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VETERAN EXPERIENCES OF LIVING WITH  
 

CHRONIC PAIN IN THE CONTEXT OF VA CARE AND  
 

 AN OPIOID ‘EPIDEMIC’ 
 

SEDONA L. KOENDERS 

ABSTRACT 

	
 While chronic pain is an increasingly prevalent condition in the United States, it is 

twice as common among the military veteran population. As many Vietnam War era 

veterans are aging and experiencing comorbid medical conditions, their chronic pain is 

becoming increasingly complex. Policies enacted in response to the ‘opioid epidemic’ 

have in some ways made treatment of pain safer, but have also left remaining questions 

regarding how to properly provide care. There are three fields of complexity that interact 

within this topic: patients with a clear need for care and pain management, providers 

committed to helping patients, and structural barriers that unintentionally interfere with 

the provision of care.  

The lived experience of chronic pain and receiving care through the VA 

healthcare system combined with a common military culture exemplifies a lifeworld 

centered on pain—which I call a ‘painworld.’ This painworld is seen in the illness 

narratives of older, white, male veterans with chronic pain. Examining the way a single 

VA site provides pain care shows the providers are dedicated to treating veteran patients 

and offer a large number of treatment options. While the need for pain management 

services is clear from both the patient and provider perspectives, translating the lived 
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experience of these veterans and their medical needs into a hierarchical bureaucratic 

structure is difficult. Furthermore, the bureaucratic nature of a large federal organization 

creates gaps in the healthcare system. This leads to the creation of informal systems 

through systems-correcting praxis to fill the gaps and attempt to prevent siloing and 

slippage throughout. Together, these fields of complexity are organized into three 

chapters, building the argument that the convergence of veteran painworlds, pain care, 

and bureaucracy can contribute to miscommunication, leading to unintended slippage 

through the system and inadequate care, despite good intentions of staff. Furthermore, the 

VA system and structure of providing pain care both influences and is part of the 

painworld, as are the interactions that occur between veteran patients and staff.  
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INTRODUCTION 

	
Fieldnotes Spring 2018 
 

This morning was crisp and cool, around 36F, but it was sunny and the sky was 
clear—an overall nice day. I did not wear a very warm jacket and got a little cold as I 
walked to the main building at the Spacious Green VA, but when I arrived at the office I 
quickly warmed back up since the room was stuffy.  

Several people were coming in and out of the room to do work. Three new 
students showed up to observe for the morning. They were not really sure what they were 
supposed to be doing and did not know what the pain clinic was. The fellow who had not 
come in the week before was here now, and said she had been sick last Friday. She tried 
to let someone at the VA know she was not going to be able to come in, but she could not 
find any way to contact someone. The psychiatrist heard her and said; “Now you know 
how veterans feel.” This is probably true for many.  

We began to discuss a new patient that was referred to the pain clinic. Based off 
his medical history, people seem unsure as to whether he actually has an addiction 
problem, but he definitely has problems with severe pain. We talked about his medical 
record further and people hypothesized what may be going on with him. Apparently, he 
had said that he cut himself off opioids, but we could see he had recently filled a 
prescription. There wasn’t really a consensus about what was going on, but everyone 
hoped his story was true and that he wasn’t selling his opioids or abusing them.  
 The psychiatrist put her ‘teacher hat’ on and engaged the students in the 
conversation. She asked them questions and tried to gauge what they already knew about 
pain and opioid use. They did not seem to know very much, and they were only spending 
four hours at the pain clinic to learn about it. As the psychiatrist explained the purpose of 
the pain clinic, she said that one of the main purposes is to listen to the patient’s story 
and their ‘pain journey’ because they often are not given the chance to explain how they 
got to the point they are at now.  

I do not think I have ever heard her talk about the purpose of the pain clinic like 
this before. I do think she places value in hearing patients’ stories and she often seems to 
know a lot about their pasts and their lives, but why was she pitching this as the main 
purpose of a clinic that assessing patients for opioid use disorder to the students? They 
only get four hours to learn about the clinic and this was how the psychiatrist chose to 
frame it. In reality, patient pain is addressed with medication or alternative treatment 
options to try to taper them off their opioids. While their ‘story’ is definitely relevant to 
their condition and their struggles, it does not seem to actually play much of a role when 
determining what treatment they will receive. 
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 This excerpt from my participant observation fieldnotes provides a glimpse into 

how providers at the Spacious Green VA (SGVA) addressed pain and opioid use among 

their veteran patients. Throughout my fieldwork, I witnessed and participated in many 

similar conversations during pain clinic meetings and patient case reviews. The people 

involved in this care were numerous, including primary care physicians, nurse 

practitioners, registered nurses, psychologists, psychiatrists, medical students, residents, 

fellows, and peer specialists. As an anthropologist and a researcher, I was able to observe 

and learn how these providers worked together to address incredibly complex health 

conditions and chronic pain that was difficult to manage. This thesis assembles an 

overview and analysis of how veterans experienced chronic pain and how providers 

within the VA system provided pain care services from participant observation, 

fieldnotes, and interviews.  

 

Purpose of Research  

My initial research question for this work focused on the acute challenges of 

opioid addiction in relation to efforts to manage chronic pain in the midst of an opioid 

‘epidemic’. Over time, I found myself shifting to address pain as a chronic lived 

experience. By choosing to perform research among veterans, I immersed myself in a 

unique culture and population where living with persisting pain is more prevalent than in 

the general American population. I quickly discovered the complicated nature of such 

pain in relation not only to military service, but also to the mental health of veterans. 
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Ultimately, my question became: What are the experiences that veterans have in living 

with, and managing, chronic pain in the context of an opioid ‘epidemic?’ 

By concentrating on the veteran population, I was also examining the federally 

organized Department of Veterans Affairs (VA) and Veterans Health Administration 

(VHA). The VA healthcare system is the largest healthcare institution in the United 

States, treating millions of veterans every year. The combination of Vietnam War era 

veterans aging into their sixties and seventies with the increasing number of Operation 

Iraqi Freedom (OIF)/Operation Enduring Freedom (OEF) era soldiers now becoming 

state-side veterans has led to a large population of people experiencing chronic pain. 

Despite there being millions of people in the United States (both veteran and non-

veteran) suffering from chronic pain, it is still difficult for medical practitioners to find 

effective management and treatment methods. Additionally, providing such treatments 

can also prove difficult within typical biomedical healthcare settings.  

There are a variety of medications used to treat pain, but opioids have received 

the most attention, especially in recent years. The release of Purdue Pharmaceutical’s 

OxyContin in 1996 was followed by increased use of prescription opioids. As more 

people began using these medications, many became reliant on and addicted to them. 

Once the United States started to see escalating overdose deaths related to opioids, the 

problem became what is now called the ‘opioid epidemic.’ As Ostrach and Hayes 

describe in forthcoming commentary (n.d.), I put this phrase in quotation marks because 

using the term ‘epidemic’ is problematic. ‘Epidemic’ implies there is spreading of an 

infectious disease and, therefore, encourages greater attention in the medical and public 
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health fields, but it is not accurate for describing the occurrence of addiction and misuse 

of drugs. The alternative term used primarily in the media, ‘crisis,’ is also questionable 

because it portrays addiction as a moral and social problem, which has its own negative 

implications, particularly by stigmatizing the condition. Unfortunately, the literature 

explaining the discrepancies between terms and the consequences of each is severely 

lacking.  

While the opioid ‘epidemic’ has led to new policy and changes in pain 

management care through biopolitics, practitioners still have difficulty managing pain 

appropriately. Prescriptions have become increasingly risky, or altered to the point that 

they are no longer effective. In recent years, healthcare has begun to explore integrative 

and alternative medicine options to help with pain relief to address the issue. However, 

even with many options that could possibly improve chronic pain, managing it is still 

very difficult because of the nature of the experience of pain itself; which is subjective to 

the one experiencing it and can have a strong mental component. An interdisciplinary 

care approach may be the best option, but it can take a long time to find something that 

works for each individual patient.  

 
Research Approach 
 

To gain insight into how veterans experience living with chronic pain and what 

options they have to manage it, I did my fieldwork at a VA medical center in New 

England. Most of my fieldwork was spent observing pain clinics and other services. In 

this thesis, I refer to my fieldsite as the Spacious Green VA (SGVA for short) to maintain 

confidentiality for my research participants. Through ethnographic fieldwork, participant 



	

5 

observation, and qualitative interviews, I was able to learn about pain care from multiple 

perspectives. I interviewed eight veterans with chronic pain and seven people who were 

staff at the Spacious Green VA. Additionally, four of the staff were also veterans 

themselves.  

It may be helpful to define who are considered to be military veterans. According 

to Title 38, Chapter 1, Part §3.1.d of the Electronic Code of Federal Regulations: 

 
 “(d) Veteran means a person who served in the active military, naval, or air 
service and who was discharged or released under conditions other than 
dishonorable.  
 
(1) For compensation and dependency and indemnity compensation the 

term veteran includes a person who died in active service and whose death 
was not due to willful misconduct.  
 

(2) For death pension the term veteran includes a person who died in active 
service under conditions which preclude payment of service-connected death 
benefits, provided such person had completed at least 2 years honorable military, 
naval or air service, as certified by the Secretary concerned.” (38 e-CFR 3.1 
Revised as of December 26, 2018)  
 

While the definition of a veteran as someone who served in the military and was 

discharged honorably may seem straightforward, the eligibility for VA services and VHA 

care is more specific. Something else to be considered is that the eight veterans with 

chronic pain whom I interviewed happened to all be males who served during, or shortly 

after, the Vietnam War, making them of older age (between 55 and 75). It is likely that 

the experiences of veterans who were younger and/or female would have been different.  
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Overview of Thesis  

I first provide background information in Chapter One to examine the existing 

literature that provides relevant information to the multifaceted aspects of my research 

question, setting, and study population. Chapter Two then lays out how the methods of 

how I performed my research. This includes both an explanation of the Institutional 

Review Board and study approval process, as well as the anthropological methods I used 

in gathering my data and then analyzing it.  

The analytical chapters present three fields of complex interaction that occurred 

within my own fieldwork and data. Beginning with Chapter Three, case examples of 

veterans living with chronic pain exemplify formation of what I call a ‘painworld.’ A 

phenomenological approach allowed their illness narratives to truly represent their lived 

experiences. These narratives made it clear that there is a deep need for chronic pain care 

because of the relentless nature of the illness on virtually all aspects of life. Chapter Four 

then analyzes how my particular VA site, the Spacious Green VA, provided pain care to 

veterans, which showed both biopower and systems-correcting praxis (Singer 1995) at 

work. I compare the perspectives and experiences of veteran patients, SGVA staff, and 

veteran staff as well as the interactions and communication between each. While the 

treatment options available were numerous, the organization and implementation of those 

services was incredibly complicated. Both SGVA providers and the institution overall 

were clearly committed to treating veterans and alleviating their pain, but numerous 

barriers disrupted the process. Chapter Five takes a more critical view of the role of 

bureaucracy in healthcare, particularly in how structural barriers and communication 
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challenges occur. This also includes how both SGVA staff and veteran patients 

informally navigate the system through systems-correcting praxis to navigate barriers. 

While SGVA staff were clearly dedicated to the mission of the VA, the structural 

challenges had unintended consequences, ultimately compromising care. 

Together, these chapters build the argument that there is an intersection of three 

kinds of complexity: 1) the painworld of veteran patients, 2) the providers’ challenge of 

determining appropriate forms of care for each case, and 3) the bureaucratic structures 

that can complicate the mission of implementing care. Furthermore, the interactions 

between veteran patients and provider that occur within a very structured healthcare 

system, and the pain care and services available, also interact with the painworld and are 

a part of it. The convergence of painworld, care, and bureaucracy can contribute to 

miscommunication, unintended slippage through the system and inadequate care, despite 

good intentions of staff. Chapter Six provides a conclusion with any final thoughts I have 

and recommendations moving forward.  

 

Significance of Research and Future Implications  
 
 My hope for this research and thesis was that my findings would contribute to a 

better understanding of how veterans experience chronic pain. This includes their 

physical and emotional experience, their experience with available health care, how 

chronic pain affects their lives, and how these aspects change over time. Improving the 

understanding of chronic pain among veterans could allow for improved treatment and 

management techniques, the development of better policy, and improved quality of life 



	

8 

for many. Additionally, improving how the VHA addresses and treats chronic pain could 

potentially lead the way for non-VA health care institutions as well. The current opioid 

‘epidemic’ has highlighted the need for these improvements as more Americans are 

struggling with chronic pain and the use of pain relievers, such as opioids. 
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CHAPTER ONE: BACKGROUND  

 
 …there is no objective measure of pain—no “pain thermometer”—nor can there 
ever be one, because the experience of pain is inseparable from personal perception and 
social influence…pain itself poses an obdurate resistance to cultural categories. It is an 
experience that simply cannot be avoided, an experience that sets limits to the meanings 
given it by cultural beliefs, discourses, or practices. Something is at stake, frequently 
desperately so, in the lives of pain patients. Pain can be a massive threat to the 
legitimacy of the everyday world. (Good et al. 1994, 6-7) 
	

Introduction 

 This thesis examines the experiences of pain during an ongoing opioid ‘epidemic’ 

by focusing on a population identified in the literature as having high rates of pain and 

opioid use. In this chapter, I will address existing literature that provides relevant 

background information for my analytical chapters. Due to the multifaceted nature of my 

thesis topic of chronic pain among veterans receiving healthcare within the Department 

of Veterans Affairs’ healthcare system under the Veterans Health Administration, this 

background chapter will cover many topics. I will start by explaining how pain is 

biomedically defined, diagnosed, and disabling. A discussion of biomedical culture 

follows. Then I will provide a succinct history of opioids and opioid addiction treatment. 

Relevant information regarding federal healthcare and policies for veteran pain care then 

leads into a discussion of chronic pain and opioid use among the veteran population. The 

chapter will then present introductory information on the syndemic approach to public 

health issues and how chronic pain can be understood as a possible interacting biological 

factor within this concept. I end the chapter with an outline of the core theoretical 

frameworks I utilized for my analysis and key concepts with these frameworks.  
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What is Pain? 

Pain is a natural physiological response to stimulus that can be described broadly 

as an uncomfortable or unpleasant feeling experienced both physically and emotionally. 

Clinicians often use the International Association for the Study of Pain (IASP) definition, 

which states that pain is “an unpleasant sensory and emotional experience associated with 

actual or potential tissue damage, or described in terms of such damage” (IASP 2011). 

Clinicians and scholars have debated this definition, with some thinking it is not 

applicable for all pain experiences (Fosam 2016, Williams & Craig 2016) and others 

believing it is (Aydede 2017).  

This complicated experience has also been of interest to ethnographic researchers 

because of its unique nature between individuals and cultures. Gooberman-Hill 

acknowledges the history of ethnographic and anthropological engagement with pain by 

providing an overview of the literature (Gooberman-Hill 2015). Another anthropologist, 

Mary Moore Free additionally provides a summary of pain research among anthropology, 

identifying how pain is viewed culturally for different societies (Free 2002). However, 

despite cultural differences, pain is still largely an individualized experience.  

 

Identifying and Diagnosing Pain  

While the feeling of pain is typically unwanted, it is an important way for the 

body to communicate that something is wrong. Virtually all human beings experience it 

during their life. Pain is a particularly difficult thing to measure because it is such a 

subjective experience. Further complicating the issue is the fact that people are often 
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incapable of verbally expressing their pain adequately for someone else to understand 

(Good et al. 1994). For example, one may be able to say where it is but not how it hurts—

or at least not in a way a clinician may find helpful. Even asking patients to provide a 

rating between one and ten as a pain intensity assessment (with one being very little and 

ten being unbearable) will vary between people for similar pain. One person’s seven may 

just be irritating, while for another person a rating of seven would completely interfere 

with their ability to work.  

Psychiatrist Harold Merskey holds pain first and foremost as a psychological 

experience (Merskey 1968, Jackson 2000). Many regard Merskey as an expert due to his 

abundant contributions of terms and definitions for the IASP and extensive publications 

on the topic. In his article, The Taxonomy of Pain, he describes difficulties associated 

with classifying it by etiology (what caused it).  

Etiology is the topic that most concerns practitioners because we think that that 
leads us to make the most useful diagnoses. Diagnosis is seen as the avenue to 
correct treatment. To give up the idea that we can classify by etiology first means 
recognizing that the empirical methods of medicine are not yet good enough to 
provide etiological classification, at least in the field of pain. (Merskey 2007, 17) 
 
Therefore, diagnosing pain is difficult due to its subjective nature as an 

experience and the frequent lack of a known cause. Pain often cannot be objectively 

‘seen’ by clinicians with diagnostic technology even when patients report it as severe 

(Kleinman 1988). Furthermore, people may not consider pain to be ‘real/legitimate’ 

without a clinical diagnosis to provide its validity (Toye et al. 2014). To make an illness 

experience ‘real’, clinicians want to provide a diagnosis grounded in objective, clinically 

verifiable data. Similarly patients often desire the ability to put a clinical diagnosis to 
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their physical ailment (Jackson 2000; Good et al. 1994). This is also important for 

insurance purposes because it proves there is a disease worthy of proper billing and 

payment. The process of identifying a reason or source can be challenging for clinicians 

and patients. Pain, of any kind, is one of the most common reasons people go to the 

doctor, but it also fundamentally challenges the biomedical view that the body and 

medicine must be viewed objectively (Good et al. 1994).  

