefs may serve as a potential barrier. Patients' knowledge and 

acceptance of psychological pain management strategies could be improved through evidence-

based information provided by HCWs. In order to enable this approach, HCWs also need to be 

made aware of the growing evidence base for the effectiveness of psychological pain 

management interventions. Working with HCWs could enable the development of routinely 

employed intervention packages that would help to enhance pain relief in postoperative patients 

and reduce the need to rely on pharmacological approaches.  
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