
ISSN: 2766-9599

Review Open Access

1

Group Pain Management Programmes: A Review of
Component Analysis and Long-Term Outcome

Durability
Birgit Zellhofer1*, Padraig Quilligan-Moss2, Sonja Kuiper-Dolstra3

1Department of Pain Medicine, Semmering Institute of Pain Management, Graz, Austria
2Department of Clinical Psychology, Shannon Institute of Pain Rehabilitation, Limerick, Ireland

3Department of Rehabilitation Medicine, Veluwe Institute of Pain Management, Arnhem, Netherlands

*Correspondence to: Birgit Zellhofer, Department of Pain Medicine, Semmering Institute of Pain Management, Graz,
Austria
E-mail: b.zellhofer@sipm.at

Received: 14 February 2025; Accepted: 12 August 2025; Published: 22 December 2025

Copyright: © 2025 Zellhofer B, et al. This is an open-access article distributed under the terms of the Creative Commons
Attribution License, which permits unrestricted use, distribution, and reproduction in any medium, provided the original author and
source are credited.

Abstract

Group interdisciplinary pain management programmes combining cognitive-behavioural, graded
activity, and acceptance-based components are widely recommended for persistent non-cancer pain, yet
questions remain about which components carry the treatment effect and how well gains are sustained
once formal supervision ends. This review synthesises the component-analysis and long-term follow-up
literature for group pain management programmes, examining reported contributions of behavioural,
exposure-based, and acceptance-based components to overall outcome, the trajectory of benefit from
immediate post-treatment through 24 months, and completion and dropout patterns that shape which
patients the reported outcomes actually represent.
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Introduction
Group interdisciplinary pain management programmes,
typically combining cognitive-behavioural therapy, graded
activity or exposure-based exercise, and increasingly
acceptance-based components delivered to cohorts of patients
over several weeks, are widely recommended as a core
treatment approach for persistent non-cancer pain that has not
responded to single-modality care [4,5,6]. Early meta-analytic
work established that multidisciplinary bio-psycho-social
programmes produce meaningful improvements in pain,
function, and return to work relative to single-discipline
treatment or usual care, findings subsequently replicated
across multiple systematic reviews spanning several decades
of accumulating trial evidence [1,4,8].

What remains considerably less settled is which specific
components of these typically multi-component programmes
actually carry the treatment effect, and how well the gains
achieved during formal group supervision are sustained once
that supervision ends. Programmes combine behavioural,
cognitive, exposure-based, and increasingly acceptance-based
elements in varying proportions, and dismantling which
combination, dose, or sequence of these components drives
outcome has proven far more difficult to establish than
demonstrating that the overall package works better than no
treatment [7,12].

This review synthesises the component-analysis and
long-term follow-up literature for group pain management
programmes, examining reported contributions of behavioural,
exposure-based, and acceptance-based components to overall
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outcome, the trajectory of benefit from immediate
post-treatment through 24 months, and completion and
dropout patterns that shape which patients the reported
outcomes actually represent.

Material and Methods
This is a narrative review rather than a systematic review
conducted against a pre-registered protocol. Sources were
identified through targeted searches of MEDLINE, Embase,
and PsycINFO, combined with forward and backward citation
tracking from the foundational multidisciplinary pain
programme meta-analyses, the component-specific
psychological treatment literature, and the long-term follow-up
and dropout literature. All percentages and effect estimates
reported here are taken directly from the cited sources; none
has been independently pooled, recalculated, or extrapolated.
Figure 1 sets out the screening logic used to identify the
roughly 30 sources informing this synthesis; because this is a
narrative rather than a completed systematic search, the counts
shown are illustrative rather than a fully reproducible PRISMA
accounting.

Figure 1: Screening logic used to identify the group pain management
programme literature informing this synthesis (illustrative counts; not a
completed systematic search).

Results

Component-level contribution varies, with
behavioural and exposure-based elements
carrying the largest reported share
Where studies have attempted to isolate component-level
contribution, cognitive-behavioural and graded activity or
exposure-based components are consistently reported as
carrying the larger share of overall programme effect, while
education-only components delivered without an
accompanying behavioural or exposure element show the
smallest independent contribution [1,10,12]. Meta-analytic
work on psychological therapies for chronic pain has found
behaviourally oriented cognitive-behavioural therapy protocols
outperforming purely educational or informational control
conditions across pain, disability, and mood outcomes,
consistent with an active behavioural mechanism rather than
information provision alone driving benefit [2,3]. Figure 2 sets
out reported component-level contribution to overall group
pain programme outcome.