Viewing the body ‘objectively’ while searching for an explanation for pain starts 

in medical school. Studies have found that many medical schools do not teach pain or 

pain management, do not require students to spend a certain numbers of hours learning 

about pain, and do not provide many elective options related to pain management (Loeser 

& Schatman 2017; Murinson et al. 2013). Furthermore, studies have shown that medical 

residents do not feel prepared or confident in managing patients’ chronic pain (Chen et al. 

2007; Fox et al. 2012). Insufficient clinician knowledge can be frustrating for patients 

because their pain remains but also because they do not know what is wrong with their 

body.  

 

Pain as Chronic and Disabling 

Pain is even more problematic when it becomes chronic. For clinicians to 

diagnose chronicity, it has to occur persistently for at least three months, with some 

requiring at least six months for diagnosis (International Association for the Study of 

Pain 2011). Chronic pain can be described more specifically based on the type, including: 

chronic primary pain, chronic cancer pain, chronic postsurgical and posttraumatic pain, 
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chronic headache and orofacial pain, chronic visceral pain, and chronic musculoskeletal 

pain (Treede et al. 2015). Those who continuously go to doctors and receive no 

explanation, may be pushed to the point of an existential crisis. This can result in self-

medication with over-the-counter (OTC) medication or other substances. The desire to 

have one’s pain relieved becomes a desperation.  

Pain is noted as one of the leading causes of disability (Osterweis et al. 1987): all 

long-term durations have the potential to affect one’s ability to work and perform daily 

activities. Recently, the Journal of Pain connected disablement to what they called High 

Impact Chronic Pain (HICP) (Pitcher et al. 2018). Further research on HICP may shed 

light on how prevalent disabling pain is in the United States. For example, low back pain 

has been identified as the second leading cause of disability overall (Freburger et al. 

2009). Indeed, in 2006, the National Center for Health Statistics released a special feature 

on health trends in America that stated “Low back pain is the most common cause of job-

related disability and a leading contributor to missed work, and reduced productivity at 

work” (National Centers for Health Statistics 2006).  

 

Biomedical Culture 

 When analyzing a health condition, such as chronic pain, that is commonly 

addressed in biomedical care in the United States, it is important to consider how the 

culture of biomedicine influences such care. Medical anthropologists Hahn and Kleinman 

describe biomedicine as a sociocultural system that “consists of distinctive elements that 

interact in a manner which separates them from other systems within society” (Hahn & 
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Kleinman 1983, 306). Physicians and other healthcare workers belong to their own 

culture within the medical field. Everything they learn during medical school and their 

clinical training molds them into a biomedical practitioner. This distinct culture and 

environment influences both how healthcare staff work with each other and how patients 

receive care.  

The hierarchy of healthcare workers within biomedical culture is such that senior 

physicians are at the top, holding the most power. Following them are younger doctors, 

doctors completing fellowships and residencies, doctors who are interns, medical 

students, nurses, and many others. Prescribing clinicians (including doctors, and some 

nurses and physician assistants) have the power to diagnose and to prescribe treatments; 

other healthcare workers often implement the treatment and manage administrative tasks. 

Towards the bottom of the medical hierarchy are mainly non-clinical and supportive 

staff. While these roles do not require as much schooling and licensure as that of 

physicians, they are still integral to the provision of care, with many essential 

components falling to them. For example, Julie Armin analyzed care provided to 

underserved populations and found that much of the structurally difficult and morally 

distressing aspects of clinical care fell to those staff towards the bottom of the hierarchy 

(Armin 2019). 

 

Pain Diagnosis and the Medical Gaze  

 In many ways, biomedicine revolves around diagnosis and the drugs available for 

treatment. Medical students are taught physiology of the body so that they can define 
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what is normal and what is abnormal. Both patients and those working in healthcare place 

significant value in the naming of a medical condition (Kleinman 1988). Without it, one’s 

symptoms may be considered invalid or unable to be properly addressed. This process is 

integral to how clinicians view the body and its respective illnesses, which can be 

considered a particular gaze. 

 Philosopher Michel Foucault presented his theory of the ‘medical gaze’ as, “a 

perceptual configuration in which the inaccessible illness is tracked down by markers, 

gauged in depth, drawn to the surface, and projected virtually” (Foucault 2003, 202). 

Physicians use their medical gaze to provide a diagnosis based on the symptoms of the 

patient and what the medical tests show. Therefore, mechanical objectivity is valued over 

patient subjectivity. This view upholds the biomedical hierarchy by giving doctors a 

specific way to view symptoms experienced by the human body.  

 

Communicating in Medical Settings 

While tests and lab results can be important for the diagnostic process, what 

patients report feeling and experiencing is often key to understanding what is going on. 

Therefore, doctors must communicate with their patients to get pieces to the puzzle. The 

power a physician has compared to a patient can make effective communication difficult. 

Doctors typically medicalize the way they listen to their patients so that clinical 

encounters become a one-way exploration of the patient as a diseased body (Hahn & 

Kleinman 1983). In other words, the medical gaze can get in the way of proper 

communication between providers and patients.  
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When physicians treat patients with pain, communication seems to become even 

more difficult. Crowley-Matoka et al. specifically examined how biomedical culture 

impacts pain management, they reported that: 

because pain cannot be objectively tested, and is so often both psychosocially 
complex and resistant to a “quick fix,” successful treatment is particularly reliant 
on good communication. Yet for precisely these same reasons, physicians may 

find communicating about pain frustratingly time-consuming and difficult. 
(Crowley-Matoka et al. 2009, 1316)  
 

A lack of trust between providers and patients can further complicate the issue. However, 

training of medical students today places more emphasis on the provider-patient 

relationship and improved communication (Carpenter et al. 2018; Papanagnau et al. 

2018). This has the potential to determine more precise diagnoses because the provider 

knows more about the patient’s experience. Making a serious effort to listen to each 

person as an individual and not a diseased object is essential to improving the process.   

 

Treatment Trends 

 Today there is also more emphasis on utilizing non-pharmaceutical methods to 

treat disease and/or symptoms than there used to be (Axon et al. 2019; Saper et al. 2017). 

For treating or managing chronic pain this is particularly important since physicians are 

prescribing fewer opioid medications. Cutting back on opioid prescribing may seem like 

an obvious solution to the misuse, addiction, and overdose that has risen in recent years. 

However, the medical profession is still unsure of what alternative methods are effective 

in helping patients with their pain, leading to the need to try and use many different 
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methods together (Boehnke 2018; Chou et al. 2017). Methods that do not involve taking 

pills may also differ more between patients than medications do. Taking a pill is 

relatively easy, especially when American culture as a whole so greatly values quick 

fixes. As a country, the United States has a pill-popping/quick-fix culture that believes 

taking medications is the solution for many problems (Carr 2017; Castrucci 2015).  

 To avoid the problems of medications (such as misuse, addiction, and side effects) 

many have turned to complementary and alternative medicine (CAM) methods to treat a 

variety of illnesses, including chronic pain. While CAM methods have become more 

common overall, they are often rooted in specific cultures (Barnes 2004). Some examples 

of complementary, alternative, or integrative practices are yoga, acupuncture, tai chi, and 

meditation mindfulness practices. In 2015, the Center for Disease Control and 

Prevention’s (CDC) National Center for Health Statistics (NCHS) reported increases in 

many CAM approaches from 2002 to 2012, but noted that the prevalence of yoga 

increased substantially among the methods surveyed (Clark et al. 2015).  

 

Gendered Medicine 

 Another aspect worth considering when analyzing biomedicine is the fact that 

physicians in the medical field were predominantly male for a long time. In 1849, 

Elizabeth Blackwell graduated from medical school as the first woman to formally 

receive her MD (U.S. National Library of Medicine 2015). According to the American 

Association of Medical Colleges, in 2017, 50.7% of medical school matriculants were 

female (AAMC Press Release 2017). This marks the first time there has been more 
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women than men entering medical school. If this increase continues, there could be more 

female doctors than male doctors in the years to come. Changing this dynamic within 

biomedicine could potentially affect the provider-patient relationship and communication 

during clinical appointments (Glauser 2018; Oxtoby 2009).  

Previous literature has examined how male physicians communicate with patients, 

particularly female patients. So far, literature that analyzes how gender influences clinical 

encounters has found that female physicians focus more on their patients’ illness 

experience and spend more time communicating with patients than their male 

counterparts (Bertakis 2009). As the number of practicing female physicians and a 

greater focus on patient-centered care grows, the way patients interact with their doctors 

will likely change. This shift could be particularly noticeable within VA medical 

facilities, where veterans (for now), and therefore patients, are predominantly male. 

 

Opioid History 

 Opium use, both medically and recreationally, can be traced back thousands of 

years. In the 1800s, people started to create other derivatives of the poppy plant, often for 

medical purposes. Derived substances included opium, heroin, morphine, and codeine. 

For example, pharmaceutical companies Merck and Bayer created morphine in the early 

1800s and heroin in 1898 respectively (Campbell & Rooney 2018). Together, these 

substances are referred to as ‘opiates’. The term ‘opioid’ also includes synthetic versions, 

which are entirely man-made and often much stronger than naturally occurring opiates. 

Most of the opioid pain medications used today are also synthetic.   
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In the early twentieth century the federal government began to get involved in 

controlling drugs and medications. Congress passed the Harrison Narcotics Tax Act of 

1914 in an attempt to regulate the selling and prescribing of opium and cocaine products. 

The act also stated that physicians could prescribe in “the course of his professional 

practice only” (63rd Congress 1914). Law enforcement in particular interpreted this 

ambiguous statement to mean that addiction was not a disease so clinicians could not 

prescribe these medications to those that were addicted. This meant the government could 

consider both prescribers and patients who previously received narcotics medically to be 

criminals. A decade later, the Anti-Heroin Act outlawed heroin completely (68th 

Congress 1924). This criminalization of drugs led to increased involvement of law 

enforcement, but this did not stop people from making, selling, and using drugs. Despite 

the rise of methadone clinics to treat heroin addiction, in the 1980s illegal trafficking of 

heroin grew notably.  

 

The Rise of Prescription Opioids 

Purdue Pharmaceuticals (a.k.a. Purdue Pharma) produced some of the most well-

known opioid medications geared towards pain management. In 1984 they released MS 

Contin and in 1996, OxyContin (Campbell & Rooney 2018). The company heavily 

marketed OxyContin in the late 1990s and early 2000s (Van Zee 2009). The false 

advertising seen in their marketing videos has received a lot of criticism from the public, 

blaming Purdue for the overprescribing of OxyContin and other prescription opioids, as 

well as the increased rates of overdose that followed. Therefore, many attribute the 
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release and marketing of this prescription drug to starting what is now referred to as the 

‘opioid epidemic’ or ‘opioid crisis’.  

As the opioid epidemic grew in the 2000s, the use of a synthetic opioid called 

fentanyl increased exponentially despite its having been synthesized decades earlier 

(Armenian et al. 2018). Fentanyl is 100x stronger than morphine, and 40x stronger than 

heroin. An even stronger version, car fentanyl, also exists (Ciccarone 2017) and it is 

10,000x stronger than morphine, and 20-30x stronger than fentanyl (Leen & Jurrlink 

2019). The strength of this drug meant it was more difficult to determine doses and much 

easier to overdose (Ciccarone 2019). 

By the 2010s, the impact of both legal and illegal opioids on the health of 

Americans was clear. The rise of prescription opioid abuse combined with fentanyl abuse 

led to massive increases in overdose deaths in the United States. Between 2013 and 2017, 

fentanyl and other synthetic opioids (such as prescription opioids) resulted in an increase 

from approximately 3,000 overdose deaths to almost 30,000 (NIH National Institute on 

Drug Abuse 2018). The state and federal-level government subsequently pushed for 

increased policy-making to address the opioid epidemic. Physicians also started to worry 

about how and when to prescribe opioids. As the death toll rose, many were left 

searching for solutions, or at least some direction on how to address the crisis (Serafini 

2018).  
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Treating Opioid Addiction 

In the 1970s, the federal government approved the use of methadone clinics to 

treat addiction to heroin, which is an opiate. These clinics required patients to come in 

every day to check-in with clinical staff and to receive their methadone dose for the day. 

They were often located in ‘bad’ parts of town, and were—and are—highly stigmatized. 

The perception that clinics mostly serviced minority communities is common. This view 

is likely a consequence of the push for methadone clinics during President Nixon’s War 

on Drugs.   

In 2002, the Food and Drug Administration (FDA) approved buprenorphine 

(Subutex) and buprenorphine with naloxone (Suboxone) to treat opioid addiction (Chen 

et al. 2015). Buprenorphine is noted for its ceiling effect (Zoorob et al. 2018). This means 

that higher doses of buprenorphine will gradually increase the effect it has on the body, 

but after a while will level off, even with larger doses. With methadone, on the other 

hand, higher doses have a greater effect on the body and do not plateau (Bonhomme et al. 

2012). This is why it is possible to overdose on methadone. Suboxone combines 

buprenorphine with naloxone. The inclusion of naloxone prevents any feeling of euphoria 

that the buprenorphine could produce, because it does not allow opioid receptors to 

connect with opioids. Therefore, one cannot get ‘high’ when taking naloxone alone, or 

with an opioid (McAuley et al. 2015). When alone, we often see naloxone sold as 

Narcan, the drug commonly used to reverse opioid drug overdoses (Harm Reduction 

Coalition n.d.).  
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Another benefit of taking buprenorphine or Suboxone is that patients are not 

required to go to a clinic or doctor every day. Unlike methadone, primary care offices can 

prescribe buprenorphine to patients. They are able to fill the prescription and take it home 

with them, just as they would any other medication—making the process more private. 

This method of prescribing and treating is largely due to the fact that buprenorphine is 

viewed as safer than methadone because of its ceiling effect (Maremmani & Gerra 2010). 

Many believed that treating opioid addiction this way, in a primary care setting, removed 

much of the stigma and shame associated with going to a methadone clinic.  

 However, as Hansen and Skinner (2012) discuss in their analysis of medication-

assisted addiction treatment, treating opioid addiction in a primary care setting with 

Suboxone was largely connected with a rise in prescription opioid abuse among the 

white, middle-class. This increase in use among the white, middle-class correlated with 

the prescribing increases due to marketing and incentives coming from pharmaceutical 

companies.  

Ironically, the attempt to fully biomedicalize opiate addiction, and thereby 
eliminate the stigma of addiction, by treating it with long-term pharmaceuticals in 
physicians’ offices, has led to forms of ethnic marketing that heighten 
stratification and stigma by race (Hansen & Skinner 2012). 

 

They break this down in what they call “ethnic marketing and neuroeconomics of 

stigma”, which explains how different ethnic communities were more likely to receive 

either Methadone or Suboxone. The noticeable discrimination between those who are 

impoverished, belong to a minority community, and/or are users of illicit drugs and those 
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who are well-off, predominantly white, and/or users of prescription drugs is striking. It is 

also a prime example of how legislation impacts specific communities in different ways.  

 

Federal Healthcare Policies & Structures 

In the United States, the Department of Health and Human Services (HHS) is a 

cabinet-level organization within the federal government with the goal to “enhance and 

protect the health and well-being of all Americans” (Assistant Secretary for Planning and 

Evaluation (ASPE) 2014). The HHS supervises 29 agencies and offices, eight of which 

are part of the U.S. Public Health Service (USPHS).  

 

Figure 1.1: U.S. Health Service Divisions ® Koenders 2019 
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The President of the United States appoints the Secretary of the HHS, the head the 

USPHS, the Assistant Secretary for Health, and the Surgeon General to oversee the 

organizations and health policy overall (Institute of Medicine (US) Committee for the 

Study of the Future of Public Health 1988). The offices of the HHS and the leadership of 

each organization further build levels of bureaucratic authority and structure.  

Even though there are numerous departments and health agencies in existence, the 

United States government does not offer universal healthcare, and therefore has a largely 

privatized system. Public health insurance is available for some veterans and civilians in 

the form of Medicare and Medicaid, which is administered by the HHS, separately from 

the USPHS. Medicare is federal health insurance that typically provides coverage for 

those over 65 years of age, some young people with disabilities, and those with end-stage 

renal disease. It is separated into three parts: Part A for hospital insurance, Part B for 

general medical insurance, and Part D for prescription drugs. The Medical Advantage 

Medicare Plan (a.k.a. Part C coverage) includes A, B, and often D. On the other hand, 

Medicaid is a joint federal and state healthcare insurance program that covers those that 

are eligible and under 65 years old. The main difference between these two forms of 

federal health coverage are that Medicare is mainly for the older population (65+) and 

Medicaid is mainly for younger individuals with very low income. (Medicaid n.d.; What 

Medicare Covers n.d.) 

