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Abstract

Background and aims: Despite the recognition of pain
as a global health problem and advancements achieved
in what is known about effective pain management, pain
education for undergraduate health care professionals
remains insufficient. This study investigated the content
of pain curricula and the time allocated to pain education
on physiotherapy programs at bachelor’s level at Univer-
sities of Applied Sciences (UASs) in Finland.

Methods: A web-based survey questionnaire was sent
to the directors of the physiotherapy programs at all the
Finnish UASs (n=15) where physiotherapy is taught at
bachelor’s level. The questionnaire consisted of 14 ques-
tions covering basic concepts and the science of pain,
pain assessment, pain management, and the adequacy of
pain curricula. Each UAS completed one questionnaire i.e.
returned one official opinion.

Results: The response rate was 80% (n=12). The mean for
the total number of contact hours of pain education was
74 (standard deviation 34.2). All UASs had integrated pain
education. In addition to this 42% (n=5) of the UASs had
a separate pain course. The UASs offering such a course
over and above the integrated pain education had twice
the amount of pain content education compared to those
UASs that only had integrated pain education (mean 103 h
vs. 53 h, p=0.0043). Most of the education was devoted
to conditions where pain is commonly a feature, manual
therapy, and electrical agents for pain control. The biopsy-
chosocial model of pain, cognitive behavioral methods of
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pain management, physician management, and multidis-
ciplinary management were the least covered topics. Five
UASs (42%) payed attention to the International Associa-
tion for the Study of Pain curriculum outline and only 33%
(n=4) considered their pain education to be sufficient.
Conclusions: Our results indicate that more contact hours
are devoted to pain education on the Finnish UASs’ physi-
otherapy programs at bachelor’s level, than has previ-
ously been reported in faculty surveys. A separate pain
course is one way to ensure a sufficient amount of pain
education. Overall, despite a sufficient time devoted to
pain education, some essential pain contents were inad-
equately covered.

Implications: The study contributes information on how
pain education can be organized on physiotherapy pro-
grams at undergraduate level. Besides a sufficient amount
of pain education, which can be ensured by a separate
pain course, attention should be paid to pain education
content being up-to-date. This could help in estimating
the different proportions of pain content needed in edu-
cational settings. Efforts should also be made at keeping
integrated pain education well-coordinated and pur-
poseful. There is a need for further research estimating
the effectiveness of pain education according to the dif-
ferent ways in which it is organized. There is also a need
to investigate whether more hours allocated to pain edu-
cation results in better understanding and professional
skills.

Keywords: pain education; physiotherapy; undergraduate
curricula; survey.

1 Introduction

In 2010 the International Association for the Study of Pain
(IASP) declared that “there are major deficits in knowl-
edge of health care professionals regarding the mecha-
nisms and management of pain” [1]. In the meantime
pain science research, e.g. on chronic pain, has increased
considerably with significant advances in the under-
standing of its etiology, assessment, and treatment [2-4].
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Information about pain mechanisms and clinical guid-
ance for health care professionals caring for people with
pain is constantly being updated due to large amounts of
published laboratory-based and clinically-based research
[5]. To meet the needs of educators seeking to develop
their pain curricula the IASP has since 1994 published
pain curriculum outlines to support the education of
physiotherapist [5] and of other health care profession-
als at the undergraduate and graduate levels [6]. These
curriculum outlines are built around the domains of the
multidimensional nature of pain, pain assessment and
measurement, the management of pain, and clinical con-
ditions [6]. The curricula outlines were last updated at the
end of 2017 for the IASP 2018 Global Year for Excellence in
Pain Education [6, 7].