Figure 2: Reported component-level contribution to overall group pain
management programme outcome, drawn from the cited
component-analysis literature (illustrative synthesis, not a pooled
quantitative decomposition) [1,10,12,17].

Acceptance and commitment-based components have
accumulated a distinct and growing evidence base of their
own: systematic review and meta-analytic work on
acceptance-based interventions for chronic pain has found
comparable effect sizes to established cognitive-behavioural
protocols on measures of pain interference and psychological
flexibility, and head-to-head trial evidence comparing
mindfulness-based stress reduction against
cognitive-behavioural therapy found broadly similar outcomes
on back pain and functional limitation at both short- and
longer-term follow-up, suggesting these represent
complementary rather than competing mechanisms of benefit
[15,18,19,20].
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Benefit is best maintained in the months
immediately following treatment and erodes
progressively thereafter
Long-term follow-up studies of group pain management
programmes consistently report a pattern of progressive,
gradual erosion in the proportion of patients retaining
clinically meaningful benefit as follow-up duration lengthens,
rather than either complete durability or complete loss of effect
[9,22,26]. A systematic review and meta-analysis of
longitudinal outcome evaluations for interdisciplinary
multimodal pain treatment found statistically significant
improvements maintained at extended follow-up on average,
but with meaningful individual-level variability and some
measurable regression toward baseline on several outcome
domains between the immediate post-treatment assessment
and later follow-up points [26]. Figure 3 sets out reported
durability of clinically meaningful benefit over follow-up.

Figure 3: Reported durability of clinically meaningful benefit following
group pain management programme completion, from immediate
post-treatment through 24 months, drawn from the cited long-term
follow-up literature (illustrative synthesis) [9,22,23,26].

A randomised controlled trial of self-management training
in an elderly population with chronic pain found durable
improvement on several outcome measures maintained across
extended follow-up, though with attenuation relative to the
immediate post-treatment effect size, reinforcing that some,
though rarely all, of the immediate treatment effect persists
over the longer term [22]. Adherence to skills practised during
the programme after formal supervision ends has itself been
identified as a specific predictor of whether gains are
sustained, with work examining post-treatment adherence
finding meaningfully better long-term outcomes among
patients who continued to apply programme-taught strategies
independently [29].

Completion and dropout patterns shape
which patients the reported outcomes
actually represent
Reported completion and dropout patterns matter directly for
interpreting programme outcome data, since outcome figures
typically describe those who completed the programme as
intended rather than the full enrolled cohort. A systematic
review of predictors of dropout from interdisciplinary chronic
pain management programmes identified higher baseline pain
catastrophising, greater psychological distress, and lower
perceived programme relevance as consistent predictors of
early discontinuation, meaning the patients most likely to drop
out may also be those facing the greatest underlying difficulty,
a pattern with direct implications for how representative
completer-only outcome figures actually are [27]. Figure 4 sets
out reported completion and dropout patterns in group pain
management programmes.

Figure 4: Reported completion and dropout pattern among participants
enrolled in group pain management programmes, drawn from the cited
attrition literature (illustrative synthesis) [27,28].

Activity-related behavioural differences identified between
chronic pain patients at baseline, including differing avoidance
and pacing patterns, further complicate group-level component
analysis, since patients entering the same programme
component may respond differently according to their baseline
behavioural profile rather than the component's average
reported effect applying uniformly across all enrolled patients
[28]. Dose-response work examining whether programme
intensity or overall content volume drives outcome found
content and component selection, rather than total programme
dose alone, more consistently associated with outcome across
the reviewed trials, reinforcing that simply extending
programme length without attention to which components are
delivered is unlikely to improve durability on its own [30].
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Psychological mechanisms and measurement
considerations underpin the component and
dose findings
Interpreting the component-contribution and dose-content
findings above requires attention to how the underlying
psychological constructs are conceptualised and measured. A
meta-analysis specifically examining cognitive-behavioural
interventions for chronic low back pain found effects
concentrated on pain-related disability and mood outcomes
rather than pain intensity itself, a distinction with direct
relevance to how component-level contribution is judged
depending on which outcome domain a given study
emphasises [13]. Broader accounts of what psychology
contributes to chronic pain treatment argue that behaviour
change, coping self-efficacy, and cognitive reappraisal, rather
than any single named component, are the mechanisms
ultimately responsible for the outcomes attributed to specific
programme elements, a framing consistent with the
complementary rather than competing component picture this
review has described [14].

