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MEDITATION FOR PAIN MANAGEMENT 

 

Abstract 

 This thesis examines the most current research on mind body therapies in pain 

management. The purpose of exploring mind body therapies in pain management is to move 

away from the use of opioids to manage pain and towards an integrative nursing approach. The 

opioid epidemic is growing, and the statistics are tragic. In 2016, an estimated 2.4 million 

Americans had an opioid use disorder (Ryan, 2018). Pain is a challenge that affects Americans in 

all populations. The American Nurses Association states that 11-40% of the U.S. population 

reports some level of chronic pain for a time period over three months (American Nurses 

Association, 2018). The literature review that has been conducted in this thesis analyzes the best 

practices of mind body therapies to manage pain. The mind body therapies recognized in this 

thesis include mindfulness meditation, guided imagery, breathing exercises and relaxation 

techniques. The goal of this research is to improve the opioid epidemic statistics by removing 

opioids or decreasing the dose and frequency of opioids in pain management plans through 

education. In addition to the literature review, this thesis will outline best practice 

recommendations, a projected implementation plan and a proposed evaluation of the 

implementation method.  
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CHAPTER 1 
Introduction 

Statement of Purpose 

The purpose of this thesis is to identify best practice recommendations to manage pain 

through mind body therapies. These recommendations for mind body therapies to pain 

management are intended for individuals experiencing chronic or acute pain at varying levels to 

use instead of or in conjunction with pain medication. The PICOT(S) question used to guide the 

literature search for this paper was: In patients with pain, are mind body therapies such as guided 

imagery, mindfulness meditation breathing exercises and relaxation techniques more effective 

than no pain intervention in reducing the level of pain?  Throughout this thesis, background 

regarding opioid use disorders in the United States known as the opioid epidemic and mind body 

therapies as a pain management method will be provided. The mind body therapies that will be 

discussed are mindfulness meditation, guided imagery, breathing exercises and relaxation 

techniques. Evidence-based research articles such as randomized controlled trials, systematic 

reviews and meta-analyses in which researchers have tested the effects of these mind body 

therapies will be analyzed to form a recommendation for best practice. The opioid epidemic is a 

driving factor in this research project and the benefits of mind body therapies as pain 

management will be directly applied to controlling the opioid epidemic. Application of this issue 

to nursing practice and ways to implement this best practice recommendation will be discussed.  

Background  

The opioid epidemic has been called the “most consequential preventable public health 

problem in the United States” (Manchikati et al., 2018, p. 309). The most important part about 

this statement is the word “preventable”. It is still possible to control the opioid epidemic by 

implementing other ways to manage pain such as mind body therapies. The American Nurses 
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Association states that 11-40% of the U.S. population reports some level of chronic pain for a 

time period over three months (American Nurses Association, 2018). Currently, there is an 

opioid epidemic in the United States. In 2016, an estimated 2.4 million Americans had an opioid 

use disorder (Ryan, 2018). Opioid overdose statistics are increasing for all demographic groups, 

regions and in numerous states. This is an issue that is applicable to a diverse population and 

evidence suggests that if opioid prescriptions are reduced, it could help reduce the number of 

individuals exposed to opioids who then become addicted.   

In addition to the horrors of addiction and overdose, opioids also have short term side effects 

that are unpleasant to patients taking them. Some of these side effects include constipation, 

drowsiness, slowed breathing, nausea, coma and unconsciousness (Foundation for a Drug Free 

World, 2019). Replacing opioids with other pain management methods or lowering the doses by 

using other pain management methods as adjuncts can decrease the prevalence and severity of 

these side effects. The physical dependence for the drug associated with addiction results in 

bothersome symptoms once the drug is discontinued such as restlessness, muscle and bone pain, 

insomnia, diarrhea, vomiting and cold flashes (Foundation for a Drug Free World, 2019). The 

goal is to avoid this dependence and addiction.  

It is important for patients to know that there are other methods to manage pain other than 

opioids. Additional interventions such as guided imagery, mindfulness meditation, breathing 

exercised and relaxation techniques can be used instead of or in addition to the use of opioids to 

reduce the dose or duration of the prescription. It is true that not all opioid addictions started with 

an opioid prescription, but many do start that way. About 21 to 29 percent of patients who are 

prescribed opioids for chronic pain do misuse them and an estimated 4-6 percent who misuse 

prescription opioids transition to heroin (National Institute on Drug Abuse, 2018). If providing 
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pain management alternatives to opioids can lower the number of Americans who develop opioid 

abuse disorders in any way, then it is valuable research. Many policies have been implemented to 

improve the statistics regarding opioid overdoses, yet the death rates have doubled within the last 

10 years and are continuing to rise for the adult populations (Ryan, 2018). The urgency and 

severity of this issue are the reasons why alternative pain management is the topic of this thesis.   

Mind body therapies are evidence-based techniques that can be used to decrease pain in 

patients. Patients can learn to practice mind body therapies on their own. Practicing mind body 

therapies not only alleviates pain but also gives patients an opportunity to feel independent and 

in control of their own pain. When opioids are used to manage pain, abuse and addiction are 

consequences that may occur. Addiction is loss of control and with nonpharmacological pain 

management methods, patients can gain control of their pain. When mind body therapies are 

used to manage pain, the risk of addiction is decreased or absent. Addiction is defined as a 

chronic disease of the brain in which brain reward, motivation, memory and related circuitry are 

dysfunctional. This leads to biological, psychological, social and spiritual symptoms (American 

Society of Addiction Medicine, 2018). The use of nonpharmacologic pain management methods 

such as mind body therapies instead of or in addition to opioids presents the opportunity to 

decrease the rates of individuals addicted to opioids.  

The experience of pain includes the mind, emotions and attention. Emotions known to 

amplify the perception of pain include anger, fear and depression. Mind body therapies approach 

the issue of pain by changing a person’s mental or emotional state, utilizing physical movements 

to train attention elsewhere and producing mental relaxation. Mind body therapies can include 

but are not limited to progressive muscle relaxation, meditation, laughter, mindfulness-based 

approaches, hypnosis, guided imagery, yoga, biofeedback and cognitive behavioral therapy. 
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These therapies can be used alone but often have best results when used as an adjunct to other 

integrative therapies or medications (Hassed, 2014). The mind body therapies that this thesis will 

examine include mindfulness meditation, guided imagery, breathing exercises and relaxation.  

Mindfulness meditation is a cognitive technique that can attenuate the subjective experience 

of pain. This thesis will specifically examine the effects of Mindfulness meditation is considered 

“a cognitive practice premised on sustaining nonjudgmental awareness of arising sensory events” 

(Zeidan et al., 2016, p 3391). The Mindfulness-Based Stress Reduction (MBSR) Program was 

developed by Dr. Jon Kabat-Zinn in 1979. It is a transcendental meditation program that 

combines science, medicine and psychology with the Buddhist Dharma that includes meditative 

traditions, teachings and practices (The Center for Mindfulness, 2017).  

Guided imagery is a focused form of relaxation that can aids in the production of harmony 

among the mind and the body. The idea of guided imagery is to redirect thoughts of pain to 

thoughts of a calming scene or relaxing place (Pain Pathways, 2012). It is a “mental escape” in 

the way that is focuses on imagination to create calm, peaceful images in the head. It is a taught 

coping mechanism that can not only decrease pain levels but also stimulate changes in the body 

such as heart rate, blood pressure and respiratory patterns. It involves all senses and emotions of 

the individual (Cleveland Clinic, 2018). It is described as “a noninvasive therapeutic method that 

can create a type of field patterning to promote health patterns of human beings” (Onieva-Zafra 

et al., 2015, p 14).  

Breathing exercises teach the individual to focus on their breath and also slow it. This creates 

a sense of calmness and serves as a distraction from the pain. Deep breathing is a way promote 

relaxation and relaxation is a way to cope with pain. Relaxation will decrease the tension in the 
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body that is often causing the pain. Deep breathing can both slow the heart rate and lower or 

stabilize blood pressure (Harvard Health Publishing, 2019). 