In recent years the content of pain curricula and the
time allocated to pain education on various healthcare
undergraduate programs, including physiotherapy, has
been studied at least in Canada [8], the UK [9], and Norway
[10]. These studies show a clear difficulty in ascertaining
the amount of time allocated to mandatory pain content
[8, 10], great differences in how the institutions organize
their pain curricula [9, 10], minimal amount of interpro-
fessional learning, and the fact that the hours of pain
education are woefully inadequate given the prevalence
and burden of pain [9]. Research that specifically evalu-
ates pain curricula on undergraduate physiotherapy
programs has been conducted in North America with an
average of 4 h [11] and in the US with a mean of 31 h [12]
spent on pain education. The majority [11] and, respec-
tively 61% [12] of respondents estimated that pain was
adequately covered. It has been suggested that most
physiotherapy education programs still do not directly
address pain science, but rather teach management of
problems from a biomechanical approach to a specific
body region [13].

The prevalence of employees’ working days lost
due to pain is high in Finland [14]. The incapacity to
work due to chronic pain causes considerable costs to
society; in Finland in 2013 the costs of sick pay and dis-
ability pensions due to back illnesses alone amounted
to 469 million Euros. The related loss in terms of pro-
duction input was manifold [15]. Consequently, it is
important for pain management methods to follow the
best available evidence. However, our knowledge of the
current state of pain education among health care stu-
dents in Finland is limited. We therefore conducted a
study to describe the content of pain curricula and the
time allocated to pain education on physiotherapy pro-
grams at bachelor’s level at the Finnish Universities of
Applied Sciences (UASs).
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2 Methods

2.1 Subjects

The subjects comprised all the UASs in Finland where
physiotherapy is taught at bachelor’s level (n=15). The
bachelor’s degree in physiotherapy, carrying 210 ECTS
(European Credit Transfer and Accumulation System)
consists of 3.5—-4 years of full-time study. A list of the UASs
was obtained from the website of the Finnish Association
of Physiotherapists (FAP) in April 2017.

The first author (JE) informed the directors of the
physiotherapy programs about the study by telephone.
Thereafter an information letter about the survey and a
PDF (Portable Document Format) version of the question-
naire was sent to these directors in October 2017, along
with an electronic link to answer the questionnaire. While
each UAS completed only one questionnaire, thereby
returning an official opinion, we advised the respond-
ents to consult physiotherapy teachers if needed before
answering the questionnaire. The initial electronic link
to the questionnaire had a 3-week deadline. One e-mail
reminder was sent 3 days before the deadline. Finally the
first author (JE) contacted non-respondents by telephone.

2.2 Questionnaire

Our questionnaire was an adapted and modified version
of the questionnaire developed by Hoeger Bement and
Sluka [12]. The original questionnaire has its origins in
methods, topics, and questions of surveys developed by
Mezei et al. [16] and Murinson et al. [17] addressing the
pain curriculum of medical students. Hoeger Bement and
Sluka’s [12] criteria for the development of their survey
was based on consultation with pain experts, comple-
tion of preliminary testing, and incorporation of the IASP
pain curriculum guidelines. Hoeger Bement and Sluka
[12] designed their survey around IASP guidelines and
divided their questions according to general principles of
pain and pain science, assessment of pain, and manage-
ment of pain. Permission to use an adapted version of the
original questionnaire was obtained from the correspond-
ing author of the instrument, Professor Sluka, in May
2017. The questionnaire was piloted at one UAS by two
physiotherapy teachers not involved in bachelor’s level
physiotherapy education.

Our version of the questionnaire consisted of 14 ques-
tions: 12 structured and two semi-structured. The ques-
tionnaire included questions on the basic concepts and
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science of pain, pain assessment, pain management, and
the adequacy of the pain curriculum. With respect to these
topics four main changes were made to our version of the
questionnaire compared to the original one. The first
change was that when considering the amount of pain
education according to its organization, the combination
of integrated pain education and a pain course was taken
into account. A “Pain course” (pain mechanisms/manage-
ment course) referred to an independent compulsory pain
course during which the focus was on pain and its mech-
anisms and management. “Integrated pain education”
(integrated pain mechanisms/management education)
referred to pain mechanisms/management education that
was integrated into the traditional courses on the curricu-
lum, such as anatomy, musculoskeletal physiotherapy or
manual therapy. Secondly, minor changes were made to a
few sub-questions eliciting the number of contact hours
according to pain education content. When a UAS reported
over 10 contact hours of some specific pain education
content the time was estimated to being 11 h, and this
estimate was used in the statistical calculations. Thirdly,
two regional questions specific to the US were adapted
to match conditions in Finland. Fourthly, two new semi-
structured questions were introduced. These questions
concerned teaching methods and the average numbers of
students in teaching classes, and challenges and sugges-
tions for improvement to the faculty’s pain curriculum.

