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A B S T R A C T

Background: Chronic pain represents a global health challenge demanding a transition from traditional 
biomedical to patient-centered biopsychosocial models. This masterclass explores active coping strategies for 
effective chronic pain management within healthcare systems. It describes the Unit of Active Coping Strategies 
for Chronic Pain (UAAD – Unidad de Afrontamiento Activo para el Dolor) in Primary Care in Valladolid, Spain, as a 
successful example of implementing a biopsychosocial care model for treating chronic pain.
Objective: To provide tools that allow the application of active coping strategies in the treatment of patients with 
chronic pain and how to implement the UAAD units in other healthcare systems.
Methods: This masterclass describes the UAAD’s innovative approach, starting with its comprehensive and 
personalized methodology. This includes a referral system, a thorough assessment encompassing biological, 
psychological, and social factors, and a functional categorization system. These elements guide personalized 
treatment plans delivered through group and individual programs grounded in therapeutic exercise and pain 
science education. Four key pillars are highlighted: clinical care, teaching, resource management, research and 
dissemination.
Conclusion: Embracing this model empowers healthcare providers to address the growing burden of chronic pain. 
It also enables patients to take an active role in their recovery and self-management.

Introduction

More than 20 % of the world’s population suffers from chronic pain, 
which is the leading cause of disability worldwide and the most common 
cause of consultations in primary care.1,2 Annual direct and indirect 
costs can reach up to 240 billion euros in Europe and, approximately, 
635 billion dollars in the United States.3 Low and middle-income 
countries are not the exception as they are also following similar 
trends in prevalence and monetary costs.4,5

In Spain, the prevalence of chronic pain is also increasing with time. 
Almost three decades ago, 11 % of the population suffered from chronic 
pain6 while in 2022 the National Observatory of Chronic Pain estimated 
a prevalence of 25.9 % of the population. Although pain is recognized by 
the United Nations Charter of Human Rights, many patients with 
chronic pain are not satisfied with the treatment they receive.7 These 
data portray a global problem in which pain is the protagonist in the 
lives of countless people.

All these facts lead to the question: why is the prevalence of chronic 
pain increasing despite the availability of more healthcare resources? 
The lack of education and training in pain management among health-
care professionals,8 and the lack of specific services with good inter-
disciplinary practices may be major factors.9 Nevertheless, the main 
problem is that chronic pain is still approached from a biomedical 
perspective, in which pain is understood as a consequence of propor-
tional pathoanatomical tissue damage or because of underlying serious 
diseases.10 In addition, this approach promotes medical interventions 
like injections or surgeries, as well as an overuse of drugs and other 
passive treatments.11 Patients are frequently diagnosed through imaging 
techniques alone12 and information about their condition has become 
iatrogenic and a possible source of nocebo.13 Following the trend in 
developed countries, extensive use of costly, ineffective, and potentially 
harmful procedures and interventions has also been reported in low- and 
middle-income countries, which contributes to significant financial cost 
and social burden.5
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In recent years, new models of healthcare have emerged, such as the 
biopsychosocial model and the enactive model of pain.14 These models 
urge us to view pain as a complex and subjective experience that arises 
from bidirectional interactions between biological, social, and psycho-
logical factors. These models align with the updated definitions of the 
International Association for the Study of Pain (IASP) that defines 
chronic pain as a multidimensional and multifactorial subjective expe-
rience and should be treated accordingly.15

Clinical practice guidelines on pain management advise that it is 
necessary to perform value-based medicine with science based and cost- 
effective treatments, with low or no-side effects.16 Evidence also points 
out the importance of improving quality of life, setting functional goals 
and treatments, and not only focusing on short term pain reduction.17 As 
recommended by IASP, a multidisciplinary team and an interdisci-
plinary practice (between physical therapists, occupational therapists, 
physicians, nurses, and psychotherapists) is necessary to achieve these 
goals.15 The aim is to provide holistic quality care, based on the hu-
manization of care, and at the same time to contribute to the sustain-
ability of the healthcare system.

A paradigm shift in the treatment of chronic pain is needed. To 
address this need in the public healthcare system, in 2018, a Unit of 
Active Coping Strategies for Chronic Pain (UAAD – Unidad de Afronta-
miento Activo para el Dolor) was created in Valladolid, Spain. The UAAD 
was created and is led by physical therapists. It is the first Pain Unit in 
primary care in Spain. This Unit promotes a paradigm shift in pain 
treatment; from a paternalistic model to a patient-based model; from a 
biomedical model to a biopsychosocial model; from passive interven-
tional techniques to active coping strategies. Hopefully, this active 
coping approach may lead to an unprecedented improvement in the 
quality of life of patients by focusing the therapeutic approach on 
functionality, and not only on pain intensity.

In this masterclass we intend to provide tools that allow the appli-
cation of active coping strategies in the treatment of patients with 
chronic pain and how this type of Unit could be implemented in other 
healthcare systems.

