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INTRODUCTION

A growing population of older adults in the United States live with chronic pain. Common 

pain conditions in older adults include osteoarthritis, chronic neuropathic pain, and vertebral 

compression fractures. Chronic pain tends to be more complex in older adults, with two

thirds describing pain at multiple sites and over 60% describing multiple types of pain 

[16,20]. Chronic pain negatively impacts function and quality of life and increases social 

isolation and health care costs [15,26,29].

Clinicians and researchers are increasingly seeking alternatives to pharmacologic approaches 

for pain management with older adults [17,34,40]. Most pharmacologic treatments for pain 

incur increased risks for older adults, especially those with multiple chronic conditions 

(MCC), because of age-related changes in renal function, drug-drug and drug-disease 

interactions, and increased rates of other adverse effects (e.g., falls)[9]. Moreover, the opioid 

epidemic in the United States (US) has highlighted the need for nonpharmacologic pain 

management approaches that are accessible and that provide patients with strategies that 

do not require ongoing supervision from clinicians [33,36]. National survey data indicate 

higher rates of complementary and alternative medicine (CAM) use among adults with MCC 
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than those without [18] and increasing use of nonpharmacologic approaches among older 

US adults [39]. For musculoskeletal pain in particular, practitioner-based nonpharmacologic 

approaches are among the most commonly used (e.g., chiropractic, massage), followed by 

natural products (e.g., dietary supplements), mind-body approaches (e.g., yoga, meditation) 

and whole medical system approaches (e.g. acupuncture, Ayurveda)[14].

Compared to younger adults, older adults use nonpharmacologic approaches to manage 

pain at lower rates [13,19,28]. In addition, individuals with MCC use certain approaches, 

like mind-body and movement therapy, less often than do those with fewer chronic 

conditions[18]. Factors such as cost, lack of availability, and lack of clinician 

recommendation appear to function as barriers to older adults’ pain self-management in 

general [2,7,19,27,31]. However, less is known about factors that influence older adults’ 

decisions to use nonpharmacologic approaches, [12,37,38], particularly for approaches other 

than exercise [3,45] or among those with MCC. Of note, we identified no studies that 

addressed the use of nonpharmacologic approaches by older adults with MCC since the 

onset of the US opioid epidemic.

Understanding older adults’ use of nonpharmacologic approaches for pain is important 

foundational work to be able to improve older adults’ pain management. What 

factors influence older adults’ decisions to consider, initiate, sustain, or stop using 

nonpharmacologic approaches for managing their chronic pain? Such information may 

highlight potential targets for patient-centered communication, clinical management, and 

research. We used qualitative methods to elicit and characterize the range of factors that 

hinder or support the use of nonpharmacologic approaches by older adults with chronic pain 

and MCC.

METHODS

Data collection

We conducted one-time semi-structured qualitative interviews with 25 English-speaking 

older adults, age 65 and older, with three or more self-reported chronic medical conditions, 

who experienced persistent pain for 6 or more months. A study coordinator recruited 

candidates from senior centers, senior health fairs, and primary care clinics affiliated with 

a large academic medical center. All potential participants were screened for cognitive 

impairment either by phone (Brief Screen for Cognitive Impairment, [23]) or in-person 

(Mini-Cog, [8]). Individuals who did not pass the cognitive screen were excluded. We 

employed purposive sampling to ensure the inclusion of individuals of both low and high 

socioeconomic status.

Interviews lasted approximately 45 – 120 minutes and took place at a location of 

the participants’ choosing, typically the research office or the participant’s home. 

Interviewers addressed several topics related to the experience of chronic pain. They 

elicited participants’ current and past experiences with nonpharmacologic approaches for 

pain management through semi-structured questions about 10 common approaches (drawn 

from the literature and pilot testing: acupuncture, massage, chiropractic, physical therapy, 

mindfulness/breathing exercises, working with a psychologist or therapist, exercise, yoga, 
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tai chi, ice; [5,13,14]) and through open-ended questions about other “non-medication” 

approaches used to manage chronic pain. We consider all nonpharmacologic approaches 

discussed by our participants because this method allowed us to capture a broader range 

of what older adults are using to manage chronic pain beyond our prespecified list. The 

interviewer asked participants how they came to use various approaches and their reasons for 

non-use of approaches recommended by their clinician (see Appendix A).