2.3 Ethical approval

This study was granted ethical approval by The Research
Ethics Board of Abo Akademi University, Vaasa, Finland,
in August 2017. Research permission was received from the
UASs in October 2017.

2.4 Data analysis

The statistical analysis was done with Statistical Package
for the Social Sciences 24.0 (Norusis/SPSS, Inc., Chicago
IL, USA). Descriptive statistics were used to determine
the proportion of hours dedicated to pain education,
the number of teaching hours dedicated to various pain-
related content areas, as well as to determine the structure
and content of pain education. Comparisons in terms of
contact hours between the UASs having a pain course and
integrated pain education vs. the UASs only having inte-
grated pain education were performed with ¢-test. Results
are given as differences in means and their 95% confi-
dence Intervals (CI). p<0.05 (two-tailed) was accepted as
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a statistically significant threshold. The two semi-struc-
tured questions were analyzed inductively using thematic
analysis.

3 Results

The response rate was 80% (n=12). The first author
(JE) contacted three UASs to clarify some contradic-
tory answers to two of the questions: a pain course and
integrated pain education. Thirty-three percent (n=4) of
the questionnaires were answered in consensus by two
persons, 25% by one person (n=3), 25% by three persons,
and 17% (n=2) by five persons. The respondents varied
from physiotherapy teachers to physiotherapy program
directors.

3.1 Amount of pain education

All the UASs had integrated pain education, mainly in the
second and third years of study. In addition to the inte-
grated pain education 42% (n=5) of the UASs reported
having a pain course. The average number of contact hours
on such a course was 50 (min-max 40-60) and the course
was held in the second year of studies. Two UASs reported
intending to add a separate pain course in the academic
year 2018-2019. The mean for the total number of contact
hours of pain education was 74 [min-max 21-130, stand-
ard deviation (SD) 34.2]. The UASs that had a pain course
over and above the integrated pain education had twice
the amount of pain education compared those UASs that
only had integrated pain education (mean 103 h, SD 23.9
vs. mean 53 h, SD 22.8; p=0.0043), see Fig. 1.

3.2 Content of pain education

According to the contact hours allocated to the various
categories of pain education most of the time was spent
on pain interventions and management, followed by
pain science, and least hours was spent on pain assess-
ment (Table 1). Within these categories most of the time
was spent on the following topics: conditions where pain
is commonly a feature, manual therapy, and electrical
agents for pain control. The biopsychosocial model of
pain, cognitive behavioral methods of pain management,
physician management, and multidisciplinary (inter-
disciplinary) management were the least covered topics
(Table 1).
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Contact hours spent on pain education
(n=12)
74 h (min-max 21-130, SD 34.2)

[
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The UASs that had a pain course and integrated pain
education (n=5)
103 h (min-max 65—130, SD 23.9)

The UASs that only had integrated pain
education (n=7)
53 h (min-max 21-96, SD 22.8)

Fig.1: Mean numbers of contact hours spent on pain education.

Table 1: Average contact hours allocated to pain categories (pain science, pain assessment and pain intervention and management).