Relaxation techniques programs can vary from study to study. Relaxation technique 

programs will combine various relaxation interventions into one program. Lim, Yobas and Chen 

(2014) conducted a study in which the relaxation intervention included both theoretical and 

practical components. The theoretical component provided education about the negative effects 

of emotional tension and physical pain on postoperative recover, benefits of practicing relaxation 

techniques and ways to incorporate these techniques into daily lives. The practical aspect 

included breathing exercises and guided imagery as discussed above. The breathing exercises 

consisted of inhaling for four seconds, holding the breath for seven seconds and exhaling for 

eight seconds (Lim, Yobas, & Chen, 2014). Pain increases muscle tension, increased muscles 

tension results in increased pressure on nerves and tissues. This excess tension makes the pain 

worse. Shallow, rapid breathing can be the result of muscle tension, by slowing and deepening 

breathes, muscle tension and therefore pain can be reduced (Australian Pain Management 

Association, 2018). Relaxation can help to relieve muscle tension. The release of muscle tension 

will significantly relax the muscles and improve blood circulation all over the body. The 

increased blood circulation causes the brain and muscles to receive more oxygen relieving 

competition with other tissues. This helps the muscles move freely and function normally 

without added stress and pain (EOC Institute, 2019). 

Significance of the Problem to Nursing 

The American Nurses Association released an article regarding the nurses’ role in the opioid 

epidemic. Nurses are at the front lines of the opioid epidemic and play a leading role in 

assessing, diagnosing and managing patients who struggle with addiction. The article states that 
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opioid addiction is one of the most significant issues that the U.S. health system faces today. The 

article emphasizes the importance of nurse’s role in controlling this epidemic and lists a series of 

resources which outline proposals to improve the situation (American Nurses Association, 2018).  

It is estimated that more than 115 people in the United States die from an opioid overdose 

every single day. In 2015, 2 million Americans suffered from addiction to prescription opioid 

pain relivers, and 591,000 Americans suffered from a heroin addiction. The Centers for Disease 

Control and Prevention state that the total economic burden of prescription opioid misuse in the 

United States is $78.5 billion every year. This is not only the healthcare costs but also the lost 

productivity, addiction treatment and involvement of criminal justice. The opioid crisis affects 

healthcare in more ways than just financially. Additional healthcare consequences to the opioid 

crisis include increasing rates of neonatal abstinence syndrome, and the spread of infectious 

diseases such as HIV and hepatitis C (National Institute on Drug Abuse, 2018).  

The American Nurses Association specifically outlines alternative pain management as a 

proposal of something nurses can do to improve the opioid epidemic. The article lists guided 

imagery as a complementary and alternative medicine (CAM) strategy for pain and also 

meditation and relaxation techniques under psychological strategies for pain (American Nurses 

Association, 2018). This thesis will analyze articles in which guided imagery, meditation and 

relaxation technique programs are used by researchers to examine their benefits on pain. 

Nurses can educate patients through discussion and handouts about ways to manage their 

pain without opioids. If nurses are educated on the opioid crisis and the pain-relieving effects of 

mind body therapies, they can educate their patients and deter them from relieving pain with 

opioids as a first line defense. Nurses can become educated on how to facilitate mind body 
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therapies among their patients and encourage them to integrate this intervention into their 

personal self-care.  

Summary 

The purpose of this thesis is to identify best practice recommendations to manage pain 

through mind body therapies. The underlying motivation for this thesis is to help decrease rates 

of opioid overdose and addiction. According to Manchikanti et al. (2018) in 2016, there were 

42,000 deaths from opioid overdose. This is a relevant and preventable issue. Mind body 

therapies are an evidence-based alternative to opioid use in pain management. Mind body 

therapies are supported by countless research to be effective in pain management without all the 

awful side effects of opioids. These articles reviewed in chapter two will be analyzed to form 

evidence informed best practice recommendations in regard to the use of mind body therapies to 

manage pain. Nurses can be educated on mind body therapies to manage pain so that these 

therapies can be integrated into patient care plans. Through patient education on mind body 

therapies, patients to take control of their pain mindfully in contrast to pharmacologically. 

Patients will have the opportunity to develop independence in their own care by learning how to 

practice mind body therapies on their own.  
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CHAPTER 2 

Review of Literature 

 Chapter two will address a review of literature supporting the positive effects of mind 

body therapies on pain management. The specific mind body therapies examined are 

mindfulness meditation, guided imagery, breathing exercises and relaxation techniques. The 

research for this thesis was conducted through databases CINHAL, MEDLINE, University of 

Arizona Health Sciences Library Summon Catalog and Google Scholar. Each work was 

published between the years of 2014-2018 in peer reviewed journals. The works consist of 

randomized controlled trials, systematic reviews and meta-analyses. Search terms for this thesis 

included “meditation”, “guided imagery”, “mind body therapies”, “mindfulness”, “pain” and 

“opioid-crisis”. Eight articles from the search were selected based on the type of study design, 

method of mindfulness meditation studied, length of study, number of participants and credibility 

of the journal. These articles were each analyzed, and each play an important role in the final 

proposed best practice to manage pain with mind body therapies.   

The Effectiveness of Mind Body Therapies on Pain Management  

Meize-Grochowski et al. (2015) conducted a quantitative study to examine the daily 

effects of mindfulness meditation. The primary question of this study was investigating if daily 

mindfulness meditation decreases pain associated with post herpetic neuroglia in individuals who 

have been diagnosed with herpes zoster(shingles). Post herpetic neuroglia is a very painful 

condition that affects both the nerve fibers and skin. This type of pain can be described as 

stabbing, shooting or burning. The secondary question of this study is if daily mindfulness 

mediation has positive effects on the mental health and quality of life of people experiencing 

post herpetic neuroglia due to a previous diagnosis of herpes zoster. The sample style of this 



11 
 

study was convenience sampling. The inclusion criteria were that the participants had to be over 

50 years of age, be able to read and write proficiently in English, and has self-reported moderate 

or severe pain experienced on a daily basis after their singles rash had went away. The 

researchers defined the exclusion criteria as consistent use of meditation in the last year, lung 

disease, diabetes mellitus, multiple recent falls, an acute injury in the previous month causing 

pain, inability to stand independently, and underlying serious illness such as unexplained weight 

loss, fever or pain from cancer.  

The participants were randomly assigned to the treatment and control groups. The 

treatment groups received a one-hour mindfulness meditation session with a certified 

mindfulness-based stress reduction (MBSR) instructor with 15+ years of experience. This 

session took place in a private room at the integrative medicine center at the beginning of the six-

week study. The instructor taught the session by a script that the researchers helped to develop 

and provided 6 CDs with guided meditation to each participant after to practice with at home. 

Each CD gradually increased the time of mediation.  The CDs explained how to use deep 

breathing while seated comfortably to meditate and also explained how to document the daily 

mediation practice in a journal. The participants were instructed to use one CD each week for the 

six-week duration of the study as each CD provided a gradual increase in meditation. The 

participants also kept daily journals in which they were taught how to document their meditation 

practice and also rate their pain (primary outcome measure), quality of life, depression, anxiety, 

and daily pain level (Meize-Grochowski et al., 2015). Each dependent variable had a different 

measurement scale. The most important variable (pain) was measured by the Short-Form McGill 

Pain Questionnaire (SF-MPQ-2) which is a 22-item questionnaire that uses an 11-point scale to 

rate various qualities of pain and related symptoms. The average rate of meditation throughout 
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the duration of the study was 97.1%. According to the data, neuropathic pain in the treatment 

group improved from the start of the study to the end of the study approaching a significance 

level of (p=0.057, dz=0.58). In addition, the control group’s neuropathic pain worsened during 

the study’s duration (0=0.058, dz=0.58).  

Some weaknesses of this study include the fact that 14 of the participants had pain related 

to other nondisclosed conditions. This is not a weakness as pertaining to this literature review as 

it examines pain in general but this study in specific is examining pain related postherpetic 

neuralgia. The other pain conditions such as could not have been differentiated between the 

postherpetic neuralgia pain. Another weakness is that the other medications taken by the 

participants for pain was not recorded as this could have skewed the pain decrease. A strength of 

this study was its validity. Internal validity was due to the randomization of the groups, holding 

the non-treatment conditions constant for all participants by exactly three testing times, and 

weekly phone call checkups. Another strength of this study was the strict inclusion and exclusion 

criteria (Meize-Grochowski et al., 2015). 