However, those that have this public insurance often receive their care from 

privatized institutions and practitioners. This makes the healthcare system of the civilian 

(non-military/non-veteran) population predominantly market-driven, and further 
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complicated by the role of the third-party coverage. One notable exception is the US 

Department of Veterans Affairs. 

 

United States Department of Veterans Affairs  

 The Veterans Health Administration (VHA) is the largest healthcare system in the 

United States, operating under the second largest federal government 

department/agency—the Department of Veterans Affairs (VA) (“VA: Veterans Health 

Administration” n.d.). The VA is overseen by the Secretary of Veteran Affairs, a cabinet-

level official appointed by the President of the United States (“U.S. Department of 

Veterans Affairs Structure – Office of Rural Health” n.d.). Policy development and 

integration for the VA falls under the Office of Regulation Policy and Management 

(“Office of Regulation Policy and Management” n.d.).  

There are over 1200 VA healthcare facilities, which are organized into eighteen 

smaller groups based on region, called Veterans Integrated Service Networks (VISNs) 

(“Veterans Health Administration - Locations” n.d.). This system was developed to allow 

for improved control and communication on smaller scales. While each individual site 

operates under its designated VISN, services offered at each site and the amount of 

communication between the sites can vary. Figure 1.2 shows how the VA and VHA are 

structured within the federal government.  
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Figure 1.2: Flow Chart of VA Structure ® Koenders 2019 

 

Military veterans who have been honorably discharged are eligible to receive care from 

this system. Veterans can receive coverage through either the VA Health Care program 

(Eligibility for VA Health Care n.d.), or TRICARE (Eligibility: TRICARE n.d.) (See 

Table 1.1). The most obvious differences between the two are that they are overseen by 



	

27 

different federal departments, and that TRICARE additionally provides coverage for 

family members of soldiers and veterans.  

 

Veteran 
Healthcare 
Program 

Overseen By: Who Is Eligible: 

VA Health 
Care  

Department of Veterans 
Affairs (VA) 

- Military Veterans 
that served in the 
active military, 
naval, or air 
service 
- Did NOT receive 
a dishonorable 
discharge 

TRICARE 
  
(11 health plan 
options) 

Department of Defense 
(DoD) 
*managed regionally 

- Active Duty and 
Retired Members 
of the Uniformed 
Services 
- Family members 
of active-duty, 
retired, or 
deceased 
servicemembers 

Table 1.1: Military Veteran Healthcare Coverage Options ® Koenders 2019 
(Eligibility for VA Health Care n.d; Eligibility: TRICARE n.d.) 
 

Chronic Pain and Treatment with Opioids Among Veterans  

Veterans make-up about 7.3% of the U.S. population according to the United 

States Census Bureau. They experience chronic pain almost twice as much as the non-

veteran U.S. population (Sandbrink 2017). When Purdue Pharma marketed OxyContin as 

safe and non-addictive in the late 1990s, physicians began prescribing it to treat a wide 
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variety of pain (Van Zee 2009). Veterans received opioid painkillers like OxyContin 

during this time period.  

A research psychologist, Dr. Robin Toblin, has worked with chronic pain and 

opioid use. Toblin is affiliated with the Walter Reed Army Research Institute and has 

therefore addressed this issue specifically among veterans. Two relevant studies he has 

published researched: (1) prevalence of chronic pain and prevalence of pain medication 

use among veterans at Walter Reed (Toblin et al. 2014), and (2) chronic pain and use of 

prescription medications among randomly sample adults in the United States (Toblin et 

al. 2011). When comparing the results from these studies, he found that 44% of veterans 

experienced chronic pain, compared with 26% of non-veterans, while 15.1% of veterans 

utilized prescription opioid medications as compared with 4.0% of non-veterans (Toblin 

et al. 2014). This information has been compounded by a National Institutes of Health 

(NIH) that found veterans experience severe pain about 40% more than non-veterans (See 

Figure1.3) (Nahin 2017). 
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Figure 1.3: Severe Pain—Veterans vs Nonveterans 
(Nahin 2017) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In 1999, the U.S. Department of Veterans Affairs declared pain the fifth vital 

sign. This decision followed suggestions released from the American Pain Society a few 

years earlier. Up until this point, clinicians routinely collected four vital signs: pulse, 

blood pressure, respiration rate, and body temperature. In 2000, the VA released a toolkit 

for using pain as an additional vital sign for VHA staff (Booss et al. 2000). This approach 

then spread to non-VA healthcare practices as well.  
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However, some have questioned the use of the fifth vital sign. A group of 

clinicians looked at the implementation of the new vital sign in a VA and found that it did 

not improve the quality of pain evaluation or management (Mularski et al. 2006). Doctors 

Schiavenato and Craig explain viewing pain as a vital sign is problematic and misleading 

because it is self-reported, unlike the other four (Schiavenato & Craig 2010). Using this 

approach when evaluating patients also resulted in a rise in clinicians prescribing opioid 

medications. With the use of the vital sign assessment and pushes from pharmaceutical 

companies to prescribe pain medications, prescription opioid abuse began to rise all over 

the country, as did opioid-related deaths. In 2008, the overdose death total surpassed 

motor vehicle accident fatalities (Warner et al. 2011). The rate continued to rise, reaching 

almost 64,000 in 2016, with over 42,000 being opioid-related (Drug Overdose Death 

Data - CDC Injury Center 2017).  

In an attempt to prevent overdose among the veteran population, the VA 

healthcare system implemented a number of new policies, protocols, and tools. The VA 

enacted the Opioid Safety Initiative (OSI) in 2013 with the goal of reducing the doses of 

opioids and prescribing overall (“Opioid Safety - VHA Pain Management”). The 

Stratification Tool for Opioid Risk Mitigation (STORM) uses an algorithm to alert VA 

clinicians of veteran patients who are on dangerous levels and/or combinations of 

medications, and therefore, at risk of overdosing (Oliva et al. 2017). STORM provided a 

way for clinicians to know what veterans need to undergo a opioid safety review. 

Typically a team of VA staff will meet to discuss these ‘high risk’ veteran patients during 



	

31 

OSI meetings. They then create a plan to reduce the veteran’s risk of overdosing and 

implement it through the use of an interdisciplinary team.  

In July of 2016, President Obama signed the Comprehensive Addiction and 

Recovery Act (CARA) into law (Whitehouse 2016). This act contained several provisions 

specific to the Veterans Healthcare Administration, including expansion of the OSI, more 

complementary and integrative treatment options, and a requirement that every VA 

facility have a Pain Management Team. VA facilities started to offer more 

complementary and alternative treatment options, particularly yoga, acupuncture, 

massage, and physical therapies. There are also 67 VAs that offer Pain School for 

veterans, which allows them to learn about alternative methods of managing pain over a 

five-week course (Clark 2016). 

 

Military Culture 

 Soldiers and veterans are said to belong to a ‘military culture’ that can differ 

between war eras, military branches, and rank but that is nevertheless described as having 

some aspects in common—and inaccessible or mysterious to those who are not part of it. 

It is common for civilians to recognize the emphasis on strength and loyalty that is 

present throughout. The desire for strength (or fear of being viewed as weak) carries over 

when soldiers become veterans. This is both physical and mental, creating a power that is 

important for individuals and for groups. Scholars Abraham, Cheney, and Curran 

summarized this well in their Bourdieusian analysis of military culture: “embodying and 

enacting hypermasculinity results in the accrual of social and symbolic capital in the 
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military field, such as respect from peers” (Abraham et al. 2017, 5). While this is all true, 

the culture of the military is more complicated, which Abraham et al. acknowledge.  

 As a Navy Nurse, Cynthia Kuehner published her view of military culture and 

how it related to military medical care and veteran health. Kuehner described military 

culture as “valuing and sincerely appreciating diversity” and analyzed it in depth by 

discussing the core values of each military branch. She did so to better distinguish why 

the military way of life is the way it is, and how it is situated within U.S. society.  

A look at military ethos and the core values of our military services provides a 
reference for understanding military culture as well as a perspective on the 
challenges of military service in comparison and contrast to a broader American 
culture (Kuehner 2013).  
 

The detailed breakdown contrasts the generalized idea that soldiers are uniformly taught 

to be tenacious, resilient, and tough. It also highlights the need for improved descriptions 

of what military culture truly is with respect to those that are a part of it.  

 

Gender in the Military 

As Abraham et al. noted, prioritizing strength can be described by rooting military 

culture in a discussion of masculinity. The hegemonic views surrounding the male status 

are not limited to the military, but are intensified by it. When considering how hegemonic 

masculinity impacts help/health-seeking among men, O’Brien et al. found that men often 

do not seek help unless they are unable to complete tasks, particularly when it comes to 

pain. For example, one of their participants stated that “a real man puts up with pain and 

doesn’t complain” (O’Brien et al. 2005, 507-508).   
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The masculine nature of the military makes sense because the history of soldiers 

has been predominantly male. In the United States, women were involved in military 

services informally for many years, often as nurses or cooks. It was not until the end of 

World War I, around 1917 and 1918, that women were officially allowed to serve in the 

military, however, they still predominantly served as nurses. In 1948, Congress passed 

the Women’s Armed Services Integration Act, which allowed women to receive 

permanent military status and veterans benefits if enlisted. Women soldiers did not start 

to serve in combat settings until the 1990s and were not officially allowed to hold any 

combat role in any military branch they desired until 2015 (McGraw et al. 2016).  

 

Chronic Pain as a Public Health Issue–Syndemics   

 Some widespread public health issues may meet the criteria to be identified as 

what medical anthropologist Merrill Singer first defined as syndemics. A syndemic 

occurs when multiple diseases, epidemics, or biological factors interact in mutually 

exacerbating ways, under specific social or structural conditions to increase deleterious 

health effects. To meet the criteria of a syndemic, these biological interactions must occur 

under social, environmental, or economic conditions that drive or worsen the 

interactions—this is what distinguishes a syndemic from comorbidity or co-occurrence 

(Singer et al. 2017).  

 The earliest definition of the syndemic framework was illustrated through the  

example of the interacting biological and social connections between substance (ab)use, 

violence, and AIDS, collectively referred to as SAVA (Singer 1996). In the first 
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publication to identify a syndemic, Singer describes a syndemic interaction as “a closely 

interrelated complex of health and social crises.” He explains that while he was originally 

looking at the relationship between substance abuse and AIDS, violence played such a 

noticeable role it made sense to look at them as an interacting whole. The article also 

specifically discusses interpersonal violence in the context of structural poverty and states 

that crime and substance use influence one another, within larger societal conditions—

part of the crucial value of syndemic perspective.  

Singer applies his syndemic approach to describe numerous other inter-related 

public health issues including various infectious diseases and crack cocaine (Singer 

2014), and, with co-authors, infectious disease and multi-person syringe use in the 

context of the criminalization of substance use (Bulled & Singer 2009); and infectious 

disease and malnutrition as a result of policies of war (Ostrach & Singer 2013). Recent 

publications (Perlman & Jordan 2017; McLuckie et al. 2019) claim to examine opioid use 

in interaction with Hepatitis C, HIV, injecting behavior, overdose, and other aspects of 

the current public health concern over the opioid 'epidemic' but in a close analysis of 

much of this literature (Koenders & Ostrach 2018) most of the articles fall short of fully 

articulating a syndemic analysis in which the structural conditions driving biological-

biological interactions between illnesses or factors in a way that meets the recognized 

criteria for a substance use syndemic (Bulled & Singer 2009; Singer et al. 2017). 

The prevalence of chronic pain and the negative impacts it has both on individual 

people’s lives and society makes it a major public health concern. The nature of pain is 

both a physical and emotional experience: a biological problem, despite clinicians’ 
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sometime difficulty ‘seeing’ it and providing a diagnosis. Pain is also something virtually 

all people experience at some point in their lives. However, when pain becomes severe 

and chronic, then it negatively impacts ones productivity at work or home (Kronborg et 

al. 2009)—this is when American society becomes concerned.  

 

Theoretical Frameworks 

In the following chapter on methods, I describe how I used phenomenology and 

Modified Grounded Theory (mGT) to inform my research approach and study design. 

Throughout the rest of the thesis (Chapters Four-Six), my theoretical frameworks focus 

on phenomenology and critical medical anthropology (CMA) while analyzing my data. 

The phenomenological concepts I root the analysis of my data in (particularly for Chapter 

Four) are the lifeworld and illness narratives. For a critical analysis, I mainly utilize the 

CMA concepts of Foucault’s biopower and biopolitics, and Singer’s systems-correcting 

and systems-challenging praxes.  

 

Phenomenology 

At its core, phenomenology considers how humans exist and experience the 

world. A key concept that exemplifies the lived experience is what Edmund Husserl 

called lebenswelt, or the lifeworld (Desjarlais & Throop 2011). Husserl initially described 

the lifeworld as a natural attitude toward everyday life that can be examined through 

reflection (Ekebergh 2007). The lifeworld is thus a familiar and natural world that is 

historically conditioned, shifting over time. Over the years many have used the concept to 
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analyze and theorize a variety of human experiences. Habermas used lifeworld as a 

concept to describe the culturally informed approach to everyday life and then build the 

theory of communicative action (Habermas 1985). Germond and Cochrane (2010) later 

created the concept of a healthworld from both the lifeworld and communicative action to 

illustrate health-seeking behavior and the experience of health and illness.  

Schutz disagreed with a component of Husserl’s original use of the concept and 

criticized his lack of knowledge on social science. Schutz instead argued that the 

lifeworld relied on intersubjectivity, and therefore shaped by social interactions and 

relationships (Schutz 1970, 1972). While still a prominent phenomenological concept, the 

lifeworld in some ways also parallels with other concepts, such as Bourdieu’s habitus to 

described embodiment of habits formed by society (Bourdieu 2013), and Foucault’s 

normalization of ideas and actions through power and discipline (Foucault 1976). 

Moving forward, I root much of the analysis of my data in the lifeworld concept because 

chronic pain is itself a lived experience influenced by society, relationships, history, and 

predetermined, natural approaches to life. I used these aspects to examine different parts 

of the lifeworld of veterans with chronic pain and how the experience changes over time. 

In addition, to better understand the lived experience and the world of veterans 

who have chronic pain I use the concept of illness narratives. Arthur Kleinman described 

illness narratives as, “a story the patient tells…the plot lines, core metaphors, and 

rhetorical devices that structure the illness narrative are drawn from cultural and person 

models for arranging experiences in meaningful ways and for effectively communication 

those meanings” (Kleinman 1988, 49). The telling of these stories is key to both the 
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reflection emphasized by Husserl and in explaining the experience of an illness to 

healthcare providers. In my analysis, I use the concept of illness narratives to further 

explore the lived experiences of veterans and how chronic pain in their daily life, and 

over time, influences their overall lifeworld.  

 

Critical Medical Anthropology 

As a philosopher and social theorist, Foucault used the term biopower to describe 

the human body as an object manipulated for the sake of increased productivity (Foucault 

1976; Samuelson & Steffan 2004). Biopower can thus be applied to an analysis of the 

dominant American societal expectation for people to be productive members of society 

regardless of physical ailments (and without universal healthcare). This concept helps to 

explain why experiencing debilitating chronic pain that prevents one from working is 

considered problematic both by dominant capitalist power structures and Puritan work 

ethic. Furthermore, Foucault described the way that society and political structures assert 

biopower over the population as acting through what he called biopolitics, which happens 

through surveillance and regulation (Foucault 1984).  

Moreover, a critical approach broadens the view of illness to examine “the 

relevance of culture to issues of power, control, resistance, and defiance associated with 

health, illness, and healing” (Singer 2004, 26). Singer’s theoretical concept of syndemics 

builds upon and grew from Critical Medical Anthropology (Baer et al. 1986). Identifying 

a syndemic interaction has the potential to inform better, more effective policies and 

protocols related to treating those that have chronic pain because it offers a more 
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complete view of what living with pain is like, and what larger structural forces, such as 

public policies, can shape resources available to those with pain (Lerman et al. 2017). 

This could also help to explain why treatments are not as efficacious as anticipated and 

breakdown the overall costs associated with pain management. Taking a step back to look 

at the prevalence of chronic pain, how it is treated within healthcare, and the larger 

influences of American culture and society would show how biopower can shape one’s 

lived experience. While fully identifying a syndemic was out of the scope of this thesis, I 

use this concept in Chapter Six (my concluding chapter) to identify possible factors and 

propose the need for additional syndemic analysis in the future.  