Content Mean Min-max
Pain science (SD 12.6) 26 8-48
The science of underlying pain and analgesia 5.6 2-11
Differences between acute and chronic pain 4.8 1-11
The multidimensional nature of the pain experience 4.7 1-11
The biopsychosocial model of pain 2.8 0-6
Conditions where pain is commonly a feature 8.1 1-11
Pain assessment (SD 3.5) 6.1 1-11
Pain intervention and management (SD 21.3) 41.7 9-71
Education and self-management strategies 5.3 1-11
Cognitive behavioral methods of pain management 2.7 0-11
Exercise therapy for pain control 6.5 2-11
Manual therapy for pain control (massage and mobilization) 8.8 1-11
Electrical agents for pain control (TENS and IFC) 8.7 2-11
Thermal agents for pain control 4.6 1-10
Physician management 2.8 0-11
Multidisciplinary (interdisciplinary) management 2.4 0-6

SD=standard deviation; TENS =transcutaneous electrical nerve stimulation; IFC=interferential current.

3.3 Amount and content of pain education
according to its organization

The five UASs that reported having a pain course in com-
bination with integrated pain education allocated more
contact hours to almost all types of content compared to
the seven UASs that only had integrated pain education
(Table 2). The difference in the numbers of contact hours
was especially high for the science of underlying pain and
analgesia, differences between acute and chronic pain,
the multidimensional nature of the pain experience, con-
ditions where pain is commonly a feature, education and
self-management strategies for the pain patient, exercise
therapy for pain control, and physician management of
the pain patient (Table 2).

3.4 Specific content of pain education

Concerning the anatomy and physiology of pain all
the UASs addressed the gate control theory of pain,

pain pathways, nociceptive pain, peripheral neuro-
genic and neuropathic pain, and central sensitization.
Neurotransmitters and receptors specific to pain was
covered in 11 (92%) UASs and central inhibition in 10
(83%) UASs. When it comes to pain assessment all the
UASs addressed subjective pain intensity (the numeri-
cal rating scale or visual analog scales [18]), disease-
specific questionnaires (the Oswestry disability index
[19] or the fibromyalgia impact questionnaire [20]), and
functional measures (the 6-min walk test [21] or the
functional reach test [22]). Psychosocial questionnaires
(e.g. fear avoidance [23]) were covered in 11 (92%) UASs,
assessment across the life span (pediatrics to geriat-
rics) in nine (75%) UASs, whereas pain-specific ques-
tionnaires (the Brief Pain Inventory [24] or the Orebro
Musculoskeletal Pain Questionnaire, the OMPSQ [25]) in
eight (67%) UASs.

Ten (83%) UASs stated that their pain teaching
was evidence-based using best up-to-date informa-
tion. Five (42%) UASs applied the report “National
Action Plan for Treatment of Chronic Pain and Cancer
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Table 2: Numbers of contact hours spent on different pain content in accordance with the organization of the pain education.

Content of pain education Pain course and integrated  Integrated pain Difference
pain education (n=5) education (n=7) (95% CI)
mean (SD) mean (SD)
Pain science
The science of underlying pain and analgesia 8.8(2.2) 3.3(1.3) 5.5(3.3-7.7)?
Differences between acute and chronic pain 8.4(3.2) 2.3(1.0) 6.1(3.3-8.9)*
The multidimensional nature of the pain experience 7.0(3.1) 3.0(1.3) 4.0 (1.1-6.9)°
The biopsychosocial model of pain 3.6 (1.8) 2.3(2.4) 1.3(-1.5-4.1)
Conditions where pain is commonly a feature 10.6 (0.9) 6.3(3.9) 4.3 (0.3-8.3)°
Pain assessement 8.2(2.7) 4.6 (3.3) 3.6 (-0.4-7.6)
Pain intervention and management
Education and self-management strategies for the pain patient 8.4 (3.7) 3.1(3.6) 5.3 (0.6-10.0)*
Cognitive behavioral methods of pain management 2.2(1.8) 3.0(4.1) -0.8(-3.6-5.2)
Exercise therapy for pain control 9.4(3.6) 4.4 (3.3) 5.0 (0.5-9.5)®
Manual therapy (massage, mobilization) for pain control 11 (0.0) 7.1(4.8) 3.9(-1.0-8.8)
Electrical agents for pain control (TENS, IFC) 10.4(1.3) 7.4 (3.2) 3.9 (-0.4-6.4)
Thermal agents for pain control 6.6 (2.6) 3.1(2.2) 3.5(0.4-6.6)*
Physician management of the pain patient 5.4(5.1) 0.9 (1.6) 4.5 (-0.0-9.0)
Multidisciplinary (interdisciplinary) management of the pain patient 3.2(2.2) 1.9(1.6) 1.3(-1.1-3.7)