Tonelli & Wachholtz (2014) investigated the effect that meditation has on the immediate 

reduction of migraine pain. The effect of meditation on the alleviation of emotional tension 

associated with migraine pain was also investigated. This was a quantitative intervention-based 

study. The researchers set their inclusion criteria to require that all participants were meditation-

naïve, all checked “yes” for 2-3 items on the 3-item Migraine Screener, all had between two and 

ten migraine episodes each month and also had migraines diagnosed by a primary care provider. 

The exclusion criteria excluded anyone who didn’t have pre-meditation pain (Tonelli & 

Wachholtz, 2014).  
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This was a single-group, repeated-measures, pre/post design study that showed level III 

evidence.  An 11-point Likert scale known as the Numeric Rating Scale (NRS-11) was used to 

measure the pain of the participants; 0 meaning no pain and 11 meaning most intense pain. The 

intervention was performed in groups of five. Each participant completed the pre-intervention 

survey in which they indicated their baseline migraine pain (mean 3.89, SD 2.407) and emotional 

tension (mean 3.96, SD 2.915). Participants then filled out a post-meditation survey after a 20-

minute guided meditation session in the lab. The post-meditation survey also had them rate their 

migraine pain and emotional tension (Tonelli & Wachholtz, 2014).  

The results showed a strong correlation between the baseline levels of pain and emotional 

tension (R2=0.34; P<.01). After the 20-minute meditation session there was a reported decrease 

in pain from the pre-meditation scores to the post-meditation scores (t (26) =5.23; p<.001). After 

the 20-minute meditation session there was also a reported decrease in emotional tension from 

the pre-meditation scores to the post-meditation scores (t (26) =5.47; p<.001). This data is 

statistically significant. There was a 32.7% decrease in pain after meditation and 42.7% decrease 

in emotional tension after meditation (Tonelli & Wachholtz, 2014).  

 A weakness of this study was that there was no comparison/control group only the 

intervention group. The study would have more significance if there was a group given a placebo 

intervention.  One strength to this study is that most studies researching a correlation between 

meditation and pain do a correlation over time. This study looked at immediate pain relief 

(approximately 20 minutes apart). This is a strength because many patients in pain are looking 

for immediate relief not just relief over time. This study opened the doors for many more studies 

to follow by identifying an effect size to examine immediate pain relief associated with 

mediation (Tonelli & Wachholtz, 2014). Something interesting about this study is that it shows 
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that meditation can be an alternative or additive short-term intervention for pain, and this is very 

applicable to the field of nursing as it is an easy thing for nurses to recommend or implement.  

 Onieva-Zafra, García and Gonzalez del Valle (2015) looked at patients who have been 

diagnosed with fibromyalgia and examined the effects of guided imagery on pain management. 

The study consisted of 55 participants living in Southern Spain, all had fibromyalgia and their 

ages ranged from 28-65 years old. The inclusion criteria stated that the participants must have 

been diagnosed with fibromyalgia within the last three years and are willing to attend therapy 

sessions. The exclusion criteria stated that they could not be diagnosed with any major 

psychiatric impairment, current life-threatening condition, or inability to read and write 

proficiently in Spanish. This study was a 2-group quasi experimental study and it fell into level II 

evidence. The participants were randomly selected to be in the guided imagery group or control 

group for an eight-week study.  

During the first phase of the intervention, there was a 15-minute session of relaxation in a 

location unidentified in the journal article. The first phase of the intervention acquainted the 

participants with relaxation and visualization of images. This session was recorded onto CDs and 

the participants were instructed to listen to the CD for 4/7 days at home during the first week and 

every day during the second week. They also were to record their daily journal if the CD was 

used that day and their daily pain according to the McGill Pain Questionnaire long form (MPQ-

LF) and the Visual Analog Scale (VAS). The second phase of the intervention was another 

guided imagery session with the researcher based off of the Martha Rogers model.  This session 

also was recorded on a CD and the participants could use either CD at home as many days as 

they pleased but only once per day. Their CD schedule and pain ratings were again recorded at 

bedtime in their daily journals. The scores were examined at the baseline, at the four-week mark 
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and again at the eight-week mark. Twenty-eight participants reported a reduction in pain levels 

(P=0.046) by week four in comparison to baseline score according to VAS and two subscales of 

MPQ-LF sensory pain (P=0.042) and sensory plus affective (P=0.049) (Onieva-Zafra et al., 

2015). 

 A strength of this study was that the participants were randomly assigned to a control and 

guided imagery group. Another strength was that the participants in the control and guided 

imagery groups did not differ in demographics such as age, schooling, marital status or years of 

diagnoses (Onieva-Zafra et al., 2015). A weakness of this study was that it was a quasi-

experimental design and that was due to lack of resources and issues with blinding. Another 

weakness of this study was that extraneous variables such as home environment, individual 

health conditions and social status could have skewed the study due the fact that that the 

researchers did not monitor the at home treatment. A way to avoid this would be to have the 

participants record in their journals if their home treatment plan differed from the prescribed plan 

in any way (Onieva-Zafra et al., 2015). 

Lim, Yobas and Chen (2014) investigated the effects of relaxation on the reduction of 

pain, stress and anxiety of patients following total knee replacement surgery. The inclusion 

criteria required the participants to be between the ages of 21 and 75, able to communicate in 

English or Chinese, and have underwent a total knee replacement surgery. The exclusion criteria 

consisted of no severe physical diseases, no mental disorders, hearing difficulties, cognitive 

impairment or a history of chronic pain unrelated to the surgical site. This study was a single 

group pretest and posttest quasi experimental design that fell into the category of level III 

evidence. The intervention consisted of routine care plus a 20-minute relaxation session. The 

relaxation session was once a day for three days and consisted of a theoretical relaxation portion 
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and a practical relaxation portion. The researchers encouraged the participants to practice 

relaxation techniques on their own at home (Lim et al., 2014). Pain assessed by self-reported 

Numeric Pain Related Scale (NPRS) before and after each of the three relaxation intervention 

sessions. There was a significant decreased in level of pain from pretest to posttest scores 

(F=14.92; p<.001).   

A strength of this study is that the pre and post tests were only an hour apart, before and 

after the intervention and on the same day with all other conditions kept the same. Another 

strength was that all the other medications that the participants were taking were recorded by the 

researchers. A third strength to this study is that the researchers reference another study that 

supports the findings of this study. A limitation to this study is that the participants demographics 

were very similar due to the type of sampling done in the study (Lim, Yobas, Chen, 2014). Some 

more diversity would make the results stronger.  

Banth and Ardebil (2015) conducted a quantitative, pre-post quasi time series experiment 

to examine the effect of mindfulness mediation on the pain and quality of life in patients with 

chronic lower back pain. This study was a level II evidence study. There was a total of 48 

participants, and all were Persian, female, married and come from middle income families. The 

intervention and control group were randomly assigned. The control group underwent normal 

routines while the intervention group participated in one 90-minute mindfulness-based stress 

reduction (MBSR) program per week for eight weeks located at the private psychiatrist clinic 

near physiotherapy centers in Iran. The intervention group was also instructed to practice 

meditation at home daily for 30-45 minutes (Banth, Ardebil, 2015).  The McGill Pain 

questionnaire was used to measure pain and was completed at the baseline, after the intervention 

and four weeks after the end of the intervention. The intervention group improved pain levels 
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after intervention (F [1,45] =110.4, P<0.001) and (F[1,45]=115.8, P<0.001). This data is 

statistically significant. A weakness of this study was that diversity of demographics is lacking as 

all the participants were married, Persian women who come from middle income families. A 

strength of the study was that the researchers mentioned three other studies to support the results 

of this study because the other studies also found a decrease in pain after mindfulness meditation 

(Banth, Ardebil, 2015). 