How to apply active coping strategies in patients with chronic 
pain

UAAD clinical goal is to provide effective treatment to patients with 
chronic pain following a person-centered biopsychosocial model of 
healthcare. Clinical practice guidelines18–22 state that treatments have 
to adopt active coping strategies and should be patient-centered.23 For 
this, it is necessary to create a patient referral system, to have homo-
geneous assessment protocols, and to build group and individual treat-
ment programs, which address the specific needs of patients with 

complex pain. Patients referred to the UAAD frequently present with the 
following diagnoses: primary chronic pain (non-specific low back pain, 
neck pain, etc.), fibromyalgia, Long-COVID, complex regional pain 
syndrome, phantom limb pain, headaches and/or migraines, chronic 
pelvic pain, radiculopathies, and long-standing neuropathic pain 
syndromes.

Referral system

Physicians, nurses, and physical therapists are in charge of detecting 
which potential patients can benefit from active coping programs based 
on a list of inclusion and exclusion criteria. Patients are then referred to 
the UAAD by these professionals. Referrals are mainly from the primary 
care centers, but also from hospital care services. Table 1 provides the 
inclusion and exclusion criteria for the UAAD.

Patient assessment

Assessing patients with chronic pain is always a challenge for most 
healthcare professionals. The assessment is a fundamental step to 
generate a therapeutic alliance with the patient, to understand their 
symptoms, and to evaluate their quality of life and level of functionality. 
The assessment is structured according to clinical reasoning principles 
and is a process that continues into the treatment period. The assessment 
is divided into anamnesis, functional physical examination, neurological 
examination, and the use of patient-reported outcome measures. 

• Anamnesis: It is important to establish a physical therapist-patient 
relationship based on trust during the initial interview. Active 
listening25 and patient-centered communication are true catalysts in 
improving the therapeutic alliance and encourage the active 
involvement of the patient.26,27 It is recommended to use open-ended 
questions and allow time for the patients to express themselves and 
reflect on what their pain means to them according to the principles 
of motivational interviewing.28 How their functional deficits affect 
their most significant activities of daily living (ADLs), what specific 
beliefs they have about their problem, the diagnostic labels they 
were previously provided, and their level of motivation and expec-
tations of recovery with treatment should be assessed.29 These 
qualitative data are important because several patients may have 
similar psychological characteristics (e.g., catastrophic thoughts), 
but their beliefs may be different (one may believe that flexing the 
back is dangerous, and another that extending the back is 
dangerous), and this will impact treatment (type of movement 
exposure provided).30 Basic socio-demographic data should also be 
collected (rule-out possible red flags and determine the social 

Table 1 
Inclusion and exclusion criteria for the UAAD.

Inclusion criteria
• Chronic musculoskeletal primary pain lasting >6 months
• People over 18 years of age
• Availability to attend treatment
Exclusion criteria
• Oncologic pain
• Fractures in the past year
• Spine surgery in the past year
• Moderate or high cognitive impairment based on the Minimental State Examination24

• Symptoms of neuropathic pain for <6 months
• Pregnancy
• Bladder or bowel incontinence
• Saddle anesthesia
• Cervical whiplash in the past 6 months
• Pain secondary to rheumatic, autoimmune, or inflammatory severe illness (i.e., rheumatoid arthritis or ankylosing spondylitis)
• Black flags (i.e., secondary rewards related to financial compensations)
• Currently receiving other treatments that are not aligned with active coping strategies or are not science based
• Using a pacemaker or other electrical stimulation devices
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context). In addition, it is important to ask about possible pathologies 
and comorbidities that may influence the treatment, as well as 
maladaptive habits and behaviors (e.g., alcohol abuse, sleep quality 
and habits, tobacco consumption, and nutritional habits). Finally, a 
detailed record of each patient’s medication intake should be made. 
If signs of possible medication abuse are detected during the anam-
nesis, a more in-depth assessment of possible addiction is performed.

• Functional physical and neurological examination: At this stage, 
anthropometric data of the patients are recorded. Along with the 
physical examination, symptoms are assessed with symptom provo-
cation tests and a movement analysis is performed. If somatosensory 
disturbances are revealed during the anamnesis, a somatosensory 
examination is necessary to identify signs of hyperalgesia, allodynia, 
hypoesthesia, dysesthesia, etc. The Quantitative Sensory Testing test 
battery can be used; however, if this specialized and often expensive 
equipment is not available, the Clinical Sensory Testing offers a more 
practical and accessible alternative.31 This information along with 
the anamnesis helps to establish hypotheses about the possible 
mechanisms underlying the patient’s pain (nociceptive, neuropathic, 
nociplastic, or mixed).32

• Patient-reported outcome measures (PROMs): PROMs can be easily 
administered to assess symptoms and other important bio-
psychosocial variables that may impact the quality of life and func-
tionality of the patients. This information should be interpreted 
along with the physical examination and anamnesis findings.

At the end of the assessment, short-, medium- and long-term func-
tional goals should be established together with the patient.26 These 
goals should be agreed upon by both parties, making it clear that the 
most important thing is to focus efforts on improving quality of life 
through functionality, avoiding focusing on short-term symptom 
improvement as the ultimate goal.

New paradigm based on functionality

Patients need to dissociate recovery and treatment expectations from 
biomedical diagnostic labels. Many labels come with historical mis-
conceptions, some are based on changing criteria33 and combine pa-
tients with slightly different clinical presentations under the same 
umbrella term, preventing clinicians from individualizing treatment. 
This creates a stigma on patients who are treated the same way, just 
based on their diagnosis.