SD=standard deviation; Cl=confidence interval; TENS =transcutaneous electrical nerve stimulation; IFC=interferential current. 3p <0.05.

Pain for 2017-2020” published by the Ministry of Social
Affairs and Health in Finland [15] and five (42%) UASs
applied the TASP Curriculum Outline on Pain for Physi-
cal Therapy [26, 27]. Only one UAS applied both the
national report and the IASP’s pain curriculum, whereas
three UASs reported not paying attention to either one.
Of the respondents, three UASs (25%) had a teacher who
was a member of the Finnish Association for the Study
of Pain and in one UAS (8%) a teacher had completed
the Finnish pain education “Pain education for physi-
otherapists” (15 ECTS) organized by the Finnish Associ-
ation of Physiotherapists. Other pain related education
that the UASs teachers had completed were neuro-
dynamic courses, “explain pain” courses, multidisci-
plinary pain education, international pain courses, and
some had written doctoral theses on pain. Even though
the majority of the UASs used a variety of resources for
pain education, the most commonly used literature
was a Finnish book about pain entitled “Kipu” (n=11,
92%) and Butler’s and Moseley’s “Explain Pain” books
(n=10, 83%). As teaching methods the majority of UASs
reported using a combination of lecture, patient case
studies, problem-based learning, and e-learning. Other
teaching methods were blended learning, flipped class-
room, group work, and independent study. The number
of students in the UASs’ teaching classes varied from 20
to 50, with a mean of 31 students.

Only four UASs (33%) believed that their students
received an adequate amount of pain education. The

remaining eight UASs considered their pain education
to be insufficient concerning: amount of education, not
fitting the curriculum, not linked well enough through-
out the different courses, different approaches to pain
management, the psychological dimension of pain, the
diversity of pain, and students understanding of what
pain is.

3.5 Challenges and suggestions for
improvement of pain education

Challenges in providing pain education reported by
the UASs included reduction or lack of resources, the
limits of ECTS credits, insufficiency of contact hours,
inflexibility of the curriculum, fragmentary pain edu-
cation, maintaining coherence throughout integrated
pain education, further education of teachers, and
being up-to-date on pain as a subject. Suggestions
for improvements in pain education included making
pain education a conscious theme throughout the cur-
riculum, reflecting on the meaning of pain in all the
different sectors of physiotherapy and expanding the
multiprofessional nature of pain as a theme to other
sectors of social and health care. One UAS proposed
the establishment of national guidelines/recommen-
dations for pain education to be based on the vision
of the European Network of Physiotherapy in Higher
Education (ENPHE).
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4 Discussion

4.1 Main findings

Our study reports a higher mean value for time spent
on pain education on the Finnish UASs’ physiotherapy
programs at bachelor’s level than has previously been
reported elsewhere. All the UASs had integrated pain
education and in addition, close to half of them offered
a separate pain course resulting in twice the amount of
pain content education compared to those UASs that
only had integrated pain education. Most time in the
UAS’s education was spent on conditions where pain
is commonly a feature, manual therapy, and electri-
cal agents for pain control. By contrast the biopsycho-
social model of pain, cognitive behavioral methods of
pain management, physician management, and multi-
disciplinary management were the least covered topics.
Close to half of the UASs payed attention to the IASP
Curriculum Outline on Pain for Physical Therapy and
only one third of the UASs considered their pain educa-
tion to be sufficient.