Participants provided written informed consent and received a $30 gift card for participation. 

Interviews were audio-recorded and professionally transcribed. The UC San Francisco 

Institutional Review Board Study approved all study activities.

Analyses

A co-PI (CR), the researcher who conducted the interviews (NT), and a sociologist with 

substantial expertise in qualitative methods (SBG) independently read through all of the 

transcripts to familiarize themselves with the corpus of data. Coding proceeded in two 

phases in ATLAS.ti. First, two authors (SBG, NT) used two broad codes to identify factors 

that appeared to support or hinder participants’ efforts to manage their pain. They double

coded five transcripts and reached a high level of inter-coder reliability (>90%; [11]). They 

independently coded the remainder of the data, which were reviewed by all of the authors. 

Guided by the constant comparative method [6], team members wrote analytic memos 

and discussed the data during multiple meetings. The goal of these discussions was to 

identify factors that participants suggested had shaped their use or consideration of various 

nonpharmacological approaches. Through this iterative process, the team identified domains 

that encompassed the range of barriers and facilitators represented in the data. They then 

used these domains to develop and refine a preliminary conceptual model of barriers and 

facilitators that influenced participants’ use of nonpharmacologic approaches for chronic 

pain management.

In the second phase of analysis, one author (SBG) developed a set of codes based on 

the components of the proposed model and applied these codes to all interview data 

that addressed participants’ use or non-use of nonpharmacologic approaches. To evaluate 

consistency, two authors (SBG, CR) then double-coded four transcripts and achieved high 

intercoder reliability (~90%). All discrepancies were resolved through discussion, during 

which we refined code definitions and reached nearly 100% intercoder agreement [11]. 

SBG coded and synthesized the remaining data into code-based tables to be able to 

explore patterns within and across the domains of our conceptual model. This phase of 

the analysis enabled the team to deductively evaluate the fit between the preliminary model 

and participants’ experiences. Coded data and tables were discussed with other members of 

the interdisciplinary team (FN, CM), who affirmed the fit between the model and the data.

RESULTS

Sample description

Twenty-five of forty-nine potential participants completed interviews. Fourteen were 

ineligible due to lack of persistent chronic pain or having fewer than three chronic medical 
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conditions. Ten declined or did not respond to requests to participate. One person lived too 

far away to complete an in-person interview. Participants ranged in age from 66 to 90 years 

old (mean = 72 years) and over half were women. On average, participants had six chronic 

conditions (SD = 2.04; range 3 – 12). All participants reported regularly experiencing 

pain and pain interfering with daily activities. Regarding average pain intensity over the 

past seven days, approximately one-quarter of the sample reported “mild,” half reported 

“moderate,” and one-fifth reported “severe” or “very severe.” Four of five participants were 

white and over half had at least a college degree. Four out of five had “enough finances to 

meet daily needs” (Table 1).

Every participant had used a nonpharmacologic approach for chronic pain management at 

some point in their lives (mean = 9.9 unique approaches, SD = 4.0, range 4 – 18). All 

were using at least one nonpharmacologic approach at the time of the interview (mean 

= 5.6, SD = 3.2, range 1 – 12; Table 1, Appendix B). Many of these approaches were 

explicitly probed by the interviewer. However, participants also reported a wide range of 

additional nonpharmacologic approaches. Many of these approaches were patient-led and 

home-based (e.g., walking, applying ice or heat, resting, home-based exercise, walking, 

use of orthopedics). Others were prescribed by clinicians or facilitated by practitioners 

(e.g., osteopathy, cupping, energy healing; Table 2, Appx. B). Some participants reported 

approaches considered pharmacologic (e.g., capsaicin cream), which we excluded from 

analyses. Compared to what participants had used in the past, their current approaches were 

generally more self-directed and home-based (Table 2, Appendix B).

Barriers and facilitators to the use of nonpharmacologic approaches to manage chronic 
pain

Participants described a wide range of factors that hindered or supported their use of 

nonpharmacologic approaches for chronic pain management. We categorized these barriers 

and facilitators into three broad domains: those that influenced their awareness of an 
approach as an option relevant to them; those that influenced the appeal of the approach; 

and those that influenced their access to the approach. Based on these findings, we propose 

a “3A” model of barriers and facilitators to nonpharmacologic use that integrates these 

person-focused domains (Figure 1).