A quantitative, randomized control trial was conducted by La Cour and Peterson (2015) 

to examine the effects of a standardized mindfulness meditation program on nonspecific chronic 

pain. This study is a level II evidence study. The participants have to speak Danish, have no 

unstable pharmaceutical treatments that continued to change or mental disabilities. There were 

no exclusions based off of pain or physical abilities. There was random assignment of the 

participants to the meditation intervention f=group and a wait list group who temporarily served 

as the control group for 2-2.5 months until they were moved to the meditation group. The 

intervention consisted of eight weekly meetings lasting three hours each located in a 

multidisciplinary pain center in Rigshospitallet, Copenhagen (a Danish state hospital). During 

these meetings, an experienced MBSR instructor led a meditation session and instructed the 

participants to meditate for 45 minutes each day during the eight-week intervention period. 

Participant pain level was measured with the Brief Pain Inventory comprising of visual analog 

scales (VASs) ranging from 1-10 (La Cour, Peterson, 2015). The pain levels were recorded at the 

baseline informational meeting before the first session, after the eight-week intervention and six 

months after the last session. The results were not significant according the P value as they did 

not show a statistically significant decrease from the baseline measure to the measure 6 months 

after the last intervention (p=0.17) at the (p<0.05) level (La Cour, Peterson, 2015).  Although the 
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results were not significant according to the P value, they did support a decrease in the level of 

pain in the intervention group. This study does support that mindfulness meditation decreases 

pain levels. 

A weakness of this study was that there was a large number of dropouts and incomplete 

questionnaires. This is due to a poorly organized study as the control group moves to the 

intervention group and pain ratings were just randomly passed out and handed back to the 

researchers at certain times.  A strength of the study was that it referenced other studies that this 

research study was modeled after. Although there was no statistical significance in pain 

reduction, there was statistical significance in a decrease of pain’s impact on everyday life which 

did align with the results of the mentioned studies (La Cour, Peterson, 2015). 

Dowd et al. (2015) conducted a randomized controlled pilot study with a 6 month follow 

up. The quantitative study examined the effectiveness of a computerized mindfulness-based 

cognitive therapy intervention in comparison with computerized pain management 

psychoeducation for pain management. There were 124 participants, and all needed to have 

reported pain unrelated to cancer for at least 6 months, be above 18 years of age and be able to 

speak English. Participants with symptoms of psychosis were excluded.  The participants were 

randomly assigned to the intervention group, participating in computerized-mindfulness-based 

cognitive therapy (“Mindfulness in Action”) or the control group, participating in pain 

management psychoeducation program. The participants completed their assigned programs and 

data was collected before the start of the programs, immediately after the programs had ended 

and again 6 months after the program had ended. Data was collected on variables such as self-

reported pain, pain acceptance, self-reported mindfulness, satisfaction with life and patient 

reported impression of change.   
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According to the data that Dowd et al. (2015) collected, both online programs showed a 

positive change over time in total pain interference, pain acceptance, and catastrophizing when 

comparing the pre-intervention data to the post intervention data. The positive changes seen in 

the data ranged from moderate to large. Overall, this study shows that the computerized-

mindfulness-based cognitive therapy program and the pain management psychoeducation 

program were both successful. This supports the theory that mindfulness helps manage pain but 

does not confirm that it is better than another program or method of pain management. A 

weakness of this article is that it is not clear which program really is more effective. Another 

weakness is that there are not very many computerized mindfulness programs available right 

now. A strength is that by making the mindfulness program computerized, it makes it easily 

accessible for people experiencing pain. It is a small commitment because it doesn’t require 

transportation to appointment or sessions. This could be a really great idea and easy to do at 

home for people in pain. 

Nassif et al. (2016) piloted a randomized controlled study to examine the effectiveness of 

iRest mindfulness meditation on chronic pain in veterans with moderate traumatic brain injury. 

The program iRest is an integrative restoration yoga nidra and promotes deep relaxation through 

breathing, guided imagery and progressive relaxation techniques while promoting awareness and 

acceptance of challenges. The participants were recruited from the DC VA and had to be 

between ages 20 and 60, history of military deployment to OEF or OIF and a moderate combat-

related traumatic brain injury confirmed by the U.S. Veterans Affairs/Department of Defense 

criteria. Their pain must rate an average of 5 or higher out of 10 during the pain screening. 

Participants could not drink more than 3 ounces of alcohol per day, no illicit substance use in the 

last month, and no prescription medication that could alter pain reports. Each participant had to 
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familiarize themselves with meditation by attending at least four meditation sessions in the six 

months prior to the start of the study.  

The participants were randomly assigned to either eight weeks of iRest (treatment group) 

or eight weeks of standard care as outpatients at the DC VAMC from their primary care 

provider, psychologist and audiologist (control group). The iRest program consists of two one-

hour sessions per week at the DC VAMC. In addition to these sessions, participants were 

encouraged to listen to an audio recording at home to self-administer iRest. Data was collected 

on the varaibles of pain intensity, physical functioning, emotional functioning, and patient rating 

of improvement. The Visual Analog Scale (VAS), Brief Pain Inventory (BPI) and Defense and 

Veterans Pain Rating Scale (DVPRS) were used to evaluate the effectiveness of the intervention, 

The evaluations occurred at the baseline, week four (midpoint), week eight (end point) and then 

four weeks after the intervention had ended. The results showed that iRest created clinically 

significant improvements in pain intensity and pain interference. The veterans who participated 

in iRest, reported a 20% reduction in pain intensity and pain interference. A strength of this study 

was that the mindfulness could be done at home in addition to the in-person sessions, this makes 

participation in the iRest a smaller commitment, therefore more likely to be fulfilled. A weakness 

to this study was that the sample size was small (13 participants) and there was a low statistical 

power. The researchers stated that it was difficult to recruit veterans because of limited 

transportation alternatives, physical mobility, and expendability of income. Overall that issue 

was the frequent visits to the VAMC. An interesting aspect to further study in the future is more 

of the at home iRest sessions and less of the in-person sessions.  
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Conclusion 

 Analysis of the studies in this review has shown that the mind body therapies of guided 

imagery, mindfulness meditation and     have a statistically significant effect on decreasing pain 

level associated with various diagnoses. These studies all focused on the variable of pain but in 

each study, the pain was a symptom of a different diagnosis. The diagnoses investigated were; 

postherpetic neuralgia, migraines, fibromyalgia, total knee replacement, chronic lower back pain, 

and nonspecific chronic pain. The participants were all adults and the countries that the studies 

were conducted in were widely diverse. There were many other statistically significant benefits 

of mind body therapies on participants health such as improvement of emotional well-being, and 

physical functioning, ability to manage emotions, deal with stress and anxiety, ability to enjoy 

pleasant events and manage depression, and emotional tension.  

Further studies regarding mind body therapies will be very helpful in establishing the 

effectiveness of nonpharmacological interventions for pain. Mind body therapies have been 

shown to decrease pain associated with many diagnoses and also positively impact other life 

factors. Mind body therapies are great interventions for nurses to implement through patient 

education or by giving patients access to meditation CDs or online guided voice recordings of 

meditation. It is known that mind body therapies have a positive effect on pain. It is unknown 

what types of pain such as acute pain, chronic pain, visceral pain, somatic pain or neuropathy 

pain respond best to this intervention. It is also unknown the extent at which these therapies help 

decrease levels of pain. It is possible that this can be different for every person.  

Throughout the various studies, some have examined mind body therapies by holding in 

person sessions and some have done an at home recording approach. The at home meditation 

through recordings is to be something important to further investigate. Many people in pain like 
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the simplicity of taking a pill to manage their pain and the thought of committing to group 

sessions in person to participate in mind body therapies to decrease their pain could be too large 

of a commitment for some. The at home mind body therapies through recordings could be a 

solution to the issues of transportation, busy schedules and time commitments that are holding 

patients back from trying mind body therapies as a pain management method.  
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CHAPTER 3 

Best Practice Recommendations: Mind Body Therapies for Pain Management  

The purpose of this thesis was to develop best practice recommendations for the use the 

mind body therapies to manage pain. These recommendations can be used to replace the use of 

opioids or in adjunct with a lower dose of opioids. Table 1 outlines the proposed 

recommendations that have been developed from the evidence-based practice articles. These 

recommendations intend to provide knowledge to patients experiencing pain regarding the use of 

mind body therapies to manage their pain with the goal of moving away from opioid use.  