Measurement of acceptance-based constructs has itself
matured alongside the acceptance-based treatment literature,
with systematic review of chronic pain acceptance
questionnaires finding psychometrically sound instruments
now available to track this specific mechanism across
treatment and follow-up, supporting more precise future
component-analysis work than earlier studies relying on global
pain or function measures alone could achieve [21]. Reviews
of psychological treatment for chronic pain more broadly, and
of psychological approaches specifically positioned as
complementary to pharmacological and interventional care,
both reinforce that no single component or mechanism fully
explains programme benefit, supporting continued
multi-component programme design over attempts to isolate
and deliver a single dominant element in isolation [24,25].

Discussion
Three conclusions follow from this synthesis. First,
cognitive-behavioural and exposure-based or graded activity
components consistently carry the larger reported share of
overall group pain programme effect, while acceptance-based
components have accumulated a distinct, comparably sized,
and complementary evidence base of their own [1,15,18].
Second, benefit is best maintained in the months immediately
following programme completion and erodes progressively,
though rarely completely, over subsequent follow-up, with
post-treatment adherence to programme-taught strategies
specifically associated with better long-term maintenance
[22,26,29]. Third, completion and dropout patterns are
non-random and correlate with baseline psychological distress
and catastrophising, meaning completer-only outcome data
likely overstates the benefit an unselected, fully enrolled
cohort would experience [27].

The practical implication is not that group pain
management programmes should be redesigned around a
single dominant component, since the evidence instead
supports genuinely complementary contributions from
behavioural, exposure-based, and acceptance-based elements,
but that programme design and follow-up planning should
explicitly build in strategies for sustaining post-programme
adherence and should track outcomes for those who
discontinue early, not only for programme completers.

Study limitations
This is a narrative review, not a systematic review conducted
against a pre-registered protocol, and the screening counts in
Figure 1 are illustrative rather than a fully reproducible
database accounting. The component-contribution and
durability figures synthesised in Figures 2 and 3 are drawn
from heterogeneous studies with different programme
structures, patient populations, outcome measures, and
follow-up durations, and are presented as an illustrative
synthesis rather than pooled quantitative estimates.
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Recommendations for future research
Three gaps stand out as priorities. First, factorial or
dismantling trial designs that randomise patients to specific
component combinations, rather than comparing whole
programmes against usual care, would provide more direct
evidence on which components are necessary versus additive
[7,12]. Second, longer and more consistently timed follow-up
assessments, extending well beyond the 12-month point at
which many current studies stop, would clarify how far the
reported erosion in benefit continues and whether it eventually
plateaus [9,22,26]. Third, outcome reporting that explicitly
includes non-completers using intention-to-treat principles,
rather than completer-only analyses, would give a more
representative picture of expected benefit for the full range of
patients who enrol [27,28].

Implications for programme design beyond
the component question itself
Beyond the component-analysis and durability questions this
review has focused on, several practical programme-design
implications follow from the wider literature.
Cost-effectiveness analyses of comprehensive pain
programmes have generally found favourable comparisons
against continued single-modality or surgical care for
well-selected chronic pain populations, supporting continued
investment in interdisciplinary group formats on economic as
well as clinical grounds [9]. Contextual and process-based
accounts of why cognitive-behavioural and acceptance-based
approaches work, rather than simply whether they work, have
also matured considerably, with process-focused reviews
identifying psychological flexibility and self-efficacy as
candidate mechanisms linking specific components to the
outcomes this review has synthesised [11,16].

Conclusion
Group interdisciplinary pain management programmes
produce meaningful improvements in pain, function, and
psychological outcome for patients with persistent non-cancer
pain, with cognitive-behavioural and exposure-based
components carrying the larger reported share of effect and
acceptance-based components contributing a distinct,
complementary benefit. Gains are typically best maintained in
the months immediately following treatment and erode
progressively thereafter, and completion patterns are
non-random in ways that likely inflate completer-only
outcome figures relative to what a fully enrolled, unselected
cohort would experience.

Implications for Sports Medicine Practice
For clinicians referring athletes and active patients with
persistent pain to group interdisciplinary programmes, three
practical points follow from this evidence. First, programmes
combining behavioural, exposure-based, and acceptance-based
components are better supported than single-component or
education-only alternatives [1,15,18]. Second, build explicit
post-programme maintenance planning into referral and
follow-up, since post-treatment adherence to
programme-taught strategies is itself associated with better
long-term outcome [22,29]. Third, anticipate that patients with
high baseline catastrophising or psychological distress face
elevated dropout risk and may benefit from additional
engagement support before and during the programme [27].
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