Awareness—Patient awareness captures individuals’ familiarity with an approach and 

their recognition that the intervention may be germane or relevant to their chronic pain 

condition. Factors that influenced participants’ nonpharmacologic use were sometimes 

those that that hindered or supported patient’s awareness of a nonpharmacologic approach 

(Table 3). Multiple participants, for example, reported not being familiar with common 

nonpharmacologic approaches that the interviewer raised. In other cases, participants knew 

about a given approach but did not see it as relevant to managing chronic pain or for their 

specific case. Multiple participants, for example, thought movement like yoga might help 

chronic pain, but were familiar only with styles of yoga that they felt they could not perform 

because of physical limitations. They had therefore not considered yoga for their own pain 

management (e.g., participant #11 [P11]). A couple of participants indicated that they were 
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going to look into approaches the interviewer asked about, because they had either not heard 

about the approach or had not considered it relevant for their own use (e.g., P02, P24).

In contrast, individuals who were using a nonpharmacologic approach were necessarily 

familiar with it and appreciated its relevance to their pain management. The ways that 

they learned about an approach they had or were currently using varied substantially. 

Clinicians were a major source of participants’ awareness of nonpharmacologic approaches. 

For example, many participants described using physical therapy, which was prescribed 

by their clinicians. Others credited pain specialists or pain management programs for 

information about new nonpharmacologic approaches and how they could help their pain 

(e.g., P12 learned about stretching exercises, acupuncture, tai chi in this setting). Many 

ideas regarding nonpharmacologic approaches came from diverse non-medical sources (e.g., 

family and friends, the participant’s own research/reading, past experiences, support groups, 

integrative medicine communities). P14, for example, had tried multiple approaches that 

she had learned about through her social network (e.g., chiropractic, mindfulness, medical 

marijuana cream, electrode therapy) or reading (e.g., acupuncture, yoga). An approach she 

identified as among the most impactful on her chronic pain—working with an osteopath—

she learned about from her daughter. When participants brought up how they had learned of 

a nonpharmacologic approach, they most often cited non-medical sources.

Appeal—Older adults’ experiences with or feelings about a given approach arose 

repeatedly when describing why they did or did not use a given approach. Participants 

shared many expressions of negative and positive (Table 4) feelings about nonpharmacologic 

approaches, reflecting the degree to which various approaches appealed to them.

Numerous participants expressed that they did not like or value certain nonpharmacologic 

approaches and therefore did not initiate them, continue using them, or even consider them 

in the first place. These decisions were tied to individuals’ perception of the approach as 

ineffective for their pain or to their having negative feelings about the approach. These 

feelings included discomfort, displeasure, and skepticism (e.g., “I’m pretty skeptical about 

Eastern medicine” P10); pain from the intervention/approach itself (e.g., PT, acupuncture); 

or its misalignment with their sense of self (e.g., about yoga and meditation, “I just can’t 

picture myself doing Zen stuff and all of that,” P11). Some participants’ feelings about 

an approach were so strong that they reported that they would never consider it. They did 

not consider it an acceptable option for themselves. P22, for example, did not engage in 

approaches that required hands-on touch from someone else because she “bristled at just the 

thought of being touched.”

Conversely, many participants expressed that they used a nonpharmacologic approach 

because they experienced it as beneficial. They expressed appreciation for, and motivation 

to continue using, approaches that they viewed as effective. Participants also repeatedly 

invoked emotions when describing why they initiated or continued an approach. For 

example, they reported positive feelings from an approach’s physical sensations (e.g., 

relaxation from massage, relief from icing), from executing the approach (e.g., enjoyment of 

being outside on walks), and from the social aspect of some approaches (e.g., group exercise 

classes).
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Participants weighed positive and negative aspects of a specific approach in order to 

assess whether they wanted to use it. Individuals who found an approach appealing did 

not necessarily feel exclusively positive about it (e.g., sometimes an approach that helped 

one source of pain exacerbated another [P13]; sometimes an approach caused temporary 

discomfort, but the participant considered it largely worthwhile). For example, P19 found 

the idea of doing low-cost acupuncture distasteful as she did not know if the setting 

would be as clean as the private clinic she could no longer afford. She wanted to try it, 

however, because the approach had worked well for her in the past. For other participants, 

an approach’s effectiveness did not outweigh the discomfort or dislike they felt about it. For 

example, P25 thought that walking more would help her pain, but walking currently is so 

painful that she “procrastinates” and does not make herself do it.