The literature presented in this thesis has offered information regarding different types of 

mind body therapies, the ways in which these therapies can be delivered and their effects on 

many types of patient pain. In many hospitals when a patient is experiencing pain, medication is 

the first and only intervention performed. If patients and healthcare providers can be educated on 

other modalities to treat pain, there could be a decrease in the use of opioids both at home and in 

the hospital. Between 11% and 40% of the U.S. population report some level of chronic pain. 

Chronic pain is defined as pain that has lasted over three months (American Nurses Association, 

2018). The American Nurses Association clearly states that nonpharmacologic therapy and 

nonopioid pharmacologic therapy are preferred for chronic pain. The review of literature outlines 

many types of mind body therapies, various frequencies and modalities. It is expected that all 

people are different and that each individual can have a therapy and frequency that works best 

for them that may be different than the next individual.   
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Table 1 

 

Best Practice Recommendations for Mind Body Therapies for Pain Management 

 

Recommendation Rationale References Level of 
Evidence 

Mindfulness 
Meditation 
(Ranging from 15 
minutes to three 
hours per day). 

� Mindfulness 
Meditation is a 
cognitive technique 
that can attenuate the 
subjective experience 
of pain. 
 

� Mindfulness meditation 
is a practice that must 
be taught. It is a way to 
manage pain without 
the use of medication. 
It can be learned in 
person through a guide 
or at home through a 
CD or computer 
program. Once this 
technique is mastered, 
patients can practice at 
any time on their own. 

Meize-Grochowski R., Shuster G., 
Boursaw., DuVal M., Murray-
Krezan, C., Schrader, R.,…Prasad 
A. (2015). Mindfulness meditation 
in older adults with postherpetic 
neuralgia: a randomized controlled 
pilot study. Geriatric Nursing, 
36(2), 154-160. 
doi:  http://dx.doi.org/10.1016/j.ger
inurse.2015.02.012 
 
 
Tonelli, M. E., Wachholtz, A. B. 
(2014). Meditation-based 
treatment yielding immediate 
relief for meditation-naïve 
migraines. Pain Management 
Nursing, 15(1), 36-40. doi: 
10.1016/j.pmn.2012.04.002  

 

Banth, S., Ardebil M. D. (2015) 
Effectiveness of mindfulness 
meditation on pain and quality of 
life of patients with chronic low 
back pain. Int J Yoga, 8(2), 128-
133. doi 10.4103/0973-
6131.158476  

 

La Cour P. L., Petersen, M. 
(2015). Effects of mindfulness 
meditation on chronic pain: a 
randomized controlled trial. Pain 
Medicine, 16(4), 641-652. doi 

Level II 
 
 
 
 
 
 
 
 
 
 
 
Level III 
 
 
 
 
 
 
 
 
 
Level II 
 
 
 
 
 
 
 
 
Level II 
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https://doi.org/10.1111/pme.126
05 
 
 
Dowd, H., Hogan, M. J., 
McGuire, B. E., Davis, M. C., 
Sarma, K. M., Fish, R. A., 
Zautra, A. J. (2015). Comparison 
of an online mindfulness-based 
cognitive therapy intervention 
with online pain management 
psychoeducation: A randomized 
controlled study. The Clinical 
Journal of Pain, 31(6), 517-527. 
Doi: 
10.1097/AJP.000000000000020
1. 
 
 
Nassif, T. H., Chapman, J. C., 
Sandbrink, F., Norris, D. O., 
Soltes, K. L., Reinhard, M. J., 
Blackman, M. (2016). 
Mindfulness meditation and 
chronic pain management in Iraq 
and Afghanistan veterans with 
traumatic brain injurt: A pilot 
study. Military Behavioral 
Health, 4(1), 82-89. Doi: 
10.1080/21635781.2015.111977
2 

 
 
 
 
 
Level II 
 
 
 
 
 
 
 
 
 
 
 
 
 
Level II 
 

Guided Imagery 
(Ranging from 15 
minutes to three 
hours per day). 

� The idea of 
guided imagery 
is that it is a 
mechanism to 
redirect thoughts 
of pain to 
thoughts of a 
calming scene or 
relaxing place. 
 

� Guided imagery 
is a practice that 
must be taught. 
It is a way to 
manage pain 

Onivea-Zafra, M. D., García, L. 
H., Gonzalez del Valle, M. G. 
(2015) Effectiveness of guided 
imagery relaxation on levels of 
pain and depression in patients 
diagnosed with fibromyalgia. 
Holistic Nursing Practice, 29(1), 
13-21. doi: DOI: 
10.1097/HNP.000000000000006
2  

 

Lim, Y. C., Yobas, P., Chen, 
H.C. (2014) Efficacy of 

Level II 
 
 
 
 
 
 
 
 
 
 
 
 
Level III 
 



26 
 

without the use 
of medication. It 
can be learned in 
person through a 
guide or at home 
through a CD or 
computer 
program. Once 
this technique is 
mastered, 
patients can 
practice at any 
time on their 
own. 

relaxation intervention on pain, 
self-efficacy, and stress-related 
variables in patients following 
total knee replacement surgery. 
Pain Management Nursing, 
15(4), 888-896. doi: 
http://dx.doi.org/10.1016/j.pmn.
2014.02.001 
 
 
Nassif, T. H., Chapman, J. C., 
Sandbrink, F., Norris, D. O., 
Soltes, K. L., Reinhard, M. J., 
Blackman, M. (2016). 
Mindfulness meditation and 
chronic pain management in Iraq 
and Afghanistan veterans with 
traumatic brain injurt: A pilot 
study. Military Behavioral 
Health, 4(1), 82-89. Doi: 
10.1080/21635781.2015.111977
2 

 
 
 
 
 
 
 
 
 
 
Level II 
 

Breathing 
Exercises 
(Ranging from 15 
minutes to three 
hours per day). 

� Breathing 
exercises are a 
way of slowing 
and focusing on 
one’s breath to 
create a sense of 
calmness and 
distract from 
pain. 
 

� Breathing 
exercised are 
practices that 
must be taught. 
It is a way to 
manage pain 
without the use 
of medication. It 
can be learned in 
person through a 
guide or at home 
through a CD or 
computer 

Lim, Y. C., Yobas, P., Chen, 
H.C. (2014) Efficacy of 
relaxation intervention on pain, 
self-efficacy, and stress-related 
variables in patients following 
total knee replacement surgery. 
Pain Management Nursing, 
15(4), 888-896. doi: 
http://dx.doi.org/10.1016/j.pmn.
2014.02.001 
 
 
Nassif, T. H., Chapman, J. C., 
Sandbrink, F., Norris, D. O., 
Soltes, K. L., Reinhard, M. J., 
Blackman, M. (2016). 
Mindfulness meditation and 
chronic pain management in Iraq 
and Afghanistan veterans with 
traumatic brain injurt: A pilot 
study. Military Behavioral 
Health, 4(1), 82-89. Doi: 
10.1080/21635781.2015.111977

Level III 
 
 
 
 
 
 
 
 
 
 
 
Level II 
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program. Once 
this technique is 
mastered, 
patients can 
practice at any 
time on their 
own. 

2 

 

Relaxation 
Techniques 

� Relaxation 
techniques calm 
the mind, 
reduces stress 
hormones and 
elevates a sense 
of well-being. It 
can greatly 
reduce the 
tension that is 
causing pain. 
 

� Relaxation 
techniques are a 
practice that 
must be taught. 
It is a way to 
manage pain 
without the use 
of medication. It 
can be learned in 
person through a 
guide or at home 
through a CD or 
computer 
program. Once 
this technique is 
mastered, 
patients can 
practice at any 
time on their 
own. 