 

Conclusion 

 This chapter briefly covered many of the aspects involved in chronic pain care in 

the United States, and particularly in a VA setting. Both the experience of pain and the 

biomedical approach are complicated by a variety of factors, which I will explore further 

in my forthcoming discussions and analysis of my data. My analysis will be rooted in the 

theoretical frameworks and core concepts I presented—namely the phenomenological 

lifeworld, illness narratives, and a critical approach towards the structure and provision of 

services. Moving forward, I outline the methods I used to conduct my fieldwork, present 

my analytical arguments and supporting data, and offer recommendations and final 

thoughts.  
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CHAPTER TWO: METHODS  
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Sedona: I am still having problems with my CAG access at home. I call the Help 
Desk, but they haven’t been able to tell me why it is not working.  

 
Research Supervisor: (laughs) Yeah. Everyone that uses CAG seems to have 
issues with it.  

 
Sedona: I have only been able to get it to work a couple of times. I can call the 
Help Desk again but it feels like a waste of time being on the phone for so long 
when they haven’t been very helpful.  

 
Research Supervisor: I asked around about it for you since I do not use CAG, but 
even the few people that have CAG access seem to have given up on it because it 
always has problems. We need to figure something out though because it is going 
to be important for you to have when it comes time for you to do your data 
analysis.  

 
Sedona: Yeah, definitely. I can try calling the Help Desk again. Maybe I will get 
someone that knows something helpful.  

 
Research Supervisor: (laughs) It is worth a shot. You know way more about it 
than I do at this point.  

 

I had issues with the CAG remote access throughout the entire duration of my 

research. It was an annoying, time-consuming problem that routinely prevented me from 

accessing my own research data. I received the clearance to have off-site access easily 

and was given a portable ID scanner before I even received an ID. At one point, I was 

able to find where a local VA IT office was so I could get some help. It was in a building 

that did not make sense for the IT department, hidden at a back corner that required going 

through many large doors and complicated hallways to find. A small placard said “IT” 

next to a large, secure-looking door and there was a note to ring the doorbell. A camera 

was installed above, likely so the staff could see who was ringing the bell. There were 
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secure computers and server machines in the entryway and a bigger room followed where 

the staff seemed to do most of their work. One of the tech guys sat down with me at a 

table, practically recoiling when he saw me pull out a Mac instead of a PC. With the help 

of a second tech guy, they were able to help me, but even they were largely unfamiliar 

with the CAG system and avoided using it.  

Sometimes I think that my access request was approved so quickly and easily 

because my chances of getting it to work consistently, or at all, were probably low. Early 

in my fieldwork when I had not yet begun my official research and data gathering, getting 

CAG to work was not necessarily a priority, so I did not fully grasp the frustration that 

was to come until later. The only thing I could really use it for at that point was checking 

my VA email from home. However, as my IRB-approved research process began, the 

issues with CAG became actual roadblocks to my work. At that point, it was just another 

stress that came with doing research within the VA.  

Sedona’s Fieldnotes: 
I have been struggling with my CAG access at home, and saw an email 

from earlier in the week that said my CAG access had been disabled due to lack 
of activity. I have not been able to get it to work in quite a while, so I was not too 
surprised. I have been having even more issues since they changed the system a 
few months back. I sent in a new request for CAG access. The website has been 
changed significantly. I think that starting over should help my access work more 
consistently since I will be starting over with everything working within the new 
system. 

After finding out that my CAG access had essentially been revoked due to 
not being able to use it for so long, I noticed I had several emails about my access 
that had compiled in the junk folder of my VA email. Why they were in ‘junk’, I 
have no idea. Through more long, aggravating calls with the Help Desk, and my 
own fidgeting around with different internet browsers and my laptop, I seemed to 
have figured out the magic recipe that actually makes CAG work (80% of the 
time). Contrary to what I was initially told, Safari almost never works with the 
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Citrix program and CAG login, and Chrome is the only browser that ever works. I 
also found that I must fully quit the Chrome application prior to plugging in my 
portable ID scanner and inserting my ID into the scanner. If I don’t quit Chrome, 
I get angry-looking error messages that will either say I was unable to connect to 
the VA server, or that I am not authorized to gain access this way. For whatever 
reason, quitting the application before I try to connect and login fixes this issue. If 
any other issues arise after I successfully connect to the VA server, the only way 
to fix them is to start the whole process over.  

While it makes sense that the overarching administration and federal 
government want to protect VA records and limit access to the server, the 
consequence of the power being asserted onto federal employees is that many are 
unable to do the work they are being paid to do. Why does nobody working within 
the IT departments know how to make CAG work for people? Something that is 
supposed to be helpful and provide a way for employees to be productive even 
when they are not on-site, actually significantly hinders productivity of both the 
employee trying to gain access and the IT or Help Desk worker trying to provide 
assistance. Staff joke that it is all part of the bureaucracy of the VA system, but 
should it be?  

  

 These fieldnotes present just a few examples of the research process at the 

Spacious Green VA. Prior to getting started, my professors and mentors consistently 

warned myself and my peers of the unpredictable nature of performing anthropological 

research. However, I am not sure any of us expected my work to have as many surprises 

and roadblocks as it did. It ended up being important that my study in many ways drew 

on a modified Grounded Theory (mGT) research approach. Grounded theory allows for 

the research design to be grounded in the data as it presents itself, and the idea of the 

research itself to come from one’s observations without predetermined topics and 

questions (Charmaz 2013). With slight modification, ‘modified’ grounded theory grants 

the researcher the ability to have a research question and topic chosen before starting the 
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process. This is an important modification because it is time consuming and unrealistic to 

wait for a question to present itself and then design a study. The approach of mGT can 

describe the entire design of a research study and the analysis of the data (Glaser & 

Strauss 1967). It gives researchers the opportunity to place more emphasis on the process 

of research and the ability to analyze the concepts at play, allowing for real-time 

adjustments (Timmermans & Tavory 2011).  

This approach allowed my initial interest in the opioid ‘epidemic’ to gradually 

develop into a multifaceted research question as I observed pain care through an 

internship at a VA. I wanted to know: what are the experiences of veterans living with 

and managing chronic pain in the context of VA care and an opioid epidemic? I decided 

to focus on veterans because of my interest in pursuing military medicine. When I started 

looking into opioid use among the veteran population, I found a high prevalence of 

chronic pain. This further piqued my interest due to my personal experiences with 

chronic pain. While exploring settings that would allow me to research chronic pain and 

opioid use among veterans, it made sense to look into the VA health care system. My 

research question, therefore, represents the unfolding of the methodology, theory, and 

analysis choices I will further outline in this chapter. The mGT approach ended up being 

an important way for me to make adjustments as needed, which I needed to do in order to 

navigate the bureaucratic nature of the VA.  
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Field Site 

My thesis fieldwork took place at a VA Medical Center, which provides 

healthcare to veterans with chronic pain. The US government has provided medical 

facilities for veterans officially since 1811. The Veterans Health Administration 

expanded services and medical facility sites significantly during World War I. There are 

now 1,600 VA health care facilities, one of which is where I first interned and later 

conducted my fieldwork for this research (“VA History” n.d.). The first time I went to the 

VA that became my field site, my initial impression was as follows:   

Today I visited the Spacious Green VA for the first time. It was nothing like I 
expected. I drove onto the property and began passing large brick buildings that 
were spread out with well-maintained grass and pathways in between. Each 
building has a number and there are signs with arrows indicating where each 
building is located. (Field Notes, September 2017)  
 

As I walked around the campus, it was open and had plenty of green spaces, which is 

why I decided to give it the pseudonym of ‘Spacious Green VA’, or SGVA for short. As 

my internship began, I noticed that in the warmer months, it often smelled of freshly cut 

grass and a nice breeze would blow through the trees. The American flag and a Prisoner 

of War/Missing in Action (POW/MIA) flag flew high up the flagpole every day. Posted 

signs indicated the services provided in each building and had arrows to help navigate the 

campus. While the campus was rather large and spread out, my research mainly focused 

on 'pain clinics' offered in conjunction with primary care and mental health services. 

Clinicians provided health services in a building that had many clinics and waiting 

rooms, all of which were difficult to navigate at first due to the confusing set-up of the 
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building. The hallways and tunnels seemed endless. It was clear the buildings were 

outdated and there was constantly construction going on. 

As I walked around the site, I saw many older veterans, many of whom had 

served in the Vietnam War era. While some walked slowly or limped, others required the 

aid of a walker or wheelchair. Most of the veterans were older, likely having served 

before the Post-Cold War Era (1990-2001), Operation Enduring Freedom (OEF) (2001-

2014), and Operation Iraqi Freedom (OIF) (2003-2011). I infrequently saw women 

veterans. However, much of the clinical staff at the VA were women and it was rare for 

me to see clinicians who were men. This was one of my first observations when I started 

coming to the VA on a weekly basis. I found it to be an interesting antithesis to the 

powerful 'male doctor role' analyzed within social science analyses of biomedical culture. 

This gendered aspect was an unexpected part of my observations of receiving care at a 

VA facility.  

Both veterans and staff often chatted around the campus and hung around the VA 

campus. Many of them said hello to people they knew as they walked the halls. The sense 

of community became clearer as I saw the same veterans week after week. Staff and 

veterans often ignored my presence as I walked around with my VA ID card pinned to 

my shirt or hanging from a lanyard. This lack of acknowledgement was likely because 

many medical students, fellows, and clinical trainees have only short-term rotations at the 

VA. It was not unreasonable for 'regulars' to assume I belonged to one of those groups of 

temporary employees.  
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Cafeteria as a Meeting Place  

It was not until I started spending time in the VA cafeteria that I became a 

common face to both staff and some of the veterans—likely because my presence as a 

young woman was more unusual in that space. The majority of those in the cafeteria were 

non-clinical male staff (construction workers, maintenance workers, landscapers, etc.) 

and male veterans. Small tables meant for two people were pushed together in long lines 

in the center of the room. Single tables were scattered around the edges and pushed up 

against the walls. There were often informational advertisements folded so they stood up 

on their own at the center of each table. The advertisements typically mentioned special 

lunch deals or VA services and events. Many sat alone and watched the news—CNN and 

FOX News played on separate TVs—while a few sat and talked with friends. Sometimes 

small groups of veterans would meet there to have breakfast or lunch together. When this 

happened the cafeteria was much louder, filled with booming voices telling stories. Other 

times, between the breakfast and lunch rushes, the cafeteria space would be almost 

completely silent.  

I would stop by the cafeteria for breakfast or lunch depending on what I had 

scheduled for the day. My breakfast of choice was usually biscuits and gravy with 

potatoes. I also enjoyed getting a slice of pie. There were always plenty of tables and I 

could get a little work done or catch up on my emails while I ate. After spending time in 

the space, it was clear that veterans spent time in the cafeteria while at the VA and felt 

comfortable there. This was one of the reasons I later decided to utilize the cafeteria 
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space to meet with veterans for some of my interviews. It may have been a little noisier 

than a consult room in a clinic, but it was more casual and familiar. 

 

Becoming an Employee for Research 

To first intern and later conduct my research within a VA site, I had to go become 

a WOC to get official status as an unpaid employee. It seems that everything in VA has 

an acronym. A WOC (pronounced wa-k) was short for a Without Compensation 

employee. I was required to complete all the same paperwork as employees, but without 

being compensated. There was extensive paperwork required for credentialing, human 

resources, worker agreements, and a background check. I also had to complete a variety 

of trainings focused on privacy, security, ethics, employee conduct, patient rights, and 

safety measures. This entire process took approximately twelve weeks. I then had to get 

some additional approvals to gain access to the medical record system and the ability to 

connect to my VA desktop from home remotely for future research and data analysis.  

Once this was complete and I received my VA identification card, I was ready to 

get started – as an unpaid volunteer, interning before I could seek approval to do 

research. This internship period consisted of sitting-in on case reviews and clinical 

meetings, and assisting with small projects in the office space. I was welcome to 

contribute to conversations and ask questions in the clinic office and meetings. However, 

I was not allowed to be present during clinical patient appointments unless there was 

room for me to observe—there never was.  
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Essentially, I was as a volunteer researcher who would have to operate under a 

fully employed supervisor. I met my supervisor at an academic meeting. She offered to 

assist me with my research since she was also a medical anthropologist and worked at a 

national research center located in a building at this VA. This supervisor acted as my 

principal investigator (PI). Since I was working under the research department, I also 

spent time in the building where most researchers had their offices. This building did not 

have any clinical space and therefore had a much different environment, which the 

following fieldnotes describe. 

The building and campus overall does have a weird vibe to it. The [employee A] 
comments that she feels like it is haunted almost, definitely a little creepy, her 
office doesn’t even have a window, just a large blacked-out glass pane. 
Everything is quiet. There are bright white walls everywhere, with the exception 
of corner meeting offices and large rooms having brick walls. Later on, I noticed 
paint peeling off of the ceiling in the stairwell. [Employee B] sees me notice and 
comments “there are no patients in this building”. (Field Notes, September 2017)  
 

The employee’s point in saying “there are no patients in this building” was that resources 

and funding go towards clinical buildings. Buildings that are only for staff are not as high 

of a priority. For example, there was a period during my research where my supervisor’s 

office had a giant hole in the ceiling where water would come through. Maintenance 

addressed it by hanging a tarp above her desk, which then connected to a funnel for water 

to go through. This temporary solution did not always prevent water from falling down 

onto the desk. I never saw anything like that in the clinical buildings. The VA is often 

under scrutiny for their patient care, so it is not surprising that they funnel the money they 

have towards buildings that are for patients.  
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 I was not entirely sure what these differences between research and clinical 

departments would mean for me moving forward. While the SGVA as a whole had 

outdated infrastructure, the research building was particularly siloed from the rest of the 

campus. The space was all so different than the hospital and clinical spaces I had worked 

and volunteered in in the past, so it consistently stood out to me throughout my 

fieldwork.  

As a WOC, I gained access to the SGVA server and medical records for research 

purposes. All VA-related information was kept secure on VA servers, which were 

difficult to access from outside the VA. This security feature helped protect government 

computers and patient medical records, but made doing my work difficult at times. My 

work often required the use of a VA computer so I could access email, the medical 

record, and my study files, following IRB approval. I was able to use extra computers in 

the research building and grew used to its quirks, appreciating its quiet environment but 

not its clunky, outdated computers. The computers too were old and slow, in part because 

there are limited funds for computers and in part because they run a variety of security 

software which make the systems run slowly. I also had meetings there and became a 

familiar face to some of the other researchers. Between the guidance of my supervisor 

and the advice of other researchers, I was able to jump through the necessary hoops and 

navigate my internship, and eventually, thesis research at the VA. 

 

 



	

50 

Research Process 

In this section, I will describe the entire research process, from getting into the 

VA, through approval, on to the data I collected. As an anthropologist I used an 

ethnographic study design. This entails studying people in the “field” (a naturally 

occurring environment) to observe and learn about normal occurrences and social 

meanings behind them (Brewer 2000). Ethnography often utilizes qualitative interviews 

and participant observation to gather data for research. My plan was to conduct semi-

structured interviews with veterans who have chronic pain, and a variety of staff 

members. Participant observation and fieldnotes added to the data I planned to collect via 

interviews and to provide more context. The research was first and foremost ethnographic 

in nature. 

 

Service Learning Internship Placement 

Before starting my official research, I spent around nine months interning within a 

specialty pain clinic that focused on opioid medication management. This volunteer 

internship placement was part of a requirement for my academic program. It allowed me 

to have time to familiarize myself with the site, the clinics, the services available, and the 

VA system before submitting a study proposal for approval. This familiarity also allowed 

me to be aware of recruiting difficulties and ways my methods may require changes in 

order to collect the data I needed. 
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This internship mostly consisted of attending weekly meetings that focused on 

patient case reviews. During this time, I did not sit in on clinical patient appointments 

because I did not have credentials for clinical work, but also because the interdisciplinary 

nature of the clinic meant there were already several people in the room. Instead, I spent 

many hours in a shared office space surrounded by staff who addressed chronic pain 

management from a variety of perspectives. About a dozen people shared the four 

computers in this very small office. Staff from different disciplines worked together to 

figure out the best ways to help veteran patients on a case-by-case basis. Observing in 

this space allowed me to learn about chronic pain management and VA healthcare to 

provide the context needed to address my research question. 

These staff members were mostly women nurse practitioners, psychologists, and 

psychiatrists. They made me feel comfortable and welcome. They would always take 

time to ask me how I was doing and included me in casual conversations about their 

lives. When someone would bring in snacks or breakfast, I was always welcome to help 

myself. I was able to build rapport with the staff and feel comfortable in the clinical space 

of the VA prior to recruiting participants for interviews. While I have previous 

experience working and volunteering in clinical settings, each operates differently, and 

the SGVA took time for me to get used to. However, my background likely aided in my 

ability to relatively quickly feel comfortable in my field site.  
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Protocol Development   

A protocol is the formal outline of the research process. It outlines what a 

researcher plans to do and the requirements for how to do it. In developing my research 

protocol, I planned to use aspects of both phenomenology and mGT for my research 

approach. Anthropologists have used phenomenology, particularly a critical 

phenomenology, to study how “political, social, economic, and discursive formations 

intersect with the operations and felt immediacies of bodies in a number of sociocultural 

settings” (Desjarlais & Throop 2011, 93). This method also utilizes what Husserl, the 

founder of phenomenology, called lebenswelt, meaning lifeworld (Becker 2004). To 

understand one’s lifeworld, it is important to consider their lived experience. This 

approach allowed me to let the participants’ stories form a narrative of their individual 

lived experience to better inform my understanding of how chronic pain affects their 

lives.  