Access—Participants’ access to desired nonpharmacologic approaches varied greatly and 

functioned as barriers or facilitators (Table 5) to their use. Participants’ narratives revealed 

three main aspects of accessibility: affordability of the approach; their physical and/or 

cognitive capacity to use the approach; and logistical factors.

Cost and limited insurance coverage constrained many participants’ ability to use an 

approach they suspected or knew would alleviate their pain (e.g., massage, water therapy, 

acupuncture [P20]), or to use an approach as often as they wished. In some cases, 

participants’ insurance covered an approach, but the specific clinic or type of practitioner 

they desired was not accessible (e.g., P07 who could access more junior acupuncturists but 

not the “traditional” senior practitioners that she had found particularly effective).

Many participants were not able to access a nonpharmacologic approach because real or 

perceived limitations in their skills or abilities (physical or cognitive) made it difficult 

or impractical. Participants described physical constraints like limited flexibility, difficulty 

with balance, or pain (P09) as interfering with their ability to engage in yoga and certain 

exercises. Some participants’ assessments of their physical limitations discouraged them 

from ever trying an approach (e.g., P11 and yoga). Though discussed less than physical 

limitations, cognitive limitations (e.g., memory and concentration) created barriers to 

participants’ use of nonpharmacologic approaches as well. Some participants said that 

they were not able to use approaches like PT exercises (P22) or meditation (P09, P21) at 

home because they could not remember how to do them. Additionally, some participants 

cited their being “bad at” something as interfering with their use of an approach (e.g., 

difficulty adhering to an exercise or mindfulness regimen (P05); difficulty concentrating 

during mindfulness or meditation [P14]).

Multiple participants cited logistical barriers to nonpharmacologic use, for whom getting to 

a desired service was inconvenient, burdensome or impossible (e.g., transport to massage 

[P09]; paratransit [P22]; acupuncture unavailable at their medical center [P18]). For others, 

practical aspects of the approach itself—e.g., the rhythm and format of PT (P17); restrictions 

on number of visits [P22]; the closure of a clinic (P20) or class (P25); the departure 

of a preferred practitioner/instructor (P08)—hindered their access to a nonpharmacologic 

approach.

Garrett et al. Page 6

Pain. Author manuscript; available in PMC 2022 November 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Conversely, factors like insurance coverage and low copays for services facilitated many 

participants’ access to services like PT and acupuncture. For others, disposable income 

or family members’ financial help made a nonpharmacologic approach accessible (e.g., 

osteopathy [P14], acupuncture [P19]). Physical and cognitive factors (e.g., the ability 

to concentrate, to remember details about exercises) enabled participants to successfully 

engage in selected nonpharmacologic approaches, as did participants’ efforts to modify 

nonpharmacologic approaches so they better aligned with their abilities (e.g., modifying 

yoga poses, P06, P10, P23; using hiking poles to maintain walking exercise, P10; snorkel 

to maintain swimming exercise, P08; working with clinicians to modify home-based PT 

exercises, P18). Finally, logistical factors such as living near a nonpharmacologic clinic/

service and having a family member who could drive the participant to an appointment 

helped to facilitate access. Indeed, nonpharmacologic approaches that participants could do 

at home and on their own schedule were the most commonly-used approaches at the time of 

interview (e.g., applying heat, walking, icing,).

Summary of the 3A model—Awareness, appeal and access (3A domains) 

together influenced whether participants considered, initiated, and continued using a 

nonpharmacologic approach to manage their chronic pain. Individuals who were using 

a nonpharmacologic approach had identified that approach as relevant to them and their 

chronic pain; wished to use it; and were able to use it (logistically, financially and according 

to their capacities). Each of the 3A domains had to be realized for the individual to initiate 

and sustain their use of an approach. In contrast, for participants who were not using 

a particular nonpharmacologic approach for pain management, not all domains had been 

realized. In Figure 2 we illustrate the role of the 3A factors in three participants’ use of a 

nonpharmacologic approach.