In addition, biomedical labels imply for patients and clinicians that 
the main therapeutic target usually is pain. It is known that pain can 
fluctuate a lot in the initial stages of treatment, especially in patients 
with probable nociplastic pain mechanisms. That is why focusing solely 
on pain improvement is unrealistic in the short-term.34 Some efforts 
have underlined the importance of individualizing chronic pain treat-
ments based on particular findings during the assessment.35 Categoriz-
ing patients by creating phenotypes based on valuable biopsychosocial 
prognosis variables instead of conventional diagnosis labels has been 
recently suggested.36

In line with the above, a new approach based on functional catego-
rization is intended in the UAAD. It is named “functional categorization” 

because patients’ functionality is presented as the main treatment target 
instead of pain, as suggested by the literature.34 The International 
Classification of Functioning, Disability and Health conceptualizes a 
person’s level of functioning as a dynamic interaction between the pa-
tient’s health conditions, environmental factors, and personal factors. 
Hence, functionality cannot be understood in a unidimensional way 
because it is influenced by many biopsychosocial variables. Function-
ality depends not only on physical variables and capabilities, but also on 
emotional variables, cognitive and behavioral variables, and social 
variables. It is important to understand that all dimensions of variables 
on which functionality depends on, are related and interact with each 
other. According to that, from now on we will treat functionality as the 

person’s capacity to operate in a specific context in a meaningful and 
adaptive way. The ultimate goal is to classify patients based on func-
tionality and refine their management with different treatment pro-
grams adjusted not only on their symptoms and prior diagnostic labels 
but also on their functional needs.

In the UAAD, functionality and quality of life is globally assessed 
using the health survey SF-3637 to measure general clinical improve-
ment. Nevertheless, to address the need of individualizing treatment as 
much as possible, patients are categorized based on their level of 
impairment in the following four domains of variables that influence 
functionality. 

• Domain of physical variables: Levels of somatosensory sensitivity or 
disorders, characteristics and possible mechanisms of pain, and other 
symptoms such as fatigue should be taken into account. This 
approach enhances our understanding of potential underlying pain 
mechanisms,38 and plays an important role in referring patients to 
individual treatments. Physical abilities (strength, range of motion, 
balance, etc.) assessed during the physical examination and move-
ment analysis are also considered in this domain. Visual Analogue 
Scale,39 Widespread pain index (bodychart),40 Quantitative Sensory 
Testing,41 Borg Perceived Exertion Scale,42 Grip Strength Dyna-
mometry,43 Sit to stand test,44 and Flamingo test45 may also be used.

• Domain of cognitive-behavioral variables: Qualitative data from the 
initial interview, where the patient refers to specific beliefs and ex-
pectations, should be considered. Additionally, harmful behaviors 
and habits, particularly sleep habits and sleep quality, are also 
evaluated. This information may be supplemented with data ob-
tained from the following questionnaires: Montreal Cognitive 
Assessment (MoCa),46 Pain catastrophizing scale (PCS),47 General 
Self-efficacy Scale (GSE).48

• Domain of emotional variables: Information is also gathered from the 
initial interview on the patient’s fears in specific contexts, situations, 
or body movements. Their motivational stage is also assessed 
following the transtheoretical model.49 Additional questionnaires 
such as the State Trait Anxiety Inventory (STAI),50 Beck depression 
inventory (BDI-II),51 Fear Avoidance Questionnaire (FAB)52 and 
Tampa Scale Kinesiophobia (TSK-13)53 may generate additional 
useful information.

• Domain of social variables: This domain is assessed through socio-
demographic and contextual data obtained from the interview 
(specific data on their relationship with work, and their closest social 
circles, etc.). Information on this domain can be complemented with 
specific questionnaires such as the Social Avoidance and Distress 
Scale (SADS).54

Next, patients will be categorized according to the domains affected 
and the severity of the impairment (high, moderate, or low). Schemat-
ically, the level of impairment has been illustrated consistent with the 
colors of a traffic light (Fig. 1). High levels of impairment are considered 
a “red traffic light”, moderate impairment an “amber traffic light”, and 
low impairment a “green traffic light”. This level of impairment is 
established according to the clinicians’ criteria. This means that there 
are no clear thresholds, specific scores, nor mathematical algorithms 
applied to select a specific level of severity for a particular domain of 
variables. Instead, clinical expertise is key to put all the information 
gathered during the interview, physical exploration, and questionnaire 
scoring together. Hence, categorization of patients and treatment pro-
gram selection is made in a more flexible and intuitive way.55

In the following section we will develop this theoretical framework 
in a practical manner and show the type of patients and the treatment 
programs that are designed for them.
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Characteristics of active coping treatments for patients with chronic pain

General characteristics of the main interventions
A complex problem such as chronic pain cannot be solved by a simple 

technique and/or passive treatment. The development of multicompo-
nent programs adapted to the specific needs of each patient is necessary. 
Treatments may not be effective even if they follow the recommenda-
tions of clinical practice guidelines when based on "one size fits all".55 

After functional categorization, patients will be referred to group or 
individual treatments. The main objective is to improve functionality 
and quality of life of patients with chronic pain, so that pain ceases to be 
the protagonist in their lives. More specific objectives are as follows: 

- To provide the necessary tools for patients to recover their healthy 
lifestyle based on the principles of the primary care.56

- To demystify certain taboos about chronic pain.
- To help patients understand the mechanisms that perpetuate the 

painful experience.
- To enhance patients’ self-efficacy with emphasis on their role as the 

active part of the treatment.
- To improve possible somatosensory alterations.
- To reduce and/or eliminate kinesiophobia, fear-avoidance behav-

iors, and catastrophizing.