4.2 Amount of pain education and
its organization

In physiotherapy faculty surveys average time spent
on pain education vary between a modal of 4 h and a
median of 45 h [8-12], compared to the mean of 74 h in
our study. The number of Finnish UASs having a separate
pain course was also higher than previously reported in
North America [11] and in the US [12]. This may indicate
an awareness of the importance of pain as an educational
topic. However, it may be difficult to accurately estimate
the amount of pain education integrated across the curri-
culum [8-12, 28]. To the best of our knowledge the only
suggestion on the quantity of undergraduate pain educa-
tion is Poyhid and Kalso’s [29] estimate of a minimum of
74 h for the TASP medical curriculum. Even though the
UASs mean value covers this amount, there is still wide
variation in numbers of contact hours between the differ-
ent UASs. This concurs with earlier research [8-10, 12]. It
is not currently known whether more education results
in better understanding and professional skills [30]. The
clearly positive outcomes of a specific additional pain
education session/course for physiotherapy students
have though been increasingly reported [31-34]. The IASP
Curriculum Outline on Pain for Physical Therapy [26]
states that the specific pain content can be integrated
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into programs, but the recommendation is that “the cur-
riculum should be taught as a discrete unit, with content
and competencies horizontally and vertically aligned to
other units of study”. Our study confirms that an inde-
pendent pain course over and above integrated pain
education enables a considerable increase in the amount
of pain education. In meantime the importance of well-
coordinated and purposeful integrated pain education
is acknowledged, and this has also previously been
described as a factor of successful pain education [28].

4.3 The content of pain education

The fewest contact hours were devoted to the biopsycho-
social model of pain, cognitive behavioral methods of
pain management, physician management, and multi-
disciplinary (interdisciplinary) management. No earlier
pain curriculum surveys [8-12] have estimated contact
hours for the biopsychosocial model of pain. As for cogni-
tive behavioral methods Scudds et al. [11] concluded that
33% of the respondents thought that cognitive behavioral
approaches were adequately covered. Concerning multi-
disciplinary management Hoeger Bement and Sluka [12]
reported a mean of 2.3 h, which equals the mean in our
study (2.4 h). Watt-Watson et al. [8] and Leegaard et al.
[10] reported clearly higher numbers, an average of 11 h
and a median of 10 h. As for the biopsychosocial model
of pain, cognitive behavioral methods of pain manage-
ment, and multidisciplinary pain management these are
all concepts which take into account the fact that pain
is a multidimensional phenomenon. Seen as multidimen-
sional, pain is clearly also an emergent phenomenon [35,
36] rather than a linear phenomenon. In the scientific
literature there is evidence of students having difficul-
ties in understanding the unpredictable and unexpected
patterns of an emergent phenomenon (e.g. diffusion
or natural selection), in contrast to patterns of linear
or sequential phenomena [35, 37]. In addition, biopsy-
chosocial model, cognitive behavioral methods, and
multidisciplinary management are considered essential
approaches to the current care of the chronic pain patient
[38-41]. When combining this information with the IASP
pain curricula, in which the biopsychosocial model has
high priority [26, 27] there is a clear discrepancy in the
content of the UASs’ pain education. It is noteworthy that
two thirds of the UASs considered their pain education
to be insufficient concerning different approaches to pain
management, the psychological dimension of pain, and
the diversity of pain. These challenges are recognized in
earlier research [28].
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4.4 The IASP pain curriculum