For some participants, key reasons they did or did not use a nonpharmacologic approach fell 

clearly within one domain (e.g., P06 and P23 in Figure 2). For others, their reasons for use 

or non-use crossed domains. For example, sometimes problems with accessing an approach 

(the difficulty of a certain stretch, or the hassle of getting to a class) also made the approach 

less appealing. Similarly, recommendations, from family, friends, and especially clinicians, 

simultaneously brought an approach to some participants’ awareness and made the approach 

more appealing or acceptable to them.

DISCUSSION

We found that older adults with chronic pain and MCC used a wide range of 

nonpharmacologic approaches to try to manage their pain. These approaches ranged from 

formal, practitioner-led approaches like acupuncture, PT, and massage, to informal, home

based, patient-led approaches (e.g., exercise, icing). Nearly all of the participants were using 

multiple approaches at the time of interview and had tried many in the past. Compared to 

prior approaches, the approaches participants were using at the time of interview were more 

self-directed and home-based, like walking, home-based exercises, and using ice and heat. 

These patterns may reflect the dynamic and challenging nature of chronic pain management 

among older adults with MCC [18].
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We identified a wide range of factors that hindered or supported individuals’ 

nonpharmacologic use, which fall under three broad domains: awareness, appeal, and 

access. We used these domains to develop a novel person-focused “3A” model of barriers 

and facilitators. For older adults with chronic pain to routinely use a nonpharmacologic 

approach, all three factors had to be aligned: the individual had to be aware of the approach 

and its applicability to their pain; the approach had to be sufficiently appealing to them; 

and they had to have access to the approach financially, logistically, and with regard to 

their abilities. These dynamics were relevant for both formal approaches and informal 

approaches, which may be less familiar to clinicians [46].

These results illuminate numerous factors that influence older adults’ use of 

nonpharmacologic approaches to manage chronic pain. They complement work by Park et 

al., who investigated barriers and facilitators to the use of nonpharmacologic approaches 

in a sample of diverse older adults [37,38]. Like our study, they found previously

identified barriers (e.g., inadequate knowledge about or inadequate resources to access 

certain treatments) and facilitators (e.g., individuals’ enjoyment of nonpharmacologic 

approaches) [2,4,45]. They additionally reported novel factors, such as embarrassment, 

self-consciousness, and lack of faith in the effectiveness of an approach, all of which we 

identify as part of the 3A “appeal” domain. Our analysis identified additional new barriers 

to the use of nonpharmacologic approaches such as deeply-felt discomfort, the misalignment 

between an approach and the individual’s sense of self, and lack of appreciation that an 

approach may be well-suited for the individual’s particular type of pain. Our study also 

complements Booker et al’s investigation of older African Americans’ perceptions of and 

approaches to managing chronic osteoarthritis pain [7]. Similar to our study, they found 

that participants used a large number of pain management strategies, many of which 

were nonpharmacological and “inexpensive, easy to use and access,” and effective. The 

consonance between our findings and others’ [7,37] suggests that older adults with and 

without comorbidities may face similar types of challenges to chronic pain management.

Our study differs most significantly from prior studies in our characterizing granular barriers 

and facilitators in terms of how they influence older adults’ use of nonpharmacologic 

approaches. Awareness, appeal, and access are the individual-level mechanisms that connect 

barriers and facilitators we and others identified with individuals’ pain management 

behaviors. For example, multiple studies identified reduced pain intensity as a facilitator to 

the use of exercise [3,45], but this factor does not directly impel a person to start or continue 

exercising. Instead, the effect of reduced pain operates through an individual’s feelings about 

exercise being effective or worthwhile (appeal). Similarly, the effect of social support [37], 

may operate through an individual’s ability to get a ride to a desired therapy (access); 

through the individual’s learning about an approach (awareness); or through whether they 

believe an approach is acceptable (appeal). Because these influences would each require 

different kinds of interventions or clinic conversations, it is important for researchers and 

clinicians to identify how these barriers and facilitators are operating for each patient.