At the beginning of this chapter I explained how mGT informed my research 

process as a whole. I also used a mGT approach so that I could code and analyze data 

empirically, with the end goal of forming a theory to explain the data overall (Charmaz 

2013). Combining these approaches was appropriate to focus on the veterans’ 

experiences while keeping in mind the context of care provided by the VA and the effects 

the current opioid ‘epidemic’ has had on chronic pain management.  
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Study Approval Process 

My study had to be reviewed by two Institutional Review Boards (IRBs) because 

I was a graduate student performing research for the purpose of completing a master's 

thesis, but I was doing so at a fieldsite that had its own research department. Therefore, I 

had to submit a protocol for review and approval to both the IRB at my university, and 

another to the SGVA IRB. I submitted my study to the Boston University Medical 

Campus Institutional Review Board (BUMC IRB) for review through their standard 

online submission system. A reviewer for the IRB requested clarifications and further 

information on certain aspects of the study. After I submitted my responses to the 

stipulations there were no further requests to change any aspects of my research design. 

The proposal received EXEMPT status approval in April of 2018. The BUMC IRB 

review process took about three weeks.  

I also had to submit my study to the VA IRB for full human subjects review since 

I was performing research at a VA site. This process was much more drawn-out and 

complicated. The VA IRB had seven steps in the review process. First, I worked closely 

with my VA-based supervisor/Principal Investigator (PI) while developing an extensive 

proposal packet, which included informed consent forms, HIPAA forms, interview 

guides, information sheets, and recruitment flyers. The BUMC IRB also reviewed these 

documents, except for the HIPAA forms because they viewed the research as “exempt” 

from full human subjects review due to the low-risk nature of fully de-identified 
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ethnographic/qualitative interviews. The VA IRB review process began with submission 

to a Scientific Review Subcommittee in March of 2018. The purpose of Scientific 

Review is to establish that the study is scientifically sound. This is the first step in being 

ethical.  

During the Scientific Review meeting, a few physicians were concerned about my 

safety conducting the study. They questioned if the nature of the study could potentially 

put me, the researcher, in danger. Unfortunately, the physicians’ concerns about whether 

it would be safe for me to interview this patient population were not surprising. Overall 

there is concern with potentially disruptive behavior from Veterans. This message was 

consistent with how the VA trains new employees. Since I had to go through new 

employee trainings, I experienced this first-hand. I was required to attend a “Routine Risk 

Prevention and Management of Disruptive Behavior” training where presenters explained 

how veterans interact with each other and with VA staff. They talked about all the 

different ways staff can prevent dangerous situations and the ways that (they consider) 

veterans can be dangerous. Preventive measures recommended include never leaving 

pens, pencils or scissors out where a veteran patient can get to them and never letting 

yourself get backed up into a corner in a consult room. They also explained how anything 

could be used as a weapon and told us different ways to contact the VA police, including 

a silent alert keyboard shortcut. While not the typical experience, violent or dangerous 

events do sometimes occur at VA sites. My experience with this training showed me why 
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the physicians at the Scientific Review meeting might be concerned. This precautionary 

attitude is part of the culture at the VA. While it was disheartening to learn of such strong 

concerns during my study’s IRB review process, it was not a totally unreasonable. 

However, during the year I spent at the SGVA and many of those months within a 

specialty pain clinic, the clinicians I worked with rarely voiced any such concerns.  

After Scientific Review Subcommittee approved my study, the next step in the 

approval process is the Safety Review Subcommittee and Institutional Review Board 

(IRB). As part of the review process, my VA PI and I went to an in-person meeting with 

members of the IRB. A group of about ten people sat around a large, oval table in a room 

with a couple of dozen chairs crammed into every available space. Scattered over the 

table was dozens of piles of paper—other studies submitted for review. There was also a 

conference phone in the center. I soon found out additional reviewers were phoned in as 

well. As the meeting started, the board members were prepared with questions. This 

committee reviews all research taking place at the facility ranging from database studies, 

to wet lab research, and clinical studies. While some of the studies are qualitative, they 

have very little familiarity with ethnographic studies aside from those of my PI. A further 

explanation was needed for methods such as field notes and observation. A woman 

transcribing the meeting took down notes on issues the board members wanted my PI and 

I to address. We received the notes a couple weeks later and made the requested changes 

to our study proposal. The submission was then passed along for additional reviews.  
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After the IRB, the next steps are having the project signed off by the Information 

Security Office (ISO) and Privacy Officer (PO). Their jobs are to ensure that the study 

data are maintained in a way that is both secure and helps protect the privacy of research 

participants. An Information Security Officer approved the study proposal. Then it was 

sent to a Privacy Officer. Unfortunately, there was no PO on staff for our site at the time 

so the proposal was routed to one at a different location. This set back the approval by 

about a month. During this time, my PI and I were unsure what the hold-up was. We tried 

to get in touch with people involved in the review process to find out the status of the 

study. When an IRB contact told us it was scheduled for final review at an upcoming 

meeting, I was excited and ready to get started. At this point, I was already behind 

schedule, according to my academic program (where I had received IRB approval months 

earlier). However, my study was not reviewed at the next scheduled meeting because it 

still had not been seen by a PO.  

The following month was frustrating and I began to worry I would not be able to 

complete my research within the timeline set in place by my academic program. I started 

to scramble to figure out a way to start interviewing and decided it would be best to 

submit amendments to the BUMC IRB so I could recruit and interview at additional, 

alternate sites. Thankfully, just as I was panicking about how to recruit in new sites, I was 

notified the VA Research & Development board received my study. The VA ultimately 
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signed off and I received final approval. This whole VA review process took about three 

and a half months—six weeks longer than I had anticipated.  

 

Final Protocol 

The final protocol allowed for semi-structured, open-ended qualitative interviews 

with veterans over eighteen years of age who speak English, receive care from the 

SGVA, and self-report experiencing chronic pain. I elected to use self-report because of 

what the VA IRB would consider privacy reasons, so I would not be looking into a 

medical record prior to enrolling a participant in the study. As I discussed in Chapter 

One, chronic pain diagnoses can also be complicated and difficult to determine. 

Therefore, requiring that participants only state that they feel they have had chronic pain 

allowed me to focus on the experience of the veterans. I also received approval to review 

enrolled participants’ medical records for the previous six months to gain a better 

understanding of their health overall and how their pain affects their health. This allowed 

me to identify and analyze possible comorbidities and possibly evaluate syndemic 

interactions suggested by their experiences.  

Anyone employed at the SGVA that interacted with veterans who have chronic 

pain, or had knowledge of chronic pain, were also eligible for interviews. I intentionally 

left staff inclusion criteria open to any employees so that I would have the option to 

interview non-clinical staff, such as peer specialists, social workers, or administrators. In 
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addition to interviews, I also took fieldnotes on my observations at the VA to provide 

context for the setting and how things work throughout the VA system of care.  

 

Data Collection  

 Up until this point, I have laid out how I prepared for the gathering of my data. 

The review of my study took time, but once I got the email confirming final approval I 

quickly started putting my research plan in motion. It was once again a slow-starting 

process, but eventually came together so that I was able to interview fifteen participants 

in only a couple weeks. In this section, I outline my recruitment process, gaining consent, 

conducting interviews, transcribing interview, and coding and identifying themes.  

 

Sampling & Recruitment  

Recruitment was a slow process due to restrictions on my ability to approach 

veterans and limitations on recruitment materials and how I distributed them. Therefore, 

while I had inclusion criteria that lent themselves to purposive sampling, I also had to 

rely on opportunistic, or convenience, sampling. When the VA officially approved my 

study and I was able to begin recruiting, I started with the staff members of the pain clinic 

whom I already knew out of convenience. I scheduled three interviews over the course of 

three weeks with the hope that things would pick up. Instead, I experienced a lull in 

interested staff members, whose schedules made it difficult to meet with. Unfortunately, 

during the review process nobody ever told my PI and me that my recruitment flyer could 
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not be approved through the IRB. I tried to get my flyer to the correct person for review, 

but the person holding the position was new to the VA and was not sure what to do with 

it. I submitted the flyer for review online as well, but I never received a response. This 

meant that I would have no way of connected with veterans to inform them of the study. 

Therefore, I ended up having to rely on staff to help recruit veterans with chronic pain 

and provide me with opportunities to reach them.   

After a couple weeks of numerous attempts to reach more potential participants, I 

began to worry I would not be able to interview any veterans. This was problematic 

considering that I intended to focus on veterans’ narratives and their lived experiences. 

After running into a psychologist who had been a key informant for me within the 

SGVA, and pain care specifically, she invited me to a support group meeting so that I 

could tell the veterans that attend about my study. I happily went to the meeting, hoping 

for two or three of the veterans to be interested in participating. I gave my elevator 

speech, explaining what my study was and how they could contact me, and then stayed 

for the meeting to observe. Once the meeting ended, the veterans who wanted to setup 

times to meet with me to do interviews quickly surrounded me. I scrambled to write 

down dates, times, and locations of interviews in the margins of one of my own 

information sheets as I stood in the hallway with ten veterans circled around. I wrote 

down all the times, thanking them for their interest. Their overwhelming interest was 

surprising, but also showed how much veterans with chronic pain wanted to share their 

experiences with the hope that it may improve care for other veterans.  
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Consent Process 

I conducted all interviews in person at the SGVA and recorded them with a VA-

approved recording device. Before starting each interview, I reviewed the informed 

consent form with both veteran patient participants and staff participants. Both the 

participant and I signed the informed consent form. Veteran patient participants were also 

required to sign a HIPAA form since we were discussing their health, and to confirm that 

I would have access to their medical record. As I explained the forms, I emphasized that 

participation in the study was voluntary and that they controlled the interview. I told 

participants that they could choose to not answer any questions they did not want to 

discuss, stop the interview at any time, and withdraw from the study at any time. Once 

the study documents were signed, the participant was considered enrolled in the study. I 

kept all signed forms on-site at the VA, stored securely and according to the VA’s 

security protocols.  

 When reviewing the consent form and HIPAA form, I told all participants they 

would receive a summary of the study results once I was done with the analysis. I 

collected mailing addresses for veterans and e-mail addresses for staff so I could 

distribute the summaries later on. I chose to disseminate study results back to the 

participants because I thought it was important to let them know what came of the study 

that they took the time to participate in. For staff, I hoped that the results would aid in 

their ability to communicate with veterans about their pain and treat it more effectively. 
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For veterans, I hoped receiving the summary may make them feel their story was heard 

and taken seriously. 

 

Interviews 

When I attended the support group, a veteran approached me wanting to do an 

interview right then. I was able to utilize a room close by and that was my first veteran 

interview. After that, I was able to complete seven more interviews over the following 

week with veterans who all came from that meeting. I also interviewed four more staff 

members. This left me with a total of fifteen interviews—eight with veterans who had 

chronic pain and seven with SGVA employees. For this thesis, each participant has a 

pseudonym to protect their identity (See Table 2.1; 2.2). However, some participants fit 

in both categories. The only male staff members were veteran peer specialists. I only 

interviewed one female veteran—a nurse at the VA. The remaining employee participants 

were female civilian clinicians and healthcare workers.  (See Figure 2.1)  
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 Military Service Health Conditions of Note 
Veteran 

Participants 
Age 
Range 

Military 
Branch 

War Era Arthritis PTSD Depression 

Greg 70-75 Navy Vietnam War Yes Yes No 
Joe 55-59 Army Post-Vietnam 

Cold War 
Yes Yes Yes 

Bob* 70-75 Army Vietnam War Yes ~Yes No 
Phil 65-69 Army Vietnam War Yes No Yes 
Jim* 65-69 Army Vietnam War 

– Operation 
Enduring 
Freedom (31 
yrs) 

Yes ~Yes ~Yes 

Matt 55-59 Marines Post-Vietnam 
Cold War 

Yes Yes Yes 

Sam 70-75 Air Force Vietnam War Yes ~Yes ~Yes 
Ben 65-69 Army Vietnam War  Yes Yes Yes 
Table 2.1: Veteran Participants 
*Are also VA staff, working as Peer Specialists 
~Indicates uneasiness with the diagnosis 
 
 
SGVA Staff Participants Gender Job Title 
Jack* Male Peer Specialist 
Barb Female Registered Nurse (RN) 
Mia Female Psychologist 
Sue Female Clinical Pharmacy Specialist 
Anne Female Psychologist 
Janet* Female Nurse Practitioner (NP) 
Grace Female Psychiatrist 
Table 2.2: SGVA Staff Participants 
*Are also veterans 
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Figure 2.1: Study Participant Breakdown 

 I used a different semi-structured interview guide for staff and for veterans. Both 

guides gave the interviews some general structure and reminded me to not forget to 

address a few specific points if the discussion got off-topic. However, the semi-structured 

nature of the interviews also allowed participants to tell me anything else they thought 

was relevant or important for me to know. This also allowed me to ask questions that 

were not on the guide, but would aid in my understanding of what participants shared 

with me. Staff interviews mostly consisted of discussing treatment methods and programs 

offered within the VA, as well as concerns or wishes for structural improvement. Veteran 

patient interviews were broader, asking about their lives and health overall, their chronic 
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pain history, how chronic pain affects their lives, and their experience with VA health 

care. I also collected demographic information for the veteran patient participants.  

Interviews lasted anywhere from approximately twelve minutes to an hour, with 

veteran patient interviews typically lasting longer than staff interviews. Locations of 

interviews ranged from the cafeteria, clinical consult rooms, offices, and outside on a 

bench. After the completion of interviews with veteran patients, they received $15 in 

CVS gift cards as a small thank you for participating in the study. I specifically used CVS 

gift cards because SGVA typically uses them because they conform to the necessary 

criteria.  

 

Transcription  

After I completed interviews, I uploaded the audio recordings onto an encrypted 

VA computer and saved them in a private study folder. I then transcribed the recordings 

verbatim, with the exception of removing names mentioned during interviews in order to 

protect the privacy of those who were not present. Participants were also given a unique 

code for the transcripts rather than their names to protect their privacy. A master log was 

stored securely at the VA site and kept separately from the study data.  
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Coding Themes 

I coded each transcript and added memos for later analysis. I used a priori codes 

based on common themes seen in literature and observed during my internship. These 

codes provided a starting point for more obvious aspects of chronic pain. However, the 

empirical codes I developed later as I analyzed each interview were key to gaining an 

understanding of the data collected.  

As participants reported their diagnosed medical conditions, symptoms, and 

structural factors, I tracked and tallied these for later analysis and consideration as 

possible syndemic factors. There were three common medical conditions veteran 

participants experienced in addition to chronic pain. All eight people I interviewed 

reported having arthritis, adding to their chronic pain. Additionally, six veterans reported 

PTSD and 5 reported depression as conditions they either experienced, or were diagnosed 

with by VA staff. All veteran participants served in the military during, or right after, the 

Vietnam War, making them of older age (from 55-75 years old) and male. Five had 

served in the Army, while the remaining three served in the Air Force, Navy, and 

Marines. (See Table 2.1) 

As I present in-depth in Chapter Three, my analysis of veterans' interview data 

and my observations revealed that veterans spoke of their chronic pain in similar ways. 

The belief behind how their chronic pain began was largely rooted in specific events that 

occurred during military service. They also had tried many of the same pain management 
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methods, but were still struggling with chronic pain. The way they sought agency and 

support was also consistent, with a large reliance on fellow veterans, or “the guys.”  

 Staff from the SGVA who participated in this study held a variety of roles, but 

were all focused on treating chronic pain as part of their jobs. I perceived six of the seven 

staff members were female, while one (a veteran peer specialist) was male (See Table 2.2 

& Figure 2.1). However, I cannot be sure how they personally identified. While gender 

identification was part of the demographic questions for veteran participants, I was 

instructed not to ask the same questions for staff. Two of the SGVA staff I interviewed 

were also veterans themselves but I mainly report their data as part of the staff-participant 

findings since they focused more on the provision of care and the structure of the VA, 

rather than their own lived experiences as veterans.  