For referral to the individual treatment, physical, cognitive, 
emotional, and/or social impairments are taken into account. When two 
or more domains are severely affected, the patient is referred for indi-
vidual treatment. Furthermore, specific factors such as severe somato-
sensory disturbances (e.g. allodynia), breakthrough neuropathic pain, 
social phobia, significant decline in executive functionality, pre- 
contemplative motivational stages, and severe impairment in activities 
of daily living are signs and symptoms to prioritize individual treatment. 
Finally, the consensual decision made between the healthcare provider 
and the patient to participate individually or in a group will also be 
considered. Once the patient improves these variables with individual 

treatment, group treatment can be introduced. Within the individual 
treatments, specific therapies such as physical exercise, neuro- 
orthopedic manual therapy, somatosensory reeducation, graded motor 
imagery, virtual reality, and psychotherapy are used.

Group programs are not only a cost-effective strategy by addressing 
multiple patients at once, but also promote greater adherence to treat-
ment in each participant. This approach allows patients to feel heard by 
interacting with equals, which facilitates mutual empathy and promotes 
a sense of support among the group members. It is well known that 
spontaneous social interactions with others and participation in social 
roles can generate and maintain a generalized sense of trust in others. In 
addition, this interaction promotes feelings of well-being, alleviating the 
harmful effects of stress, promoting social connectedness, and reducing 
sensitivity to pain.57

We have three types of group programs, which have similar objec-
tives and therapies based on active coping strategies and functional 
goals. The programs vary in their frequency and type of sessions. 
Furthermore, for patients with severe emotional disorders, for example 
for those who experience severe mental trauma in the past, adding 
psychotherapy interventions delivered by a psychologist and/or psy-
chiatrist should be considered. Some patients also require specific in-
terventions and guidance for the correct use of drugs, for example, for 
opioid withdrawal in case of addiction.

Group programs are mainly based on Therapeutic Exercises and Pain 
Science Education. These therapies are the first line of treatment ac-
cording to current clinical practice guidelines.18–22 The combination of 
these therapies has been shown to be more effective in the treatment of 
patients with chronic pain than when used in isolation.58,59 There are a 
number of other multidisciplinary therapeutic approaches such as psy-
chotherapy, nutrition, relaxation techniques, mindfulness, sleep quality 
behavioural techniques, somatosensory retraining, graded motor imag-
ery, etc., that can be offered based on patient needs.

Pain science education (PSE)
Pain Science Education is an educational intervention that tries to 

Fig. 1. Active coping treatments in the UAAD and patient functional categorization. PSE: Pain Science Education; TE: Therapeutic Exercise; UAAD: Unit of Active 
Coping Strategies for Chronic Pain.

F. Montero-Cuadrado et al.                                                                                                                                                                                                                   Brazilian Journal of Physical Therapy 29 (2025) 101176 

4 



reconceptualize maladaptive pain related beliefs to promote a behav-
ioural change in patients with chronic pain. Previously known as Pain 
Neuroscience Education, the term has been recently updated to PSE 
following the consensus of the Pain Education Team to Advance 
Learning (PETAL). This new concept implies a bidirectional communi-
cation strategy avoiding magister classes, while enabling and empow-
ering people toward behavioral change.60,61 PSE within a multimodal 
group program also promotes an increase in the cognitive-behavioral, 
emotional, and social abilities of the patients (increased ability to 
concentrate, working memory, short and long-term memory, mood, 
etc.).62,63 All UAAD group programs begin with PSE that is provided by a 
healthcare professional. It does not consist only of unidirectionally 
informing the patient. The aim is to provide information, pain man-
agement tools, and coping strategies that help modify patients’ beliefs 
and attitudes towards pain, motivating them to adopt a more active and 
engaged role rather than a passive one. The sessions explain in depth 
how thoughts, beliefs, and emotions modify the painful experience and 
how the misinformation received can modify the pain processing 
mechanisms. PSE is conceived as a constant learning process, which 
implies daily work for patients in its own contexts using self-managing 
tools and information carefully provided. PSE seeks to generate 
learning and cognitive belief updating. Therefore, the degree of belief 
reconceptualization within these patients, as well as the knowledge they 
acquire during the sessions, must be constantly evaluated.64

Therapeutic exercise
Therapeutic exercise has been shown to be helpful in reducing 

symptoms and improving disability in different patients with chronic 
pain compared to no treatment or passive therapies.65,66