Onivea-Zafra, M. D., García, L. 
H., Gonzalez del Valle, M. G. 
(2015) Effectiveness of guided 
imagery relaxation on levels of 
pain and depression in patients 
diagnosed with fibromyalgia. 
Holistic Nursing Practice, 29(1), 
13-21. doi: DOI: 
10.1097/HNP.000000000000006
2  

 

Lim, Y. C., Yobas, P., Chen, 
H.C. (2014) Efficacy of 
relaxation intervention on pain, 
self-efficacy, and stress-related 
variables in patients following 
total knee replacement surgery. 
Pain Management Nursing, 
15(4), 888-896. doi: 
http://dx.doi.org/10.1016/j.pmn.
2014.02.001 
 
 
Nassif, T. H., Chapman, J. C., 
Sandbrink, F., Norris, D. O., 
Soltes, K. L., Reinhard, M. J., 
Blackman, M. (2016). 
Mindfulness meditation and 
chronic pain management in Iraq 
and Afghanistan veterans with 
traumatic brain injurt: A pilot 
study. Military Behavioral 
Health, 4(1), 82-89. Doi: 
10.1080/21635781.2015.111977
2 

 

Level II 
 
 
 
 
 
 
 
 
 
 
 
 
Level III 
 
 
 
 
 
 
 
 
 
 
 
Level II 
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In Person Guided 
Session 

� In person guided 
sessions are 
good for 
individuals who 
have a set or 
open schedule 
each day and can 
easily fit in an in 
person guided 
session into their 
schedule.  

� In person guided 
sessions are 
beneficial to 
learning 
techniques 
because it is easy 
to ask questions 
and receive 
feedback from a 
professional.  

Meize-Grochowski R., Shuster G., 
Boursaw., DuVal M., Murray-
Krezan, C., Schrader, R.,…Prasad 
A. (2015). Mindfulness meditation 
in older adults with postherpetic 
neuralgia: a randomized controlled 
pilot study. Geriatric Nursing, 
36(2), 154-160. 
doi:  http://dx.doi.org/10.1016/j.ger
inurse.2015.02.012 
 

 

Tonelli, M. E., Wachholtz, A. B. 
(2014). Meditation-based 
treatment yielding immediate 
relief for meditation-naïve 
migraines. Pain Management 
Nursing, 15(1), 36-40. doi: 
10.1016/j.pmn.2012.04.002  

 

Lim, Y. C., Yobas, P., Chen, 
H.C. (2014) Efficacy of 
relaxation intervention on pain, 
self-efficacy, and stress-related 
variables in patients following 
total knee replacement surgery. 
Pain Management Nursing, 
15(4), 888-896. doi: 
http://dx.doi.org/10.1016/j.pmn.
2014.02.001 
 
 
La Cour P. L., Petersen, M. (2015). 
Effects of mindfulness meditation 
on chronic pain: a randomized 
controlled trial. Pain Medicine, 

Level II 
 
 
 
 
 
 
 
 
 
 
 
 
 
Level III 
 
 
 
 
 
 
 
 
 
 
Level III 
 
 
 
 
 
 
 
 
 
 
 
 
 
Level II 
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16(4), 641-652. doi 
https://doi.org/10.1111/pme.12605 
 

Nassif, T. H., Chapman, J. C., 
Sandbrink, F., Norris, D. O., 
Soltes, K. L., Reinhard, M. J., 
Blackman, M. (2016). 
Mindfulness meditation and 
chronic pain management in Iraq 
and Afghanistan veterans with 
traumatic brain injurt: A pilot 
study. Military Behavioral 
Health, 4(1), 82-89. Doi: 
10.1080/21635781.2015.111977
2 

 

 
 
Level II 
 
 
 

At Home Guided 
Session 

� At home guided 
sessions can be 
done though 
listening to a CD 
or audio tape, 
watching a DVD 
or participating 
in a computer 
program. 

� At home guided 
sessions are 
great for those 
with busy 
schedules or 
schedules that 
constantly 
change and 
cannot commit 
to a specific 
session each day. 

� At home guided 
sessions are also 
great for those 
who do not have 
reliable 
transportation or 
who do not enjoy 

Meize-Grochowski R., Shuster G., 
Boursaw., DuVal M., Murray-
Krezan, C., Schrader, R.,…Prasad 
A. (2015). Mindfulness meditation 
in older adults with postherpetic 
neuralgia: a randomized controlled 
pilot study. Geriatric Nursing, 
36(2), 154-160. 
doi:  http://dx.doi.org/10.1016/j.ger
inurse.2015.02.012 
 
 
Onivea-Zafra, M. D., García, L. 
H., Gonzalez del Valle, M. G. 
(2015) Effectiveness of guided 
imagery relaxation on levels of 
pain and depression in patients 
diagnosed with fibromyalgia. 
Holistic Nursing Practice, 29(1), 
13-21. doi: DOI: 
10.1097/HNP.000000000000006
2  

 
Lim, Y. C., Yobas, P., Chen, 
H.C. (2014) Efficacy of 

Level II 
 
 
 
 
 
 
 
 
 
 
 
Level II 
 
 
 
 
 
 
 
 
 
 
 
Level III 
 
 



30 
 

leaving the 
house often.  

� At home guided 
sessions further 
teach the 
individual to be 
independent with 
their practice.  

relaxation intervention on pain, 
self-efficacy, and stress-related 
variables in patients following 
total knee replacement surgery. 
Pain Management Nursing, 
15(4), 888-896. doi: 
http://dx.doi.org/10.1016/j.pmn.
2014.02.001 
 
Banth, S., Ardebil M. D. (2015) 
Effectiveness of mindfulness 
meditation on pain and quality of 
life of patients with chronic low 
back pain. Int J Yoga, 8(2), 128-
133. doi 10.4103/0973-
6131.158476  

Dowd, H., Hogan, M. J., 
McGuire, B. E., Davis, M. C., 
Sarma, K. M., Fish, R. A., 
Zautra, A. J. (2015). Comparison 
of an online mindfulness-based 
cognitive therapy intervention 
with online pain management 
psychoeducation: A randomized 
controlled study. The Clinical 
Journal of Pain, 31(6), 517-527. 
Doi: 
10.1097/AJP.000000000000020
1. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
Level II 
 
 
 
 
 
 
 
Level II 

Eight Week 
Program 

� Eight-week 
programs have 
proven to be 
successful with 
managing pain 
through mind-
body therapies.  

� The most 
successful 
articles used an 
eight-week time 
frame for the 

Onivea-Zafra, M. D., García, L. 
H., Gonzalez del Valle, M. G. 
(2015) Effectiveness of guided 
imagery relaxation on levels of 
pain and depression in patients 
diagnosed with fibromyalgia. 
Holistic Nursing Practice, 29(1), 
13-21. doi: DOI: 
10.1097/HNP.000000000000006
2  

 

Level II 
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mind body 
intervention.  

� Eight weeks was 
the most 
frequent 
intervention time 
period used in 
the articles. 

Banth, S., Ardebil M. D. (2015) 
Effectiveness of mindfulness 
meditation on pain and quality of 
life of patients with chronic low 
back pain. Int J Yoga, 8(2), 128-
133. doi 10.4103/0973-
6131.158476  

 

La Cour P. L., Petersen, M. 
(2015). Effects of mindfulness 
meditation on chronic pain: a 
randomized controlled trial. Pain 
Medicine, 16(4), 641-652. doi 
https://doi.org/10.1111/pme.126
05 

 

Nassif, T. H., Chapman, J. C., 
Sandbrink, F., Norris, D. O., 
Soltes, K. L., Reinhard, M. J., 
Blackman, M. (2016). 
Mindfulness meditation and 
chronic pain management in Iraq 
and Afghanistan veterans with 
traumatic brain injurt: A pilot 
study. Military Behavioral 
Health, 4(1), 82-89. Doi: 
10.1080/21635781.2015.111977
2 

 

Level II 
 
 
 
 
 
 
 
 
 
 
 
 
Level II 
 
 
 
 
 
 
 
 
 
Level II 
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Summary of Best Practice Recommendations 

The literature that has been reviewed in chapter two has served as the foundation for the 

best practice recommendations in regard to the best practices of mind body therapies for pain 

management. There were four mind body therapies that stood out during the literature review. 

These therapies were mindfulness meditation, guided imagery, breathing exercises and relaxation 

techniques. Although each study had different durations and frequencies of the practice, the 

successful studies ranged from 15 minutes per day up to three hours per day broken up into three, 

one-hour sessions. The mind body therapies of mindfulness meditation, guided imagery and 

breathing exercises are all therapies that must be taught to the participants. After learning how to 

correctly practice these therapies, the participants or future patients will be able to practice mind 

body therapies on their own time to manage their pain when needed. Each person learns 

differently which is why the recommendations include a variety of ways to learn each mind body 

therapy.  