 Themes that emerged in my analysis of the SGVA staff participants were not as 

consistent as those for veterans. I expect this was because the staff had different jobs in 

different clinical areas, and therefore had a greater diversity of different experiences and 

views of treatment practices. Additionally, the two staff that were also veterans did not 

report the same views of patients or VA care. They alternatively shared some aspects of 

overall staff accounts, but focused more heavily on what veterans experience as patients 

and how to treat them. I present my full analysis of staff accounts in Chapters Four and 

Five. Throughout both sets of interviews there was a common theme of how complicated 
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and difficult pain care is at the SGVA, and that there are many structural components that 

get in the way of providing care.  

 Moving forward in this thesis, I present an analysis of the narratives of my 

participants, framed through phenomenology and particularly the lifeworld and illness 

narratives as informed by lived experiences. Additionally, I use a more critical 

perspective to explain the structural and bureaucratic components of the VA healthcare 

system.  
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CHAPTER THREE: A PHENOMENOLOGICAL PAINWORLD 

 
Although the lifeworld is always necessarily structured in particular ways, 
phenomenologists argue that it is not to be mistaken for a static, objective entity. It is 
instead a dynamic, shifting, and intersubjectively constituted existential reality that 
results from the ways that we are geared into the world by means of our particular 
situatedness as existential, practical, and historical beings. (Desjarlais & Throop 2011, 
91-92) 
 
  

Introduction 

 As a young, female researcher unfamiliar to the veterans with whom I spoke 

about their frustrations with life, healthcare, and chronic pain, I went into each interview 

a little nervous and unsure of how the conversation would go. I worried about asking 

questions that could elicit anger, or saying something that made me seem naïve and 

unsuitable to relay their experiences. With each day at the Spacious Green VA (SGVA), 

the staff became familiar with my purpose there and comfortable enough to engage in 

small talk—and I, more relaxed in the space. However, since the participant observation 

of my preceding internship did not include interaction with veterans during clinical 

appointments, to the veterans I interviewed, I was always a person they did not know, 

only exchanging a few words to set-up a time to meet. Despite my outsider status, the 

veterans I spoke with were always patient and took the time to explain things to me.  

Even though I was only able to interview each participant once, I learned so much 

about each of their lives, experiences, and health problems. While each story was 

different in its own way, there were many similarities with how they spoke of their 

military service, injuries, and illnesses. I begin this chapter with a discussion of the first 
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interview I did with a veteran, whom I refer to as Greg, to introduce an example of these 

veterans’ chronic pain-filled lives.  

In this chapter, I use a phenomenological perspective to analyze what veterans 

told me about their lives and health problems. This analysis utilizes theoretical concepts 

relevant to my research questions, but also focuses on how participants experienced what 

they were going through, overall. Through these concepts, I argue that the lived 

experiences of the veterans I spoke with, exemplified by their illness narratives, show the 

development of what I call a ‘painworld.’ The painworld is rooted in the 

phenomenological concept of lifeworld (see Chapter One). It is distinct in that pain is 

central to the lived experience of the world. While the painworld was slightly different 

for each veteran, depending on the onset of pain and lived experiences, it was also 

intertwined in interaction with other veterans and connected to the VA. Communication 

with others that understood how hard it was to manage and live with chronic pain was 

important when communication was lacking or ineffective with loved ones, physicians, 

or other VA staff. Additionally, the illness narratives were not only key to the formation 

of the painworld, but were also how veterans were able to share their lived experiences 

with others, such as myself.   

 

My First Veteran Interview—Greg 

"Greg" was the first veteran I interviewed. As soon as I met him, he asked me if I 

had time to do an interview right then and there. I jumped at the opportunity, but was 

having a chaotic day, and I did not feel totally prepared or organized. I found a room for 
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us to use, and he slowly followed me to it and watched me set up all my forms and the 

recording device. I was nervous for my first interview; though I had been waiting for it 

for months. He was a very big man and towered over me. Greg had a loud booming voice 

and if he had an opinion, he let it out. As someone who plans excessively, and doesn’t 

typically let things get very chaotic, Greg’s physical size and dominating personality 

were a little intimidating for me, especially in that moment. However, his demeanor 

quickly became less intimidating as we talked. He shared many stories and clearly 

enjoyed just sitting down and having a conversation with someone. After he told me a 

little bit about his background, I asked him to tell me about his health and how it had 

changed: 

 Interviewer: Could you tell me just a little bit about your health in general?  
 

Greg: I got a lot of pain. Uh it’s mostly neuropathy...arthritis. I had a series of 
operations between triple aneurysm, hernias, uhh left hip, right hip. Now a 
prostate coming up. Uhh what else…my shoulders are killing me (chuckles and 
shakes head)…Any particular day, it’s whatever decides wants to hurt, hurts. 
 

 Interviewer: How has your health changed over time? Overall, or even more 
 recently.  
 

Greg: I think it’s just I’m slowed down. But it doesn’t bother me because I end 
up—like the other day we went somewhere. Now the reason you heard that 
[veteran name] and [veteran name] were concerned was because I am walking 
slow. So, because I am walking slow, that’s what their concern was when they 
didn’t find me right away.  

 

He told me that his pain slows him down from doing what he wants to do, but that he still 

does what he wants to do. Greg apparently had been slowed down enough that his veteran 

friends were concerned about his ability to get around, hence why they were worried 
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when they were at an event and could not find him. When I asked Greg if he had this 

widespread chronic pain for a long time, he cut me off and immediately responded: 

Oh forever. For uh, I imploded, I hurt myself when I joined the navy, like day 
one…I checked in the next day with a sore back…but I nursed it all through my 
four years…and you know, I’m living with it. I’m learning to live with it…it’s 
been fifty years.  
 

We talked about his medications and he told me he was taking a neuropathy medication 

called Lyrica for nerve pain, but had not taken any opioids in many years. He could not 

remember what all he had taken because it was a couple decades ago, but he did 

remember having morphine pills, which he said made him a “zombie.” He quit those 

because he did not think they worked and he did not like how they made him feel.  

Recently, Greg had also attended a special veterans clinic outside of the VA, 

where they told veterans how they could receive a medical marijuana card. He went with 

some other veterans he was friends with who were interested, but said he was not 

interested himself. He told me marijuana worked for him in the 1970s but that it did not 

impress him today because it is a lot stronger. He used to smoke cigarettes but quit, so he 

was not interested in smoking marijuana. If he was to use any type of cannabis product, 

he said he would maybe try CBD or something liquid that he could drink. Cannabis use 

came up during some of my interviews with both veterans and with staff (see Chapter 

Four).  

Despite Greg’s struggle with pain, which additionally affected his balance, he 

maintained a very active life. He regularly participated in physical activities, such as 

sailing, kayaking, biking, and swimming; he also spoke of doing yardwork year round 
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and doing mechanical work. As he sat across from me, a large, strong man in his 70s 

wearing a hat that denoted his veteran status, I watched him routinely readjust his 

position, stretching out his legs and changing his posture, trying to avoid pain. He talked 

to me about his pain and how it impacted his life, but he did so with both a forceful voice 

and a smile, often laughing in acceptance of his situation. He told me how they (veterans) 

joked about their pain and in the military it’s suck it up, but that he did have severe low 

back pain and severe knee pain. Even though he had a knee replacement, he said it’s still 

wicked pain.  

Moving forward in this chapter, I will present parts of veterans’ lived experiences 

and how they made adjustments to manage their pain in their daily lives. These stories of 

life, health, and illness formed their illness narratives. And together, their experiences and 

narratives compose a what I call a painworld.  

 

Illness Narratives of Veterans with Chronic Pain 

 The eight veterans I spoke with served in different military branches and fell 

between 55 and 75 years old. They all started their military service during, or right after, 

the Vietnam War. They took different paths after their time in the military, some going 

back to school, earning anything between an Associate's degree and a PhD. Many got 

married and had families, some of which ended in divorce, while others had been married 

for several decades. Each lived a unique life and made different decisions, but there were 

also many similarities. Other than all having been in the military, all had chronic pain that 
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affected their daily life; and their overall health status and illnesses were also similar. The 

frequency of other diagnoses can be seen in Table 3.1.  

 

 High 
Blood 
Pressure 

High 
Cholesterol 

Arthritis Heart 
Disease 

Cancer PTSD Depress
-ion 

Diabetes 

Yes 3/8 4/8 8/8 3/8 0/8 6/8 5/8 2/8 
Previ
-ous  

0/8 2/8 0/8 1/8 3/8 0/8 1/8 0/8 

Table 3.1: Common Diagnoses Among Veteran Participants  

 While these diagnoses were common among the eight veterans I spoke with, their 

occurrence was not as straightforward as I expected. For example, many participants who 

reported taking medications for high blood pressure (HBP) and/or high cholesterol did 

not view themselves as actually having HBP or problems with their cholesterol, because 

the medications “fixed” these conditions. Some participants also shrugged off their health 

issues other than chronic pain because they were “genetic.” 

Also of note is that when I asked if people had PTSD, some responded with 

something along the lines of, “well that’s what they say”,  (with “they” being staff at the 

Spacious Green VA).  This uneasiness and being unsure of such a diagnosis may have 

been due to the stigma associated with mental health conditions. They also compared 

themselves to other veterans, which skewed their understandings of what PTSD was and 

what it looked like. When their experience and “symptoms” did not match with others’, 

they began to question what providers diagnosed.  

This range among veteran's understandings of what illnesses they had (or not), 

why they had them, and how they experienced them, are all part of their illness 
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narratives. Arthur Kleinman described illness narratives as a story that a patient tells and 

that how they tell it is important for both communicating their illness but also in 

providing meaning to the experience (Kleinman 1988). By telling me about their health, 

illnesses, and how they were part of their overall life, they provided me with at least part 

of their illness narratives. While some veterans accepted biomedical diagnoses given by 

VA providers without question or comment, others did not always agree with what their 

clinicians diagnosed and put in their medical records. Such discrepancies showed 

differences in how veterans viewed and explained their symptoms and bodily 

experiences. Perhaps even more important, by not agreeing with diagnoses received from 

their VA clinicians, some veterans displayed very different narratives from practitioners. 

Whether or not the clinicians were aware of this discordance was not clear. Veteran 

participants (at least some of them) felt comfortable enough communicating this 

disconnect to me, but if they did not also voice their concerns to their physicians, a 

serious gap in communication likely occurred. The illness narratives of my veteran 

participants in upcoming sections further provide insight into how they viewed their own 

bodies and their pain.  

 

Interviewing Joe 

It was another hot day in August when I arrived at the Spacious Green VA to 

meet with Joe. I went to the cafeteria and setup at a table where he could see me when he 

walked in. I had all my research forms, my interview guide, and an audio recorder ready. 

The room was noisier than usual. I was not sure why there were so many people hanging 
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out and talking. I started to worry my recording would be muffled and difficult to 

transcribe later, but it was too late to change our location. I also did not want to make Joe 

roam around the SGVA looking for a different space, since I knew he had trouble with 

his knees. Once Joe walked in, I recognized him by his buzz cut and deep tan. He was 

tall, maybe 6’3”. He wore a loose tank top shirt and shorts, fitting for the hot summer 

day. His shorts fell a few inches above his knees since his legs were so long, and I could 

see his knee braces. We exchanged “hellos” and he sat down and made himself 

comfortable, having stretched his legs out to the side of the table.  

We finished the necessary forms and started with the interview. He seemed 

reserved with what he was telling me. I could see him thinking about what to say, pausing 

between thoughts, often sitting back in his seat with his arms crossed. As we talked some 

more and I confirmed what he said or showed him I understood where he was coming 

from, he began sharing more about his life and experiences. He told me about his pain 

and his struggle with many other health problems. I was somewhat surprised with how 

laid-back he became while telling me about all his problems and frustrating experiences 

with health care. But maybe that attitude comes after struggling with chronic pain and 

other chronic illnesses for so long. I could not be sure, but it was a common presentation 

from other veterans I interviewed and fell in line with many staff discussions I observed 

that focused on helping veterans to “accept” their chronic pain. I asked Joe how his 

chronic pain started, he said: Probably goes back to basic training when I got hurt. But I 

was just brought up in a way that you worked through whatever was there. You know, 

unless it’s a broken bone or whatever, keep going.  
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Later on in the interview when we discussed how his pain had affected his daily 

life and ability to work, he seemed despondent. He had repositioned himself, sitting 

closer to the table, his elbows and forearms down on the table. He looked down at his 

hands, occasionally looking back up as he told me, When they first told me I was gunna 

be stopping [work]…the way it was put to me made me feel like I was a lump on a log. I 

was, I was useless. It did a number on me for a while. Now that he had not been working 

for a while, Joe said he just had to pace himself because he could only do so much and 

that he had to just deal with each day as it comes. 

When I asked him if he talked to anyone else besides his primary care physician 

about his pain, he told me that he talked to the guys and had some good friends that help 

[him] out a lot. I had met some of the veterans with whom he was friends, but his social 

circle was probably much larger considering how much time he had to spend at the 

SGVA to manage his illnesses. Joe said, We can talk to each other about stuff. ‘Cuz 

we’re all going through the same stuff. Joe then provided an example by telling me a 

story about the previous day. He had been at one of his own doctor appointments when a 

friend called. Joe called back once his appointment was over and found out his friend was 

frustrated about something that happened at the VA. His friend just wanted to vent, so 

Joe told him to go on and vent. Joe recounted this story as if it was something that had 

happened a million times.  

While talking about how he managed his pain, Joe told me that he did yoga, pool 

exercises, swam, and walked when he could. He also told me the role opioid medications 

played in his pain management regimen.  
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Joe: I’m actually on the lowest dose I’ve ever been on [since] before I had 
surgery…in 1990. Yeah, started with taking Percocet every day. Then it was up to 
OxyContin with the pain clinic. They wanted to put in a morphine pump—I didn’t 
want that. Now I’m actually taking like a 10mg of OxyContin twice a day and a 
Percocet in between. Yeah I still have pain but I’d rather keep it where I can 
manage it than take all the opiates like I was before. I don’t like taking what I 
have to, but if I don’t then I can’t get out of bed and move around.  

   
Interviewer: Yeah. Do you have any concerns about the opioid medications? 

   
Joe: I am very anal with it because I know how it felt when I was on a higher dose 
but I’ve had friends that…you know, they have surgery and they have Percocets 
and they had a lot of trouble with it and get addicted. [I] see friends getting 
addicted…it’s…I’m very anal about it.  

 

Joe had reduced (a.k.a. ‘tapered’) his opioid medications down to lower doses at some 

point, but did not provide me with details of how that had worked. He seemed relatively 

happy with the lower doses because of his concerns that people become addicted to 

opioids, but did not seem to think he could realistically get by without his opioid 

medications. His reliance on the medications was not ideal, and he did try other 

approaches to managing his pain, but he accepted his need to take opioids because he 

needed to be functional. 

 

Interviewing Matt 

The day I met with Matt, I sat at my usual table in the cafeteria drinking some 

coffee and eating a pastry. Matt saw me and came over to sit at my table. He was a heavy 

man and relied on a walker, even though he was one of the younger veterans I had met 

during my research. He took a few seconds to get situated, turning the chair outward so 
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he could more easily sit down, and then fidgeted with his walker, trying to decide where 

and how he wanted to place it next to him. We shared a little bit about ourselves before 

turning on the audio recorder and formally conversing. Sitting across from him, I could 

tell that he was uncomfortable physically, and probably experiencing pain. He kept trying 

to readjust his position. He also winced several times while speaking. His speech was low 

and slow, almost laborious. In a way, it reminded me of how Eeyore speaks in Winnie the 

Pooh, except the sadness in his voice was accompanied by frustration. He sounded 

defeated. 

As we started the interview, I realized he was in fact constantly struggling with 

pain all over his body as part of his life, which made it difficult for him to focus on 

anything. When I asked Matt how chronic pain had affected his life overall, he responded 

with the following story: 

Matt: Pretty much every aspect of my life [is affected by pain]. I can’t do the 
things I used to do. And when you’re in chronic pain there’s not much exercise 
you can do so I ended up gaining more weight, plus the medications they have me 
on cause weight gain. It’s a vicious cycle you know.  

  
Interviewer: Yeah. Can you tell me a little bit about how your chronic pain 
started?  

  
Matt: It started probably when I was 17 with the Marine Corps. I got stress 
fractures in both of my feet and I was supposed to be recycled to the beginning 
again to give my feet time to heal, but they put me on light duty. And I couldn’t get 
my boots on so they had me walking back and forth in the barracks all day you 
know…until I could get my boots back on. And as soon as I could get them on they 
put me back out there running and everything. And they just never healed right 
you know. And it started in my feet and worked its way up to my knees, both 
knees, and up the hips and that was…Because I couldn’t keep up with everybody, 
running, because of the pain, somebody decided if they could stretch my legs that 
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I’d be able to go fast. So, what they had me do was sit with my back against a 
wall and get the strongest marine in the unit and have him come over and put 
both his feet on the inside of my thighs and grab my hands and push with all of his 
might and pull my arms. Yeah. Now you could hear stuff tearing apart, so that’s 
pretty much what messed up my hips and shoulders. Not to mention carrying a 
hundred pounds on my back.  