In the past, it was thought that physical exercise exerts its effects on 
pain and disability only through improvements in physical capacities 
(strength, muscular endurance, power, etc.). However, physical exercise 
can also cause changes in other dimensions, such as, the improvement of 
emotional state, cognitions and behaviors (reduction in catastrophizing, 
fear of pain, avoidance behaviors, and improvement in self-efficacy, 
etc.). Furthermore, at the neurophysiological level, exercise promotes 
hypoalgesia, increasing the efficiency of pain inhibition pathways and 
brain functional and structural adaptations.67,68

It is essential that patients move and engage in physical activity, not 
only for pain improvement, but also because of the physical decondi-
tioning and comorbidities they often present. Multiple factors must be 
taken into account when prescribing exercises to patients with chronic 
pain compared to patients with acute pain or healthy individuals. Not all 

patients are ready for movement, and even in some cases, physical ex-
ercise can exacerbate symptoms. Although there are general recom-
mendations69 for people with chronic pain (in terms of frequency, 
intensity, duration, and type of exercise), motivational and contextual 
variables should also be considered when implementing an exercise 
program. Fig. 2 illustrates a representative example of an exercise ses-
sion conducted with patients with chronic pain.

Many patients with chronic pain may present an exacerbation of pain 
during or after exercise. Psychosocial aspects such as catastrophizing 
and fear-avoidance seem to influence the occurrence of exercise-induced 
hyperalgesia, which does not manifest in the same way as it does in 
healthy individuals. Instead, the opposite effect, exercise-induced 
analgesia, may occur.70 Therefore, these psychosocial aspects need to 
be addressed during the PSE prior to the beginning of the exercises. 
Patients need to understand this possible pain exacerbation as a normal 
physiological process and not perceive it as harmful. For this reason, 
physical therapists who prescribe and lead exercise sessions must have a 
thorough understanding of pain neurophysiology. They also need to be 
aware of potential symptom exacerbations and know how to manage 
patients if these occur.71 Exercise progression should not only be based 
on a gradual increase of loads or intensity of the exercise according to 
the patient’s physical capacities, but also on the cognitive-behavioral, 
emotional, and social dimensions of the patient. For example, gradual 
exposure to movement should be prescribed when the patient presents 
catastrophizing, kinesiophobia, and avoidant attitudes. Strategies such 
as gamification, double tasks, distraction techniques, and playful com-
ponents in the sessions can help reducing fear and hypervigilance, as 
well as encourage social interaction.72 A key concept is that priority 
should be given to getting the patients to move, and not only “how” they 
move. Excessive correction on exercise technique can lead to increased 
hypervigilance and, therefore, increase the symptoms.

Description of group programs
The following is a description of the treatment programs at UAAD 

and which type of patient attends each one (Fig. 1). 

1. Galan program: It is designed to treat patients with low to moderate 
level of physical, social, emotional, and cognitive-behavioral 
impairment. The duration of the program is 12 weeks. In the first 
five weeks, there are 5 PSE sessions (1 session/week), each lasting 
120 mins. From the 6th to the 12th week, 18 multicomponent ex-
ercise sessions (3 sessions/week) are performed. The exercise ses-
sions last between 60 and 70 mins. These programs include 

Fig. 2. Structure of a therapeutic exercise session, consisting of a warm-up phase, the workout, and a cool down phase.
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therapeutic exercise with dual tasks, gamification, as well as relax-
ation and mindfulness. At the end of the program there is a final 2- 
hour refresher PSE session (Fig. 3). 

An example of a patient functional profile for this program: pa-
tients with no perceived fatigue in their ADLs. The level of physical 
impairment is low to moderate (decrease in strength and aerobic 
capacity). The pain mechanisms have a mixed predominance, the 
pain is not disabling, and mild somatosensory alterations are present. 
With regards to cognitive-behavioral variables, there is no severe 
memory loss or deficit of cognitive abilities, but there is a tendency to 
have catastrophic beliefs. Emotional variables are low to moderately 
affected (moderate kinesiophobia, anxiety and mild depression, and 
there are presence of fear and avoidance behaviours for certain ac-
tivities or contexts). The social context is usually favorable, which 
means the patient has a good network of family and friends. This 
patient profile is usually in the “action” phase of the transtheoretical 
model.49

2. Palma program: It is focused on patients with a moderate to high 
level of physical impairment, and low to moderate level of impair-
ment in the other domains. The duration of the program is 14 weeks. 
In the first six weeks, there are 6 PSE sessions (1 session/week) 
lasting 90 mins per session. From the 7th to the 14th week, 22 
multicomponent exercise sessions are performed (2 sessions/week 
for weeks 7th and 8th, and 3 sessions/week from the 9th to the 14th 
week). The exercise sessions last between 60 and 70 mins. This 
program uses the same treatment techniques as the Galan Program in 
addition to motor imagery and psychoeducation techniques. At the 
end of the program, there is a final 2-hour review session of PSE 
(Fig. 3). 