The IASP Curriculum Outline on Pain for Physical Therapy
[26] is an internationally recognized recommendation for
undergraduate physiotherapy pain curricula that is updated
on a regular basis. In 2017 the IASP reoriented the curricula
towards competency-based education [13, 26, 42]. Research
evidence of the successful implementation of the IASP pain
curriculum is increasing, with significant changes dem-
onstrated in physiotherapy students’ knowledge, beliefs
and clinical competencies regarding pain [31, 43-46]. The
longest experience is that of Canada, where a 20-h IASP-
based interfaculty pain curriculum has been implemented
since 2002 [43, 44, 46]. The Canadian experiences have
led to the development of The Pain Interprofessional Cur-
riculum Design (PICD) Model [46]. In our study, 42% of the
UASs applied the IASP curriculum. These findings can be
compared to those of Briggs et al. [9] according to whom
the IASP curricula had been fully implemented by one (1/9)
physiotherapy program (40 h content) and Hoeger Bement
and Sluka [12], who concluded that 46% of the respondents
were aware of the IASP curricula. Hush et al. who recently
implemented the IASP curriculum in Australia state that it
provides a comprehensive framework to expand and rede-
sign education programs [45]. As a consequence, it seems
reasonable to suggest that when developing and up-dating
the content of a faculty’s pain curriculum the aim should be
the full implementation of the IASP pain curriculum.

4.5 Challenges of the pain curriculum

In our study only one third of the UASs believed that their
students received an adequate amount of pain education.
Challenges reported were reduction or lack of resources, the
limitations of ECTS credits, insufficiency of contact hours,
inflexibility of the curriculum, further education of teach-
ers, and being up-to-date on the pain subject. These chal-
lenges are similar to those described in earlier research [13,
28]. Additional barriers that may inhibit change are the lack
of pain competency standards in the licensing of health
care professionals and minimal interprofessional learning
[47]. Watt-Watson et al. conclude that influencing profes-
sional bodies to include entry-to-practice pain competen-
cies may ultimately have the greatest impact on education
and practice [48]. Integrating pain content into an already
full curriculum is recognized as demanding but necessary,
and resources are needed to facilitate the process [46]. Initi-
ating a shift in beliefs and practice behaviors in any area is
challenging and can only be sustained when supported by
parallel changes in systems and policy [49].
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4.6 Limitations

This study has limitations. Firstly, when the UASs were
asked about the amount of pain education as a separate
question 11 UASs (92%) reported an amount of pain edu-
cation in some form; a pain course and/or integrated pain
education. The contradictory answers that were clarified
through contacting three UASs concerned these questions.
Only seven UASs (58%) recognized all proposed forms of
pain education. However, all UASs could answer the same
question when it was put in the context of content of edu-
cation (respondents had to choose between numbers of
hours given). Secondly, even though our study evaluated
time spent on multidisciplinary (interdisciplinary) man-
agement, it did not include a specific question concern-
ing interprofessional education (IPE). Interprofessional
pain education, for which the IASP has also established a
curriculum [50], is one way of organizing pain education
that has received increasing recognition [42, 46, 51]. The
World Health Organization (WHO) emphasizes that IPE
is “a necessary step in preparing a collaborative practice-
ready health workforce that is better prepared to respond
to local health needs” [52].

5 Conclusions

Our results indicate that more contact hours are devoted
to pain education on the Finnish UASs’ physiotherapy
programs at bachelor’s level, than has previously been
reported in faculty surveys. A separate pain course is
one way to ensure a sufficient amount of pain education.
Overall, despite a sufficient time devoted to pain educa-
tion, some essential pain contents were inadequately
covered.

6 Implications

The study contributes information on how pain education
can be organized on physiotherapy programs at under-
graduate level. Besides a sufficient amount of pain edu-
cation, which can be ensured by a separate pain course,
attention should be paid to pain education content being
up-to-date. This could help in estimating the different
proportions of pain content needed in educational set-
tings. Efforts should also be made at keeping integrated
pain education well-coordinated and purposeful. There is
a need for further research estimating the effectiveness of
pain education according to the different ways in which it
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is organized. There is also a need to investigate whether
more hours allocated to pain education results in better
understanding and professional skills.
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