 
Interviewer: Yeah.  

      
Matt: There’s a lot of things that cause it [pain] you know, and it just got worse 
over the years. And drinking used to help, but when my kids got older I said I 
can’t be doing this, so I gave up the drink, but then the pain came back worse 
than ever.  

 
I asked Matt more about what methods he had tried to manage his pain. He told me he 

had tired relaxation therapy, meditation and group classes, and used to try swimming to 

help. He said meditation did not really work for him but that it worked for a lot of the 

guys and that the main reason he went was to support them. He had been to physical 

therapy several times, and tried acupuncture and nerve blocker injections for his back, but 

said they did not work either. When discussing pain medications he told me: 

They used to give me the Tylenol with codeine in it and the OxyContin. And that 
used to help take the edge off but it never really got rid of the pain that much. And 
now all they give me is, when I’m lucky, is some Tylenol. They don’t do anything 
to help with the pain you know. For some reason they think we’re all addicts or 
something…This opioid epidemic, you know it’s good that they’re trying but for 
those of us that don’t have an addiction, we’re stuck with the pain, you know? 
 

Matt was someone who appeared to be struggling more than the other veterans I 

interviewed. He had not taken any opioid medications in a couple years and had been 

unable to find anything else that helped with his pain. He said he had to just take it slow, 

one thing at a time. Matt did also attribute his depression to his pain, saying when you’re 
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in pain it causes severe depression all the time and you don’t sleep, every time you move 

when you sleep you wake up in pain. While Matt lived with his son, who he said did help 

him out, he felt his chronic pain isolated him from others.  

While Joe and Greg seemed to have adopted the view that their pain was never 

going away and that they had to accept it and find ways to live with it, Matt was really 

struggling. Greg was the most positive of the three and maintained a relatively active 

lifestyle. It is hard to say why this was the case, or maybe Greg just wanted to put up a 

strong front, despite his pain. The contrast between how Matt, Joe and Greg talked about 

their lives and health concerns provides some insight into the range of experiences even 

among a relatively small group of eight older, male veterans. Overall, these three illness 

narratives and my interviews as a whole revolved around life, health, and chronic pain. 

While each story was complex and unique, the similarities were enough to create a shared 

world that went beyond a shared military culture. The following sections analyze 

additional components of veterans’ lived experiences, illness narratives, and the 

interactions that formed the painworld.  

 

Military Service and Related Health Problems  

 All the veterans I spoke with had chronic pain, but they did not all have similar 

stories about how their pain began. Some remembered specific days and events during 

their military service that started a downward spiral toward severe chronic pain. On the 

other hand, some did not know what may have caused the beginning of their pain or did 

not start to experience chronic pain-related problems until much later in life. In the 
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previous sections, I told parts of Joe, Matt, and Greg’s stories. All three of which 

remembered a specific period of time or event early on in their military service that they 

believed started their pain-filled life, which they relayed to me through articulating their 

illness narratives. 

While most I spoke with served for fewer than five years, one Army veteran, Jim, 

had been in the military for over thirty years. Jim did believe his chronic pain was due to 

his military service, but he did not specify a particular event that may have started it like 

others did. Length of time spent in the military was not outwardly apparent, but as I 

spoke with Jim, I learned how much his service had harmed his body. He had severe pain 

in both of his knees, shoulders, back, and spine. He also struggled with anger and 

anxiety—which he believed was related to PTSD from his Army days. Both Jim’s 

physical body and his mind suffered from the decades of rigorous physical activity and 

time spent in war settings. Reading his medical record for even the last few months was 

overwhelming. He had so many physical tears and degeneration throughout his body; I 

was actually surprised he was able to move around as well as he did. Along with his 

laundry list of health problems, he also had a record of trying many different treatment 

methods. He told me of several during our interview, but the frequency with which he 

attended appointments at the VA showed just how determined he was to get better. When 

it came to military-related injuries and illnesses, Jim’s body had perhaps the most explicit 

examples of long-term impact.  

Another Army veteran, Bob, was only in the service for a few years. Unlike Jim, 

he thought he knew what event during his service may have started his pain.  
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Interviewer: What do you think may have caused your chronic pain? 
 
Bob: I have radiopathy [likely radiculopathy or sciatica] or whatever in my legs. 
I’ve got chronic damage to my spine that I received years ago. I had to jump out 
of a chopper about 35 feet with a full rucksack and so I got some 
damage…Someone said to me a long time ago, “well did you put in a claim?” 
and well, no. (laughs) I scrambled for the tree line. You have to understand where 
we were.  

 
At some point, someone asked Bob if he filed a claim for the injury he experienced while 

jumping out of a helicopter. He laughed while retelling this to me, thinking it was a silly 

question because he had of course been more concerned with getting to the safety of the 

trees than filing paperwork for some back pain.  

Throughout our interview, Bob told me about how this injury and subsequent 

chronic pain affected his life. His biggest struggles revolved around his inability to sit or 

lie down for extended periods of time. Before he retired, he had worked for a company 

but ended up having to leave once his pain became so bad that he could not manage it 

well enough in a structured office setting and schedule. He quit his job and began 

consulting so he could work from home. This allowed him to be more flexible, only 

working a couple hours at a time and not having to sit down in a chair as much. Bob also 

had difficulty sleeping through the night. He talked about how his body would get stiff 

and that he would feel weighed down. Bob’s solution to getting better sleep was to get up 

and take a hot shower to loosen up his muscles and joints, and then go back to bed for a 

sort of “round two” attempt.  

 The pain that Bob experienced when staying still greatly influenced how he 

viewed his pain and how he managed it. Like others, Bob tried to maintain an active 
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lifestyle. He swam and did exercises in the pool regularly, went to yoga class, a variety of 

therapies, golfed, and spoke highly of mindfulness practice. He told me: 

My mantra is…a body that rests tends to stay in rest, and a body in motion tends 
to stay in motion…You know, nothing ever goes away. Chronic pain is chronic 
pain, but as I’ve learned in mindfulness, pain times resistance increases suffering, 
and pain times acceptance reduces suffering.  
 
In contrast, Phil, had been healthy for most of his life, not having experienced any 

health problems from his Army days. It was not until he got into his sixties that he started 

having issues with hip pain. Indeed, he now experienced chronic pain that negatively 

affected his day-to-day life, but the onset was much different from Greg, Matt, Joe, Jim, 

and Bob. Phil was now beginning to form his own painworld as a military veteran with 

chronic pain. Those for whom a service-related injury led to their present illness typically 

spoke of their pain as something they accepted and worked around as needed. In contrast, 

Phil was still struggling to understand where his pain came from and how to make 

adjustments to avoid worsening its effect.  

Interviewer: Can you tell me a little bit about your health in general? 
 
Phil: Well, (chuckles) I used to be the Energizer Bunny...I would sleep maybe five 
or six hours a night and I’d be up and I’d be flying all day...But um, I just feel 
really tired all the time. And everything that I do now is a big effort...I’ll get home 
at one or two in the afternoon, and there’s a lot of times I just feel so tired that I 
don’t want to eat anything and I just want to sleep. I don’t understand that…I 
know these things need to be done, but I’m just having a very difficult time getting 
the stuff done. And that’s something else I don’t understand either. It seems I’ve 
gone from the Energizer Bunny to a slow turtle, but I want to get back up to that 
point.  
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Phil had a hard time with how his pain had slowed him down. Others, such as Greg, also 

spoke of how pain slowed them down overall and in their day-to-day lives. However, 

they explained that taking more time to do things, pacing themselves and slowing down 

were ways to manage their pain better, and did not describe them as much as a burden 

caused by pain, like Phil did.  

The different experiences of these veterans created a variety of illness narratives. 

The narratives of those that remembered specific events during their service which 

caused an injury leading to chronic pain had a different story to tell when compared to 

someone like Phil. The onset of chronic pain was key to their illness narrative as a whole. 

It was the root of their pain and often the center of their painworld. Therefore, those who 

had struggled for decades had a longer and more developed story—they also seemed to 

have a better understanding of, or at least accepted, their situation.  

 

Comorbidities & Inconsistencies  

While some comorbidities (co-occurrence of health conditions) can become more 

prevalent as one ages, some veterans' multiple health problems are more directly 

connected to time spent in the military. Six of my eight veteran participants attributed 

their chronic pain onset or exacerbation to military service. It is hard to say if this was 

also directly connected to the prevalence of arthritis among the group, because both age 

and occupation may have had a role in the onset and progression of their arthritis, which 

all eight reported. However, PTSD, which six of the veteran participants said they had 

been diagnosed with, was a condition more clearly rooted in experiences with the military 
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and war; only two told me they did not have a PTSD diagnosis. Even so, the “yes” 

answers were not always straightforward. For example, responses to my question “Do 

you have PTSD?” included: “they call it anxiety”, “depends who you talk to”, and 

“that’s what they say.” While not all felt they actually had PTSD, one who felt he did was 

told he actually had something else, such as anxiety.  

Inconsistencies between patient and provider narratives, as well as uncertainty 

among patients regarding diagnoses were also present when discussing depression. Only 

one veteran provided a straightforward “no” answer when I asked if they had depression. 

However, of the seven that reported “yes”, three were vague, describing the occurrence as 

“sometimes” or “a little.” Similar to the PTSD diagnosis, one also said their clinicians 

told them they had depression, but that they did not feel that was accurate.  

This apparent uneasiness about one’s diagnosis has the potential to be 

problematic. First, it can lead to confusion regarding one’s own illness narrative and 

understanding of their body. For example, veterans voiced comparing their symptoms 

and diagnoses with others and did not understand why they received that diagnosis when 

they felt they have experienced something different. Second, it displays ineffective 

communication between patient and provider. For example, when I asked Bob if he had 

PTSD, he told me: 

Depends who you talk to…the strict definition of PTSD—having flashbacks and 
everything—absolutely not…I mean, is there a day that goes by that I don’t think 
about Vietnam? Absolutely not.  
 

What Bob described to me showed his own understanding of what PTSD was. He 

thought of PTSD in terms of some of the ways it may manifest. While Bob had providers 
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at the SGVA that thought he fit the diagnosis, his idea of what that meant was apparently 

quite different. His understanding may have been different if his providers had discussed 

with him what PTSD truly was and why they thought he had it. This communication 

shortcoming cannot only make patients feel they do not have adequate agency, but can 

also lead to ineffective medical treatment. If a veteran patient does not agree, or does not 

understand why they have been diagnosed with a certain illness, they may feel their 

clinician does not care or recognize what they are going through. Furthermore, this 

uncertainty about one’s health can overflow into life at home.  

 

Daily Lived Experiences as Part of the Illness Narrative 

 A variety of life events and illnesses influenced the painworld of these veterans, 

also effecting their daily lived experiences (DLEs). While the idea of lived experience is 

central to phenomenology and the lifeworld, the concept of the more specific DLEs 

comes from a study that analyzed the explanatory models and experiences of people self-

managing hypertension (Bokhour et al. 2012). In the article, Bokhour et al. grouped 

patients’ social context, routines, habits, and competing health problems together into 

what they called DLEs. In this chapter, I also explore some important aspects of the 

DLEs these veteran participants reported because the factors involved were important 

in informing the illness narrative, as well as the formation of a painworld.  

 The social context factor was well represented by the lifeworld and support 

system shared among veterans at the SGVA. Veterans told me about going to meetings, 

support groups, and social and recreational events together, some of which were at the 
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SGVA. As I heard in interviews and observed at my fieldsite, veterans provided mutual 

help with healthcare in a variety of ways, often venting to each other about their 

frustrations, providing advice on how to get specific types of care, and seeking out 

alternative options together. These activities and time spent with each other was also 

part of their routines or habits. Since all but one veteran was retired, when I asked them 

what they did on a typical day, many listed off errands including coming to the SGVA 

for one or more appointments. The SGVA itself was a place they spent a significant 

amount of time. For example, Sam told me, I’m over at the VA at least once to two 

times a week for different appointments. Bob, who lived close to the SGVA said that he 

actually used the VA kind of like a country club because he utilized the facilities, 

therapies and services regularly. Other than going home to sleep, it was a large part of 

veterans' daily or weekly routine, especially when it came to taking care of their health.  

While not an overlapping health condition factor, employment status was another 

factor that all veteran participants mentioned also influenced their daily life. All but one 

veteran participant were retired and/or on disability. Phil was the only one still working; 

he reported he had two part-time jobs to make ends meet. However, Phil told me that 

even though he enjoyed working, he now had to force himself to work through his pain. 

He needed to have hip replacement surgery but was worried he would not be able to pay 

his bills if he had to rest and recover for several weeks post-surgery. Joe also wanted to 

work, but said he was not able to because of his pain. He was previously going to 

interviews for jobs but became frustrated when he did not get them. Joe felt his medical 

problems and chronic pain were the reason why nobody would hire him. When Joe’s pain 
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initially prevented his ability to continue working, he said he felt like a lump on a log, 

which was something he had to work through over time. For Phil, who was still working, 

chronic pain was just now beginning to threaten his ability to work.  

The veterans who wanted to work but were unable, received disability benefits so 

that they could support themselves, making their chronic pain officially disabling. In their 

daily lives, veterans found little ways to become “able” to do the things they needed to 

do. While discussing work (either previously and for pay, or regarding household 

chores), all veteran participants described having difficulty doing activities they used to 

be able to do easily. They spoke of having trouble painting, doing yard work, working on 

cars, and walking in general. Their daily lives truly revolved around pain and/or 

managing pain, building and adding to their experience of a painworld.  

A common method veterans described to me during interviews that helped them 

to prevent and manage their pain was to keep things at a working height. For example, 

Greg said, Now when I repair a machine, I sit down. If it can be something at eye-level, I 

make it at eye-level. Bob also talked about adjusting his work to be at eye-level, but he 

did so by standing rather than sitting, saying, I used to take my computer and put it on top 

of a filing cabinet so I could work standing up. Other examples included: avoiding 

putting tools or yardwork-type equipment on the ground so they would not have to bend 

over, having a step on their truck to help them get in, and sitting on extra cushions in the 

care. While only minor changes, these were some of the ways that veterans were able to 

do the things they wanted and needed to do when their pain challenged their ability to do 

so.  
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Another way that veterans spoke of managing both their pain and health overall 

was using smartphones for medication reminders throughout the day. While Joe took 

opioids for his pain, others took neuropathy pain medications and/or arthritis 

medications. Many took other pills for a variety of health conditions as well and 

smartphones were a way for them to keep track of all the medications they had to take 

and when to take them. During my interview with Bob, his phone alarm actually went off 

to remind him it was time to take a medication: 

(phone alarm goes off) That’s telling me to take a pill. That’s another thing. You 
asked me what helps me? I use a smartphone to tell me (phone alarm goes off 
again), I have an alarm at 12:15, 1:00, 4:00, 6:00, and 8:00 for taking different 
pills.  
 

The numerous health conditions and chronic pain that these veterans had shaped their 

daily lived experiences in a variety of ways. Much of their time was spent receiving 

services at the SGVA and finding ways to manage their pain throughout their daily life. 

This often meant adjusting how they did things, using technology to help them remember 

all their medications, and retiring and/or becoming disabled. The process of learning what 

helps, and using those methods or adjustments to manage pain, not only interacts with 

their painworld, but also adds to it.  

 

Connections Between Health & Relationships  

 Another important part of the daily lived experience is the relationships one has in 

their life. These relationships may also affect one’s health or illness, particularly when it 

comes to support. Among veterans I interviewed, four were married, three were divorced, 
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and one was single (never married). The difficulty and frustrations that come with 

chronic pain, or any chronic illness for that matter, can also be hard on loved ones. Only 

one participant specifically mentioned that he felt his PTSD largely influenced his 

divorce. Another, Bob, said that he received help from family (his wife) when it came to 

managing his health and pain.  

However, Bob also spoke of the importance of accountability between veterans to 

help each better manage their pain. The following excerpt from my interview with Bob 

came from a longer explanation he gave regarding the importance of aquatherapy as a 

complementary therapy, but also why veterans need somebody to keep them accountable 

for taking care of themselves:  

Because what it does, is it creates this structure that most of us need, number one. 
And number two, the side effect is that it’s accountability. It creates 
accountability from the instructor to the person…It definitely provides 
accountability because of the camaraderie that develops between the veterans.  
 
Like I’ve got this one veteran that tells me the worst thing that ever happened was 
that I started to pay golf, because I wasn’t in the pool. He was on me like a 
blanket. You know, but that’s what you need.  
 
And even when we sit down and talk to these vets [as a Peer Specialist], one of 
the first things I try to develop is I say, ‘who are you going to be accountable to?’ 
A lot of people say, ‘well it’s me.’ And you know, you’re human, you ain’t too 
good at that. Maybe 10 or 15% of us are, but the rest of us are not.  
 