An example of a patient functional profile for this program: pa-
tients with moderate to high level of impairment of their physical 
capacities, with strength and aerobic capacity being severely 
affected. They show a predominant nociplastic and widespread pain 
pattern and also have maladaptive perceptual fatigue. The patient 
may have somatosensory impairment such as dysaesthesia or hypo-
aesthesia (but not allodynia), as well as low to moderate impairment 
in the cognitive behavioral variables: cognitive and concentration 
deficits, memory loss, and executive function impairment. The pa-
tient also presents low to moderate levels of catastrophism, bad sleep 

quality, and moderate self-efficacy. Low to moderate emotional 
disorders are present: despite having high kinesiophobia, depression 
and/or anxiety are mostly moderate, not severe. In terms of social 
variables, the patient has a lack of support networks, as well as a 
tendency to isolate themselves, but there is no social phobia. Patients 
in this program are in a contemplative and preparation for action 
phases of the transtheoretical model.49

3. Montero program: It is focused on patients with low to moderate 
social impairment and moderate to high impairment in the other 
domains. The duration of the program is 16 weeks. In the first six 
weeks, 9 PSE sessions are performed (1 session/week during the first 
3 weeks of treatment and 2 sessions/week from the 3rd to the 6th 
week), lasting 70 mins each session. From the 7th to the 16th week of 
treatment, 26 multicomponent exercise sessions are carried out (2 
sessions/week of somatosensory, proprioceptive, and motor imagery 
work are performed from the 7th to the 10th week, and active 
treatment is introduced at a rate of 3 sessions/week from the 11th to 
16th week, lasting 1 hour each session). In addition to the same 
treatment techniques as the Palma program, this program also in-
cludes social interaction, cognitive stimulation, and sleep re- 
education techniques. At the end of the program, there is a final 2- 
hour PSE review session (Fig.3).

An example of a patient functional profile for this program: a great 
maladaptive perceptual fatigue stands out with direct impact on ADLs. 
The patient presents a high level of limitation in their physical capac-
ities, which means a deficit in strength and aerobic capacity, with a 
predominantly nociplastic widespread pain pattern. The patient usually 
presents somatosensory disturbances such as generalized dysaesthesia 
or hypoaesthesia (but not allodynia) and proprioceptive disturbances. 
Comorbidities are present: functional digestive disorders like irritable 
bowel syndrome, sleep disturbances, migraines, etc. Cognitive- 
behavioral variables are moderate to highly affected (mental fog, poor 
sleep hygiene, short-term memory loss, significant concentration deficit) 
with high levels of catastrophizing (rumination, magnification, and 
defenselessness). The patient also shows low levels of self-efficacy. At 
the emotional level, the patient is moderately to highly affected with 
characteristics of moderate depression, moderate anxiety, and moderate 
to high kinesiophobia. Social variables are also affected, reducing social 

Fig. 3. An illustrative example of the organization of the 3 programs. The days of the week chosen are merely an example and can be adjusted as needed; each center 
should choose the organization that suits them best. The PSE sessions are marked in green. The Therapeutic Exercise sessions are marked in blue. *At the end of each 
program, there is a final 2-hour PSE review session.
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relations drastically, but social phobia is not present. Patients are pre-
dominantly in a contemplative phase of change.49

Once treatment is completed, if there are clinically significant im-
provements in quality of life, and always with therapist-patient 
consensus, patients may be discharged from the UAAD or continue 
with their process of change through continued care as an "Active Pa-
tient" (concept explained below in section 2.2). In cases where there is 
no significant improvement, a comprehensive reassessment is per-
formed, and individual treatment may be offered to the patient. As a last 
option, the patient is referred to other healthcare services based on their 
needs. Fig. 4 provides a flow diagram of the procedures for the UAAD.

After the patients complete the programs, a 6-month and 12-month 
follow-up is systematically performed, as some patients may experi-
ence relapses in their recovery process.73 When a patient relapses, it is 
crucial to perform a detailed re-evaluation to understand what is 
happening: if it is a mild relapse, we can adjust the treatment individ-
ually; if it is more severe, the patient may be referred to our Relapse 
Program, a shorter version of the Galan Program. When the clinical 
presentation is too complex to be managed solely by the UAAD, we will 
collaborate with other services or specialists for comprehensive care.

How to implement the unit in the healthcare system

Implementing an active coping unit in a healthcare system is not 
easy. It requires motivation and effort, and the complete legitimation of 
the service may take years. It involves a radical change in how resources 
are managed to improve patient care, and it does not depend only on 
how to treat patients with chronic pain. Next, we will explain the 
characteristics that the Unit must have according to four basic pillars.

First pillar: Clinical care

Patients demand healthcare settings where they can be empathically 
listened to and informed about their condition and accessible treat-
ments.74 In this sense, the management of primary musculoskeletal 
chronic pain should be prioritized from the first level of care (primary 
care), and in coordination with the second level of care (specialized 
care).