In its comprehensiveness, the 3A model captures many components represented in models 

of health behavior and behavior change. For example, the 3A “appeal” domain captures 

the attitudes, norms, and motivations central to theories such as the Health Belief model 
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[24,41] and the Theory of Planned Behavior [1,22]. In the “access” domain, issues related 

to individuals’ capacities are echoed in the Theory of Planned Behavior [1,22], the PRIME 

theory [44], and others. Issues of cost and coverage, which are driven by macro-level forces 

(e.g., poor health infrastructure, economic inequality) but experienced at the individual 

level, are highlighted in the social ecological model [21,30]. The COM-B model addresses 

many of these factors as well as exposure to ideas [32], which evokes the 3A domain 

of “awareness.” However, the 3A model differs from these models in many regards: it is 

focused specifically on barriers and facilitators to nonpharmacologic use in older adults; 

it is conceptually streamlined; and it is profoundly person-focused, developed inductively 

from older adults’ own descriptions of their nonpharmacologic experiences. As such, the 

3A model may be uniquely well-suited to support patient-clinician communication and 

nonpharmacologic interventions for chronic pain management.

Clinical implications

Inductively derived from older adults’ narratives, the 3A model is consonant with 

and supportive of patient-centered and person-focused care [42]. Drawing on first-hand 

knowledge, patients can inform their clinician about what is or is not working for them. 

Clinicians need to understand “the social and emotional context” of older adults’ openness 

or resistance to a particular nonpharmacologic intervention in order to provide person

centered, high-quality care [35]. The 3A model offers a framework and “conversational 

roadmap” to elicit these highly-impactful nonclinical factors (Table 6).

First, the clinician can assess the patient’s knowledge or awareness about a particular 

nonpharmacologic intervention. What do they understand about the intervention? If the 

patient is unfamiliar with an approach, the clinician can provide information about it and 

evidence for its effectiveness. If the patient has some awareness of an intervention but does 

not understand its applicability to their chronic pain, clinicians must clarify that connection.

However, awareness, even from a clinician’s recommendation, is not sufficient to assure the 

individual’s use of a particular nonpharmacologic intervention. If the patient’s experiences, 

expectations, preferences, or sense of self conflict with a particular approach, they may 

be unwilling to add a particular intervention to their armamentarium or keep it there. 

Importantly, individuals may not volunteer this information to their clinician [12,25,46]. It is 

therefore crucial for clinicians to understand patient’s feelings about an intervention (appeal) 
before prescribing it and in follow-up consultations.

Finally, lack of access to nonpharmacologic interventions takes on many forms, including 

financial, physical, cognitive and logistical. Many clinicians are familiar with financial and 

transportation barriers and the resources needed to mitigate these (e.g., discounted therapies, 

paratransit). However, our data suggest that clinicians may not anticipate all access barriers 

(e.g., cognitive), nor the barriers that arise over time (e.g., limits on discounted services, the 

inconveniences of relying on paratransit). Again, these barriers vary across patients and over 

time. Explicit discussions about access in each of these areas, and revisiting the topic, is 

crucial to ensuring that patients can access the nonpharmacologic approaches they need for 

effective pain management.
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In the context of an ongoing therapeutic relationship, the initial assessment and 

reassessments of these three domains should help to promote patients’ initiation of, 

ongoing use of, and appropriate modifications to, nonpharmacologic approaches [2]. The 3A 

model, comprehensive and clinically useful, has the potential to improve patient-clinician 

communication about pain management care—a key need that is articulated in the literature 

[2,3,10,37,43,46].

Limitations

The interviews were not designed to systematically probe for barriers or facilitators to the 

use of all nonpharmacologic approaches. Though each participant volunteered information 

on this topic, the range and depth of responses varied. The degree to which the identified 

factors influenced patient use may be even more extensive than is represented here.

The sample of cognitively intact, mostly white, and mostly “young old” (ages 65 – 74) 

older adults on the West Coast may use nonpharmacologic therapies differently than 

in other populations or regions of the country. The specific barriers and facilitators 

to nonpharmacologic therapies may vary by e.g., region, city, or neighborhood [12]. 