Many of the articles support guided sessions in person. This way of learning requires a 

larger time commitment, as participants must carve out 15 minutes to three hours of their time 

each day to attend an in-person session. This is great for those who like a set schedule every day 

and who have less commitments or do not work during the week. In person sessions are 

extremely helpful because participants are able to ask questions and the guides can observe the 

participants practicing and suggest adjustments. It is often easier for people to immerse 

themselves in the in-person practice because of the energy and focus of those around them can be 

encouraging.  

Many of the articles also supported at home guided sessions using technology. The 

studies highlighted CDS, audio tapes, DVDs and online computer programs. This is a way for 
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those who are extremely busy or who have differing schedules each day. Individuals do not have 

to carve out a specific time each day but rather can fit the practice in their days whenever it is 

most convenient. It also caters to those who have difficulty with transportation whether that is 

due to disability or finances because they do not need to attend sessions anywhere but in their 

own home. Sessions can also be brought along when traveling or done when one can find down 

time in an unexpected location.  

Throughout the literature there is varying recommendations in regard to duration, 

frequency and time frame of the practice. Overall, the range of 15 minutes per day to three hours 

per day is the recommendation. Some studies are every day, and some are only a few times per 

week. The majority of the studies suggest every day for the varying durations of 15 minutes to 

three hours. The criteria of an eight-week program was very recurrent among the studies and that 

is why the recommendation for the time frame is not a range but is a set time period of eight 

weeks. This is important to address in this thesis because individuals who are interested in 

practicing mind body therapies need to know the time commitment that they are committing to. 

As mentioned earlier the range in duration of practice each day can be modified based on the 

individual’s personal needs.  
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CHAPTER 4 

Implementation and Evaluation 

 This chapter will focus on the implementation of these best practice recommendations 

into the clinical setting. The first part in implementing the idea mind body therapies for pain 

management to patients is to educate the nurses first. It is important for the healthcare providers 

in the hospital to be on board with this plan so that it can be effectively taught to patients. The 

initial nurse education of mind body therapies for pain management will be an online provider 

education training module. This online provider education training module will educate the 

providers on the importance of alternative pain management methods and use evidence-based 

studies to prove the successes of mindfulness meditation, guided imagery, breathing exercises 

and relaxation techniques. The module should take up to two hours total and can be broken down 

into smaller time increments. A certificate of completion will be given along with the award of 

continuing education units.  

The first two modules will be background and statistics regarding the opioid epidemic 

and physician prescribed opioids. The next four training modules will be background on each 

mind body therapy covered in this thesis. These training modules will incorporate videos, 

readings, recordings, pre and post tests and a recorded simulation. The recorded simulation will 

be at the end of the full online provider education training module and will provide various 

videos of patient scenarios of a patient in pain. The healthcare providers will then record 

themselves providing education to the simulation patient about mind body therapies to manage 

pain. The online provider education training module will include the most current, evidence-

based information from the literature review in this thesis. This module will best train the 

healthcare providers on how to educate patients about mind body therapies.  
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The healthcare providers that complete the online provider education training module 

will be in charge of educating their patients on mind body therapies and referring the patients to 

programs that they can participate in to learn how to practice mind body therapies. It will not be 

the providers responsibility to teach the patient how to practice mind body therapies. Eventually, 

it will be a goal to have providers that are trained in an aspect of mind body therapies or have an 

instructor present so that patients can learn in the hospital. For now, the first step in 

implementing this idea into hospitals is to educate the providers to educate the patients. The 

providers will be given a brochure to hand out to patients to share with their families, solidify 

their new knowledge and look into contacting programs to start their own personal practice.  

The model of implementation/evaluation that will be used to implement the use of mind 

body therapies for pain management online provider education training module in the hospital 

was taken from the book John Hopkins nursing evidence-based practice: models and guidelines 

(2012) and the framework is derived from the concept of translation. Translation is defined as the 

ability of an idea to be transferred into the practice setting. Translation involves implementation, 

evaluation and communication (Dearholt, Dang, & Sigma Theta Tau International, issuing body, 

2012). This model outlines how to implement and evaluate the use of the online provider 

education training module to promote mind body therapies for pain management in the hospital 

in four steps. This chapter will go into depth on how the resources will be secured, how the 

action plan will be implemented, how the outcomes will be evaluated and how the outcomes will 

be disseminated to the stakeholders. Lastly this chapter will end with a discussion about the 

strengths and limitations of the best practice computer-based education module and recommend 

further ideas for implementing mind body therapies for pain management.  
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Secure Resources 

Secure Support 

 Securing support from the decision makers is the first step in securing resources to 

implement the online provider education training module. The decision makers will be the 

stakeholders, and this will include healthcare providers such as physicians, managers, educators, 

directors of nursing and the staff nurses. Before presentation, all resources should be estimated 

and budgeted and an implementation plan will be formulated. “Allocation of human and material 

resources is dependent on the endorsement of stakeholders such as organizational leaders or 

committees and on collaboration with those individuals or groups affected by the 

recommendations” (Dearholt et al., 2012, p. 154). The book states that preparation for 

presentation to the decision-makers or stakeholders is a key step in building organizational 

support. The presentation should be well planned, comprehensive and the presenters should be 

prepared for detailed questions about how the plan will be implemented (Dearholt et al., 2012). 

There will be multiple presentations of the online provider education training module about mind 

body therapies for pain management. The first presentation will go to the highest stakeholders 

and after approval will be presented to the rest of the stakeholders during times that are 

convenient for them. 

Creating a Plan   

 The planning stage will involve much brainstorming and research. The information that 

the module will include is in this thesis. The platform in which it will be presented is a crucial 

part of the plan that must be done early. The planning stage begins with brainstorming and 

researching available online training modules for healthcare providers (Institute for Healthcare 
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Improvement, 2017). Collaboration of ideas and discussion of which qualifications will take 

priority will be necessary when choosing an online provider education training module platform. 

There are many aspects of the online provider education training module that must be 

taken into consideration when choosing the best one such as duration, price and teaching 

modalities. The duration of time that the modules will take is a characteristic that can make a 

significant difference in the attitudes of those participating. It is ideal that this module will take a 

total of two hours and can be broken up into sections to be completed in different sittings. 

Healthcare providers can work on this two hour program during work when there is downtime, 

they can come in outside of work hours and get compensation for their time or they can do it at 

home on their own time without compensation. It is important to allow the healthcare providers 

to have flexibility when completing the module because it should not feel like a burden or add 

stress to their lives. The hospital will reimburse them for extra time taken to come in and 

complete them to prove that the hospital is truly invested in making a difference in the opioid 

epidemic and pain management methods.  

A benefit to the healthcare providers in completion of the online provider education 

training module is the reward of continuing education credits. In the meeting with the 

stakeholders, the presenters will vouge for credits to be given to those who participate. The 

amount of credits awarded will be decided by the stakeholders and implementation team 

together. That leads to another important criterium which is the cost. Knowing the budget will be 

crucial when selecting a platform and the compensation for the healthcare providers’ time to take 

the modules but also be taken into consideration. The cost of purchasing the online provider 

education training module will be a difficult decision to negotiate and all aspects that the 

program includes will be brought up. Some programs may be more expensive but include pieces 
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that others do not and will have to be purchased later. The plan will include how many healthcare 

providers will be participating in the module and that number could have an impact on which 

platform is selected. 

Nonpharmacological pain management is an integrative nursing technique that is 

constantly evolving. By the time this online module is developed, more studies will have 

published data. It is important that the online module will have the ability to continuously update 

the education information that is presented so that the healthcare providers are taking their time 

to learn only updated evidence-based information. The online provider education training 

module will be very clear with easy to read font. The objective of completing the module will be 

presented during the introduction and smaller objectives will be outlined during each individual 

module so that the participant can clearly understand the purpose of learning the information and 

can clearly see the impact it will have on patients in pain. 

Implement Action Plan 

Communicating 

 Once the plan is formulated and the support from the stakeholders has been obtained, it is 

time to communicate the plan to all members who will be involved. “The implementation plan is 

to be communicated to all team members who are affected by the change or who are caring for a 

patient/population affected by the change. This communication can take the form of an agenda 

item at a staff meeting, an in-service, direct mail, e-mail, a bulletin board, a video and so on.” 