To ensure proper care, there is a need for a progressive integration of 
resources across disciplinary lines, such as the interdisciplinary or the 
transdisciplinary model. Unlike the multidisciplinary model, the inter-
disciplinary model (according to the IASP) is defined as 2 or more 

Fig. 4. Flow diagram of referral of patients with chronic pain to the UAAD: Unit of Active Coping Strategies for Chronic Pain; PC: Primary Care.
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healthcare professionals working jointly across disciplinary boundaries 
while espousing shared treatment philosophies, usually held in the same 
facility. The transdisciplinary model goes a step further and takes into 
account the payers, aligning all stakeholders vectors: from healthcare 
professionals, patients with chronic pain, research institutions, politi-
cians, and also funding partners or payers. Both integrated pain care 
models provide a clinically effective and economically sustainable 
intervention for chronic pain.75 In addition, the professionals 
comprising the teams should be trained and experienced in chronic pain 
management. The core values of the interdisciplinary team should be the 
following: collaborative attitude, high-quality communication skills, 
humanization of care, compassionate and empathic attitude, cultural 
inclusiveness, teamwork, and the reduction of disparity in care.

Second pillar: Teaching

Healthcare professionals must be trained prior to the implementation 
of programs, and this training should be continuous over time. It is 
advisable to make an effort to create specific accredited training pro-
grams for healthcare professionals in active coping strategies to manage 
chronic pain. In this way, the Unit can also become a reference center, 
with teaching and training for healthcare professionals. To properly care 
for a complex patient, not only theoretical training is needed, but also 
practical training. Therefore, as a complement to the theoretical 
training, the Unit can provide practical internships for undergraduate or 
postgraduate students from different healthcare professions. Active 
healthcare professionals from other regions who wish to implement 
these models can also complete these internships.

Third pillar: Resource management

It will be necessary to analyze the situation of each service or area. To 
create these services, it is essential to communicate with resources 
management institutions under the local or national government. It is 
important to demonstrate to healthcare managers and policy makers the 
need for these initiatives. To this end, to accompany the proposals with 
supporting data and information is highly recommended: whether the 
most up-to-date evidence-based clinical practice guidelines are fol-
lowed, or whether comprehensive patient care is guaranteed in a cost- 
effective manner.

Human and material resources
The Unit must have at least the following human resources: physical 

therapist, administrative staff, physician, nurse, and mental healthcare 
professionals, as recommended by the IASP. A common space should be 
available to perform all tasks and ensure proper patient care and 
communication among the service professionals. This common space 
should be strategically located to guarantee access for patients from the 
corresponding healthcare area. There should be different rooms for 
specific purposes: consultation, waiting, exercise, education, adminis-
trative, and storage rooms. It is also necessary to have equipment for the 
proper functioning of the service. For example, the use of treatment 
tables, assessment material, exercise material, software tools, and 
administrative material will be necessary.

In setting up and implementing a multidisciplinary chronic pain 
treatment unit, it’s essential to leverage technology effectively. Digital 
tools for precise recording and storage of clinical data should be incor-
porated, as this ensures accurate and accessible patient information. 
Utilizing artificial intelligence can further enhance performance by 
analyzing these data to inform treatment strategies and improve patient 
monitoring. Additionally, integrating digital tracking tools can provide 
continuous, personalized support, which is crucial for optimizing patient 
care and treatment outcomes.76

Certainly, not all regions or countries possess identical resources or 
healthcare system structures. Strategic planning is essential to leverage 
the organizational strengths inherent to each area. For instance, in 

Spain, the UAAD is integrated within primary care services. This inte-
gration facilitates the transfer of specific programs to various primary 
healthcare centers. Consequently, a larger population can be served with 
minimal or no additional expense.

Social and healthcare coordination
The goal of active coping is not for patients to just perform the 

treatment programs, but it is also to ensure that after knowledge and 
tools are acquired, they feel empowered to manage their own health.

The ultimate intention is to create "Active Patients’’. This figure of 
“Active Patient” resembles individuals who have properly acquired self- 
management skills using tools and resources provided during the pro-
gram or even self-developed ones. They are now independent and 
responsible for taking an active care of their own health. Active patients 
could also participate in future programs assisting and encouraging 
novice patients, showing that functional improvement is possible. These 
patients are also free to collectively create new strategies and use public 
resources at hand to maximize engagement in their new healthy habits. 
This concept is consistent with the Alma-Ata declaration,56 recently 
updated in the new "Astana" declaration.77 Both conferences highlight 
the idea of individual and collective participation in the maintenance of 
public health from primary care initiatives, using all available social 
resources. Accordingly, primary care professionals should be respon-
sible for coordinating and instructing Active Patients to join and 
continue with exercise programs and other activities in social spaces 
provided outside the public healthcare system.

For this socio-healthcare coordination, it is necessary to collaborate 
and create agreements between the healthcare system and local and 
regional political institutions. Agreements can also be made with 
neighborhood and patient associations to have the support of stake-
holders. The aim is to create a network of resources (public centers, 
green spaces, association premises, sports facilities, etc.) so that patients 
have the means to continue to take care of their health.

Fourth pillar: Research and dissemination

Research has been an indispensable driving force and basic pillar for 
the development and optimal functioning of the Unit since its creation. 
In fact, clinical trials were performed before any of the programs were 
developed in the UAAD.63,78

Research must be at the service of the clinic. The Unit must conduct 
pragmatic research, which is intended to respond to the needs of patients 
with chronic pain in a more efficient way, with a better use of available 
healthcare resources. It is a dynamic process requiring small adjust-
ments to future treatments, that will be refined based on the results 
achieved in the earlier programs.