Nevertheless, the 3A domains may be relevant to care regardless of population or 

geographic location, as our interpretation of findings from other studies (above) suggests 

[2–4,7,37,38,45].

Research is needed to see if the 3A model applies as well to other patient populations 

(e.g., younger, “older old,” rural, those with cognitive impairment) as well as to 

specific pain conditions (e.g., back pain, neuropathic pain). Future research needs to 

evaluate if employing the 3A model to assess and resolve barriers to patients’ use of 

a nonpharmacologic approach leads to higher rates of adoption and ongoing use. To 

contextualize this work, research is also needed to evaluate the relationships between type 

and number of comorbid conditions and use of nonpharmacologic interventions.

Conclusion

The 3A model is a simple but comprehensive model of barriers and facilitators that 

reflects the factors that hinder or support older adults’ use of nonpharmacologic approaches 

for pain management. We believe these qualities may make it particularly useful to 

employ as a research framework and as a support for patient-clinician consultations about 

nonpharmacologic approaches to chronic pain management.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. 
Conceptual “3A” model of barriers and facilitators to use of nonpharmacologic approaches 

for chronic pain management
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Figure 2. 
Overview of barriers and facilitators for three participants

“X” indicates barriers; “check” indicates facilitators.
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Table 1.

Self-reported characteristics of participants: Older adults with chronic pain and multiple chronic conditions (n 

= 25)

n %

Gender

 Female 16 64

Age (years)

 66–75 20 80

 76–85 3 12

 86+ 1 4

Race

 White 20 80

 Black or African American 3 12

 Asian 1 4

 Unknown 1 4

Marital status

 Married 3 12

 Widowed 5 20

 Divorced 7 28

 Never married 9 36

 Other 1 4

Educational level

 Completed high school or GED 3 12

 Some college 5 20

 Bachelor’s degree 7 28

 Graduate degree 10 40

Has sufficient finances to meet daily needs 20 80

Currently has an opioid prescription for chronic pain 11 44

Using ≥1 nonpharmacologic approaches for chronic pain at time of interview 25 100

Ever used a nonpharmacologic approach for chronic pain 25 100

Regularly experiences pain 25 100

Has been bothered by pain on most days or nights for at least 6 months 25 100

Pain interferes with daily activities (e.g., playing with kids, walking, driving, household work) 25 100

Is bothered by pain every day (7 days/week) 24 96

Is bothered by pain most days (5–6 days/week) 25 100

Average pain intensity over the past 7 days

 Mild 6 24

 Moderate 12 48

 Severe 3 12

 Very severe 2 8

Mean SD

Number of chronic conditions 6.1 2.0

Number of non-pharmacological approaches currently using 5.6 3.2
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Table 2.

The ten most common nonpharmacologic approaches ever used by participants

Nonpharmacologic approach Ever used Using at time of interview

n % n %

Acupuncture* 21 84 3 12

Physical therapy (PT)* 20 80 4 16

Ice* or heat 19 76 16 64

Exercise* (e.g., walking, swimming) 17 68 14 56

Massage* 15 60 6 24

Mindfulness,* breathing exercises,* meditation 12 48 7 28

Yoga* 11 44 7 28

Chiropractic* 11 44 1 4

Tai chi,* Qigong 10 40 2 8

Orthotics and physical supports 8 32 7 28

*
Research staff routinely asked about this approach by name.
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Table 6.

Examples of a “conversational roadmap” for clinic non-pharmacologic consultations mapped onto the 3A 

model

3A Domain Question example Next steps

Awareness Do you know that ___ is something that may be able to help with 
your pain?

If yes, move on.
If no, give
information about what it is and how it may help the 
person with their
specific pain condition.

Appeal Would you be willing to try ___?
Can
you think of anything you may not like about doing ___?
Does
anything make you think ___ would not help with your pain?

Acknowledge and troubleshoot identified barriers. 
Consider alternatives if barriers cannot be overcome.

Access Can you think of anything that would make it
difficult for you to…
Acquire ____?
Use ____?
Get to ____?

Acknowledge and troubleshoot identified barriers. 
Consider alternatives if barriers cannot be overcome.

Note. These questions should be revisited over time and with the introduction of any new nonpharmacologic approaches.
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