(Dearholt et al., 2012, p 154). The plan will be to involve at the minimum four hospital floors. 

There will be a discussion with each of the four unit managers on how each unit would prefer to 

receive information. The suggested meeting will be during a staff meeting at shift change, a 

representative will give a brief presentation on the online provider education training module. 
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There will be an email sent out at all staff member notifying them of the presentation day and 

time. The presentation will include the time commitment for the online provider education 

training module, the reason behind asking them to complete them and a brief background on 

what the module will educate on in depth. The healthcare providers will be able to ask questions 

and receive handouts that can be given to their patients with more information and resources to 

begin mind body therapy training. 

The Leader  

 “Team members must know who the leader responsible for the change is and where to 

access needed information or supplies” (Dearholt et al., 2012, p 154). The leader on each unit 

will be the unit manager. The unit manager will oversee the healthcare providers completing the 

module and also be in charge of recording the time that the participants have taken to come into 

work outside of normal hours so that they can be compensated. If the unit manager/leader would 

like to, it would be motivating to put a poster up at the nursing station where everyone who has 

completed the module can sign their names for a sense of accomplishment. The unit 

manager/leader can also make announcements about the progress of the percentage of staff 

members on the unit who have completed the module during each change of shift meeting. This 

unit manager/leader can take written or verbal constructive criticism or praise from the staff to be 

reported back to the implementation team.  

Pilot Test 

 The pilot test is a small test of the change so that eventually the big change can be 

implemented. “The first step is a small test of the change, or pilot” (Dearholt et al., 2012, p 154). 

The pilot test for the online provider education training module will involve the four units 

selected. The unit staff will have three weeks to register for the 2 hour long online provider 
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education training module and 12 weeks to complete it at their own pace. During the training, the 

frontline leaders also known as the unit managers will be available for questions and problem 

solving. The frontline leaders can consult the implementation team if there are questions or 

troubleshooting that require extra assistance.  

Before starting the online provider education training module there will be a ten-question 

pre-test. Upon completion of the online provider education training module the participant will 

be given the same ten-question posttest. In addition to the ten-question post-test there will be two 

fill-in-the-blank questions, one will ask for suggestions and constructive criticism and the other 

will ask for an aspect that was enjoyable and that the participant would like to see more of. This 

stage of implementation is crucial for data collection. The unit staff behavior and reception of the 

selected computer-based education module will be observed and assessed along with 

documentation of problems and unexpected observations (Institute for Healthcare Improvement, 

2017).  

Evaluate Outcomes 

Measuring Outcomes 

 The next step in the framework is to measure the outcomes. “Collaborating with the 

organization’s QI staff is helpful during the evaluation process for guidance on the tools and the 

appropriate intervals to measure the change” (Dearholt et al., 2012, p 154). In order to measure 

the outcome, the implementation team will review the pre-test and posttest results and compare 

the percentage of correct questions. The results will be analyzed by the implementation team. 

The implementation team will also read every single one of the fill-in-the-blank questions and 

compile data on the online provider education training module. This data will include what the 

participants would like the see improved and what they would like to see more of. It will be 
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important to compare the total number of staff members to the number of staff members who 

completed the online provider education training module. This comparison will measure how 

effective the communication meeting was in encouraging staff to participate.  

Evaluating Processes 

 Evaluating the impact and progress towards the desired outcome is the next step after the 

change has been implemented (Dearholt et al., 2012). The impact and progress can be evaluated 

through the comparison of the pre-test results and posttest results. The number of correct answers 

in the pre-test and number of correct answers in the posttest have both been measured. The 

amount of correct questions out of ten questions in each test will now be compared in order to 

evaluate the effectiveness of the online provider education training module. The number of staff 

members that participated in comparison to the number of total staff members there is on each 

unit will also be evaluated in order to understand if the communication technique used in the 

presentation was effective. The answers from the fill-in-the-bank questions about constructive 

criticism and praise will also be evaluated and taken into consideration if modifications are 

made. “Measures may include process measures (focus on steps in the system), outcome 

measures (focus on results of system performance) or balancing measures (focus on impact on 

other parts of the system)” (Dearholt et al., 2012, p 155). This evaluating process will focus on 

outcome measures because the process of evaluation is about the results of the system 

performance. The evaluating process looks at how effectively the online provider education 

training module educated the participants on mind body therapies for pain management.  
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Disseminate Outcomes to Stakeholders 

Report 

 After evaluation of the online provider education training module, modifications may or 

may not be made. It is important that the implementation team relays a report of the evaluation to 

the stakeholders. The stakeholders can be an appropriate committee, decision-makers or leaders 

of some sort. “The report should be a succinct in communication, in executive summary format, 

consistent with organizational templates” (Dearholt et al., 2012, p 155). The implementation 

team will spend a large amount of time on this presentation so that it is easily understood by the 

stakeholders, the objectives, goals and results will be very clear. The presentation will 

specifically state what the implementation team hopes to receive from the stakeholders. The 

stakeholders will also be able to see the statistics of how many providers participated in the 

online provider education training module and also see the comparison of pre-test correct 

answers to posttest correct answers. 

Strengths and Limitations of Thesis Project 

 The most prominent strength of this best practice recommendation thesis is the use of a 

comprehensive review of literature. Through analysis of many articles, the review of literature 

was narrowed down to eight credible articles. These eight articles were chosen due to their 

strengths in the areas of type of study design, method of mind body therapy studied, length or 

study, number of participants and credibility of the journal. The successes of these eight studies 

lead to clear recommendations about the practice of mind body therapies to manage pain. This 

information is current, and each recommendation is supported by three to six different articles in 

some way. The online provider education training module intervention will use the data from 

these eight studies to educate healthcare providers on the use of mind body therapies instead of 
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or in addition to medication therapy. The knowledge that the healthcare providers learn from the 

online provider education training module can then be distributed to patients in the form of 

verbal education or brochures and handouts.  

 The primary limitation of this best practice recommendation thesis is that the intervention 

is not directly applied to the target population. The proposed intervention is an online provider 

education training module that is targeted to healthcare providers in a hospital. The idea is then 

for the healthcare providers to educate their patients experiencing pain about what they have 

learned in regard to mind body therapies. Ideally this online training module would be targeted at 

the population of patients in pain. It would be beyond the implementation team’s abilities to 

receive accurate data on the effectiveness of this intervention as patients in pain can be in and out 

of the hospital at uncontrollable and unpredictable times. If the online provider education 

training module is successful with the providers, it is possible in the future to develop a second 

intervention that is targeted at the population of patients in pain.  

Summary 

The purpose of this thesis was to develop best practice recommendations to treat patients 

experiencing pain with mind body therapies instead of or in addition to medication therapy. The 

greater purpose of researching mind body therapies as a pain management technique is to control 

the opioid epidemic and give patients a safer option to control pain in comparison to opioid use. 

The practice of mind body therapies to control pain can be used to eliminate opioids in the pain 

management plan or lower the dose and frequency in the pain management plan. Current 

research shows that there is an issue with opioid prescriptions, opioid abuse, opioid dependence 

and opioid overdoses in the United States. Mind body therapies are a form of integrative nursing 

and integrative nursing is a topic that is becoming more prevalent in nursing education.  
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There was a thorough literature review conducted throughout this thesis that supported 

the implementation of mind body therapies as pain management. The proposed intervention is 

the development of an online provider education training module to be completed by healthcare 

providers in hospitals. By giving the healthcare providers valuable knowledge about treating pain 

with mind body therapies, that knowledge can be distributed to each providers’ patients through 

patient education, handouts and brochures. The online provider education training module can 

keep providers informed on the most current best-practice recommendations surrounding mind 

body therapies as pain management.  

In conclusion, implementation of the online provider education training module can 

change the way that pain is managed by healthcare providers. Healthcare providers will be able 

to change the way that they treat pain by looking at a patient holistically. Patients will have the 

ability to have control of their own pain management instead of depending on opioids. Lastly, 

there can be an improvement in the devastating statistics surrounding the opioid epidemic.  
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