Dissemination must go hand in hand with research. The advances in 
research must reach the rest of the healthcare professionals and society. 
This can be done through inclusive processes involving patients, man-
agers, scientists of all disciplines, and different clinicians. It is also 
possible to deliver informative talks at public events, patient associa-
tions, and other public institutions. Finally, generating networking be-
tween universities, the healthcare system, and other research groups can 
create synergies with great potential for the improvement and devel-
opment of the Unit́s research team.

Conclusions

The need for a paradigm shift in the treatment of chronic pain is 
indisputable. To contribute to this paradigm change, this masterclass 
has provided theoretical and practical tools that can help the creation of 
active coping strategy units elsewhere. However, it is vitally important 
to bear in mind that paradigm shifts take a long time. It is also important 
to understand that the project of creating an active coping unit is a 
"living" thing itself, evolving and adjusting to contextual circumstances 
over time. Although this article exemplifies how to implement the 
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UAADs, it should be kept in mind that this proposed model must be 
adapted to the cultural and economic differences of each country and its 
healthcare system model (public, private, or mixed), and the sociocul-
tural context that determine popular beliefs about pain conditions and 
their management.79 Although the process of creating these units may 
be different, common requirements in any context are: effort, motiva-
tion, and the ability to adapt and learn from mistakes.

It is time for Physical Therapy to take a step forward and occupy the 
place it deserves in the treatment of chronic pain. We have everything in 
our favor: clinical practice guidelines, cost-effectiveness, active treat-
ment approaches, and the desire and enthusiasm to continue learning. 
What are we waiting for? Patrick Wall used to say that “physical therapy 
was the sleeping giant” in the treatment of chronic pain. We believe that 
because of what is happening the giant is waking up.

Final considerations

1. This masterclass is not a recipe or a protocol, we must adapt to the 
great variability that patients with chronic pain present. We treat 
people, not diagnostic labels. Therefore, it is necessary to develop 
multicomponent active coping programs adapted to the specific 
needs of each patient.

2. The paradigm shift in the treatment of chronic pain must move to-
wards a biopsychosocial model, centered on the patient and their 
functionality (not only on pain intensity). Patients must take action 
actively during treatments. A complex problem such as chronic pain 
is hardly going to be solved by a simple technique and/or treatment. 
Given the large gray scale of this problem, it is important to perform 
interdisciplinary work, in which the physical therapist must play a 
fundamental role.

3. In active coping programs, not only physical condition variables are 
taken into account when prescribing exercise, but also psychosocial, 
emotional, and contextual factors. Therefore, it is necessary that the 
different professionals who are part of the UAAD have specific and 
continuous training on chronic pain for the correct management of 
the patient.

4. The UAADs have been created to provide a response to this pandemic 
of chronic pain in a cost-effective manner, without side effects and 
being easily reproducible within the healthcare system. They should 
have clinical care, teaching, resource management and research as 
their basic pillars.
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Munguía-Izquierdo D. Validity and reliability of rating perceived exertion in women 
with fibromyalgia: exertion-pain discrimination. J Sports Sci. 2015;33(14): 
1515–1522. https://doi.org/10.1080/02640414.2014.994661.
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57. Bazterrica IA, MÁG Martín, Cuadrado FM. Abordaje no farmacológico del dolor. 

FMC. 2020;27(3):145–153. https://doi.org/10.1016/J.FMC.2019.09.009.

58. Hernandez-Lucas P, Leirós-Rodríguez R, Lopez-Barreiro J, García-Soidán JL. Is the 
combination of exercise therapy and health education more effective than usual 
medical care in the prevention of non-specific back pain? A systematic review with 
meta-analysis. Ann Med. 2022;54(1):3107–3116. https://doi.org/10.1080/ 
07853890.2022.2140453.

59. Siddall B, Ram A, Jones MD, Booth J, Perriman D, Summers SJ. Short-term impact of 
combining pain neuroscience education with exercise for chronic musculoskeletal 
pain: a systematic review and meta-analysis. Pain. 2022;163(1):E20–E30. https:// 
doi.org/10.1097/J.PAIN.0000000000002308.

60. Roose E, Nijs J, Moseley GL. Striving for better outcomes of treating chronic pain: 
integrating behavioural change strategies before, during, and after modern pain 
science education. Braz J Phys Ther. 2023;27(6). https://doi.org/10.1016/J. 
BJPT.2023.100578.

61. Lorimer Moseley G, Leake HB, Beetsma AJ, et al. Teaching patients about pain: the 
emergence of pain science education, its learning frameworks and delivery 
strategies. J Pain. 2024;25(5). https://doi.org/10.1016/J.JPAIN.2023.11.008.

62. Cuenca-Martínez F, Suso-Martí L, Calatayud J, et al. Pain neuroscience education in 
patients with chronic musculoskeletal pain: an umbrella review. Front Neurosci. 
2023;17, 1272068. https://doi.org/10.3389/FNINS.2023.1272068/BIBTEX.

63. Galán-Martín MA, Montero-Cuadrado F, Lluch-Girbes E, Coca-López MC, Mayo- 
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