Like my wife, she’s on me. Like today, you know, when I was leaving, she said 
‘are you taking a bathing suit?’ And I said ‘well no, I got to come back and do 
something [at the house].’ And she said, ‘well when are you going swimming?’ 
You know, so she’s always on me because she knows, she sees what happens to 
me [if I don’t swim].  
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When it came to who veterans relied on to provide support in managing their 

pain, the overwhelming answer they gave was other veterans. Those who shared their 

lifeworld. Those that understood the experience of unrelenting, disabling pain. Those that 

could confirm their frustrations and feelings about their life, healthcare, and illnesses 

were valid. Even Bob, who spoke of the role his wife played in helping him to manage 

him pain, told me of the value of veterans building relationships and looking out for each 

other. These relationships and support systems exemplify the intersubjectivity that 

influences the lifeworld, and the painworld. In the following chapters, I further explore 

the different ways veterans received help and support, particularly from other veterans 

both informally and formally.  

  

Transition from Lifeworld to Painworld 

 As I introduced at the beginning of this chapter, the shared military and illness 

experiences of these Vietnam War era veterans is characteristic of what anthropologists 

call a lifeworld. The term lifeworld is commonly used in phenomenological work and 

originated with the philosopher Edward Husserl (see Chapter One) (Desjarlais & Throop 

2011). The concept encompasses the experiences of the everyday life and is a dynamic, 

intersubjective, historically conditioned, familiar world. Germond and Cochrane used the 

lifeworld concept to develop what they call a healthworld. The healthworld concept 

focused on aspects of life specifically related to health, such as perceptions and health-

seeking behavior, and also included social influences, much like the intersubjectivity of 

the lifeworld (Germond & Cochrane 2010). 
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Therefore, from a phenomenological perspective, the similar experiences of these 

veteran participants form a world that was present in their daily experiences. As these 

veterans got older, their health problems (whether rooted in military service injuries or 

not) and daily life changed to adapt to the physical aging they experienced. This meant 

their lifeworld was not static, but subject to change over time. Something I heard from 

my participants, but also throughout my fieldwork, was that these older men simply could 

not physically do the things they wanted to, the things they used to be able to do—

whether due to chronic pain, aging, or the combination. When their bodies first began to 

prove a barrier to doing what they wanted to do, their lifeworld was challenged, and 

shifted. For example, Joe explained what used to take him a few hours, now would take 

him several days:  

I just keep going and I know I’m supposed to take breaks but sometimes I just 
keep on going…I pay for it, but I try and do…like this room. If I had to paint this 
room, [it used to be] I could do it in a couple hours—now it would take me about 
five to six days. Because I could do maybe ten, fifteen feet and then that’s it. And 
then I got to wait some to do all the rest because I can’t do certain things. If I go 
down on my knees, then I pay for it later.  

 
Despite this drastic change in his physical abilities, Joe told me he tried to push himself 

as much as he could, and took less pain medication than he was supposed to according to 

his providers' prescription even though he would “pay for it later,” when his pain really 

set in. Similarly, Greg told me that as he has gotten older and his chronic pain has 

worsened, his body really slowed him down. In addition to slowing down with physical 

activities, six of the eight veterans wore at least one brace to help give support to their 
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painful joints. These braces were for knees, wrists, and ankles—frequent sites of joint and 

arthritis pain. 

Previously, anthropologist Byron Good also used of the lifeworld concept to 

examine the experiences and narratives of those who had chronic pain (Good 1993). 

Good argued that their narratives showed how the experience of such pain challenged or 

“unmade” the lifeworld, similar to how Joe talked about how pain changed his ability to 

do things. Good provides examples of how the desire to find a diagnosis and explanation 

for one’s pain, as well as the isolation that often results, unmakes the lifeworld. While an 

interesting analysis, this was not typically what I saw with the veterans I spoke with and 

within my own data. This is why I instead propose the concept of a painworld. The 

narratives and experiences of my veteran participants showed a change to the lifeworld, 

yes, but in the sense that pain became totally central to their life. Everything revolved 

around pain. They always had to consider their pain and everything they did to manage it 

became part of the painworld as well.  

In contrast to Good’s discussion, these veterans often accepted their pain as part 

of their life and did not typically verbalize a concern for the need to receive an official or 

different diagnosis or explanation. For the most part, they had their own explanations. 

Anything else was just part of a medical record that was not for them, but for VA staff. 

Additionally, only one veteran, Matt, voiced struggle with isolation related to his pain, 

while isolation was key to Good’s lifeworld discussion.  

Similar to the lifeworld, the painworld is also subjective, dynamic, informed by 

the experiences of daily life, and historically and socially conditioned. For the painworld, 
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pain not only challenges parts of the world, but becomes the central component that all 

experiences relate back to. It must also include the healthworld because chronic pain and 

its effects are part of one’s health, but goes further than health perception and health-

seeking behavior to narrow in on pain perception as it relates to both life, health as a 

whole, and relationships to others.  

 

Observing the Painworld 

 Throughout my fieldwork and participant observation, I saw many veterans at the 

SGVA and witnessed components of their daily lives and potential painworlds. One of 

my veteran participants, Matt, relied on a walker to get around, but I observed many 

others at the  SGVA who would have likely benefited from a walker or other such 

assistive devices for pain and mobility as well. All the veterans with chronic pain that I 

interviewed moved slowly and laboriously, often with a noticeable limp. When I 

interviewed Greg, he told me to walk ahead of him to get ready for the interview in the 

office because it was going to take him a few minutes to get down the hallway. When I 

met with Joe, he walked toward me gingerly, with a wide gait, moving his arms to help 

keep his balance. Others had difficulty sitting for very long because their bodies became 

stiff, making sitting uncomfortable, and it became difficult to get back up. Many would 

move their chair further away from the table where we sat so they could stretch out their 

legs, and kept moving and readjusting as we did the interview to help prevent their joints 

from stiffening up too much.  
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These were some of the similarities I observed that informed my 

phenomenological analysis of how the lifeworld concept applies to veterans with chronic 

pain. From my interviews, I also heard about the many ways that veterans make changes 

in their daily lives to manage their pain, which I discussed throughout this chapter. In the 

upcoming chapters, I further discuss how Spacious Green VA clinical staff and peer 

specialists were often essential to connecting with veteran patients and building a trusting 

relationship to help provide better medical care. I also explore how pain services and a 

bureaucratic system influenced how veterans’ pain was managed systematically, further 

shifting and adding to the painworld.  

 

Conclusion 

 In this chapter, the emphasis on the phenomenological approach was key to 

highlighting veterans’ narratives while analyzing how they spoke about their chronic 

pain. Their lived experiences rooted in their military service and illnesses built upon each 

other to form a painworld. The painworld concept was further strengthened by the 

intersubjectivity exemplified by the bonding, support, and communication these veterans 

displayed with those around them. On the other hand, inconsistencies between what 

illnesses they believed themselves to have and what clinicians told them displayed 

inadequate communication between patients and providers. These inconsistencies also 

challenged veterans’ own illness narratives and understanding of their lived experiences 

because they did not always know what was accurate. However, the ways they learned to 
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live with and manage their pain showed how their painworld was shaped as a whole and 

how it played out in day-to-day life.  

Anthropologist Mara Buchbinder wrote about illness narratives centered on pain 

and explained the difficulties associated with interviewing pain sufferers. She noted that 

there are relational and communication issues that lead to fragmented narratives in these 

interviews, and that it is important to consider the institutional structure when piecing 

together pain experiences (Buchbinder 2010). I agree that it is important to take into 

consideration both the positive and negative aspects of illness narratives coming from the 

interview process. I attempt to balance this out by noting inconsistencies, commonalities, 

and experiences of veterans, VA staff, and my participants that were both. These 

comparisons play a greater role in Chapter Four, and the larger role of the VA institution 

and research process is the focus of Chapter Five. By highlighting the ways each veteran 

spoke about their experiences, and how what they said was similar and different, I show 

how different components of their lived experiences built a painworld in which their lives 

ultimately revolved around their chronic pain 

It is my hope that my analysis provides further insight into what the narratives of 

my veteran participants mean for the population as a whole, and for understanding what 

trying to manage chronic pain in life and at the VA is truly like. In the following two 

analytical chapters, I explore how pain management care was provided at the Spacious 

Green VA, how bureaucracy shapes VA healthcare, and how communication does (or 

does not) occur. All of these aspects relate to the provision of chronic pain care and 

ultimately contribute to the painworld these veterans experienced.  
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CHAPTER FOUR: PAIN CARE AT THE SPACIOUS GREEN VA 

 
 
Introduction: When you’ve seen one VA, you’ve seen one VA. 

All VA medical centers ostensibly have the same policies and protocols because 

they are all federal agencies. However, I quickly recognized the relevance of a common 

saying among staff, “When you’ve seen one VA you’ve seen one VA.” This means that 

despite all medical centers being VA medical centers working from the same national 

priorities and policies, each will implement or interpret policies in different ways. 

Discontinuities are evident in the implementation of policies related to managing opioid 

use and treating chronic pain. During a time when America is facing an opioid 

‘epidemic’, the Veterans Health Administration (VHA) has adopted several policies to 

address the many problems associated with opioids. It is difficult (if not impossible) to 

determine how these new policies have been enacted at or between all locations, which is 

why the VA has research departments that can continually review the system of care. 

However, through my ethnographic fieldwork, I closely examined opioid and chronic 

pain policies, and veterans' experiences with them, at a single location. 

Through a presentation of the results of my data, I provide an analysis of a single 

site (referred to as the Spacious Green VA or SGVA) that shows the complicated nature 

of pain management and the difficulties that come along with attempting to transform 

how to provide pain care. In addition to the nationally implemented VA policies, during 

the time of my research, multiple initiatives were in place at the SGVA. However, the 

programs all functioned independently and could all be considered “pain clinics.” The 
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staff (particularly civilian staff) did not seem to have a good understanding of the 

different pain services available to their veteran patients. In this chapter, I first outline all 

the services and how they were supposed to work. Through the findings of my data, I 

argue that while Spacious Green VA providers cared about their work and were 

committed to helping veteran patients, the many components of pain management care 

did not communicate or coordinate with each other well. This likely interfered with their 

goal of achieving comprehensive, effective care. Furthermore, the pain services and 

interactions involved both influenced the painworld, and were a part of it.  

 

Pain Services 

 Chronic pain treatment often starts with a visit to a primary care provider (PCP). 

During an interview a psychologist told me how pain consults and referrals worked, 

starting with primary care. She said, because primary care [providers] are the ones who 

are really managing pain on a long-term basis, we [the pain team] ask that primary care 

[providers] be the ones who are putting in the consults. All patients who receive VA care 

are required to have a PCP. At the SGVA, a PCP would generally be either a physician or 

a nurse practitioner. Veterans typically have appointments with their PCP every six 

months. They could discuss their pain at these appointments or request additional 

appointments later through a secure messaging system if symptoms continued to persist. 

Each PCP was supposed to follow the same prescribing protocols for opioid pain 

medications. However, these protocols emphasized staying under the suggested 
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maximum daily doses and failed to standardize when and how prescribers should 

prescribe or taper opioids.  

 As overdose rates in America have continued to increase since the turn of the 

century, the VA has pushed for decreases in the number of opioid prescriptions and the 

quantity of the doses. Concomitantly, they have focused on increasing use of alternative 

approaches. These changes to pain care lend themselves to a critical analysis. In Chapter 

One, I introduced the concepts of Foucault’s biopolitics and biopower. The VA’s 

response to the opioid epidemic exemplify how biopolitics changed policies in order to 

limit the (over)prescription of opioids to treat pain. Furthermore, approving widespread 

use of alternative and integrative within the VA system was a form of biopower in action.  

As pain care shifted from pharmaceutical (mainly opioid/narcotic) treatment to 

alternative methods, the services to which a clinician could refer patients increased. A 

variety of pain-specific clinics, complementary and alternative medicine (CAM)—which 

are increasingly being referred to as Complementary and Integrative Health (CIH)—and 

additional therapies emerged to provide options for treating pain. Referrals to these 

services within the VA often depended on the veteran patient’s current pain status as well 

as the medications they were already taking (another example of biopower at work).  

The decisions providers made when referring patients was one way providers had 

power over their patients’ bodies and their pain. I discuss these options further in 

upcoming sections, but the following were a few of the primary services clinicians 

utilized. For example, providers referred veterans on high doses of opioids for medication 

and treatment reevaluations. Veterans not taking opioid medications typically received an 
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abundance of referrals for integrative medicine, and physical and mental therapies. They 

were instructed to try a variety of treatments to find what worked for them. Another way 

providers could introduce the pain management options was by referring veterans to Pain 

School—a five-week course at the VA that explained services and ways to self-manage 

pain. All of these are examples of biopower at work by providers within the VA system 

in an attempt to alter the bodily experience of pain that veterans felt. Moving forward in 

this chapter, the different pain management services and how they were provided display 

biopower, but also show components of care that interacted with and influenced the 

painworld of veterans.  

 
Consults for Pain Care 
 
 Pain care at the SGVA occurred through a variety of pathways. When a PCP or 

other provider felt their expertise was not sufficient to treat a patient’s pain, they could 

request a pain consult through the electronic medical record system. The VA’s electronic 

system is called the Computerized Patient Record System (CPRS). At this VA, consults 

for pain differed from referrals: the former was a request for providers to work together 

to help a patient, while the latter provided a patient with the option to go see another 

provider for a specific service. Providers could request assistance from three separate 

“pain clinics” at the SGVA. I call these Pain Clinic A, B, and C because they all were 

involved in managing veterans’ pain. It may seem vague to not to use more descriptive 

titles (which they did have) but staff also interchangeably referred to all three as pain 

clinics, adding to the confusion of how referrals and management worked at the SGVA. 
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Figure 4.1 provides a flowchart summarizing how the pain consult and referral process 

worked at the SGVA, as well as the different staff and services involved. 

 

 

Figure 4.1: Pain Consult & Referral Process at the Spacious Green VA ® 2019 
Koenders 
 

Pain Clinic A required a special consult request, and focused on providing pain 

services. This clinic often utilized acupuncture and localized injections of medications to 

reduce pain. For the majority of pain consults, an interdisciplinary Pain Team would 

either review the case, or meet with the patient. The Pain Team consisted of 

psychologists, psychiatrists, nurses, fellows and post-doctorate students, medical 

residents, clinical pharmacists, veteran peer specialists, and physicians. In-person 
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appointments (staff called these “face-to-face”) could take the form of a meeting with the 

full Pain Team or just the Pain Clinic B staff, many of whom overlapped. 

Pain Clinic B focused more heavily on opioid medications. Patients seen by the B 

staff were often considered to be “high-risk,” because they were either on a high dose of 

opioids, a dangerous mixture of prescription medications, or suffered from one or more 

substance use disorders. The patients came in regularly, with frequency determined on a 

case-by-case basis, for clinicians to reassess their pain and medication usage: many were 

in the process of tapering off their opioid medication and/or benzodiazepine medications. 

Benzodiazepines (commonly referred to as “benzos”) are sedatives and tranquilizers 

typically used to treat anxiety—well known forms include Valium and Xanax. While 

people can become addicted to both benzos and opioids, combining the medications is 

particularly dangerous in terms of overdose potential. In other words, Pain Clinic B 

patients were the complicated pain cases.  

During my time at the SGVA, staff were also working to establish a third clinic—

which I refer to as Pain Clinic C. It was not yet operational by the time I completed my 

research. The goal of this clinic was to provide an intensive month-long program that 

would teach veterans about different interventions for pain and also give them an 

opportunity to try the ones that they were interested in. In Figure 4.1, Pain Clinic C is the 

only clinic or review process that does not have a direct connection to treatments. This is 

because the C clinic was supposed to offer its own services, therefore relying less on the 

referral and consult process by bringing the services all to one clinic. However, the 

different clinics and their staff were all connected, making it relatively easy for staff to 
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refer to other clinics for assistance when they felt they could not adequately address a 

patient’s pain on their own. I would fully expect the future Pain Clinic C to also take 

advantage of other providers’ expertise as needed.   

If a provider did not request an in-person consult, the SGVA Pain Team could 

review the patient’s pain and medication history at their weekly meeting. Additionally, 

the Pain Team had weekly Opioid Safety Initiative (OSI) meetings to review patient 

cases the VA-wide Stratification Tool for Opioid Risk Mitigation (STORM) flagged as 

“high-risk.” This tool was an algorithm that identified veterans whose medications were 

creating a higher risk for overdose—such as the aforementioned opioid and benzo 

combination users. A psychologist, Mia, explained that during these OSI meetings the 

Pain Team would look at: 

[opioid] dose, and risk in terms of if somebody is getting an opioid and they’re on 
a benzo, like Xanax, that definitely escalates the risk so people in that category 
also get reviewed. 
 

Pain Clinic B further reviewed these patient cases whose opioid medications were of 

particular concern and offered continued support and follow-up to manage medications. 

Providers could offer alternative options, including integrative medicine 

approaches, but also cognitive behavioral therapy (CBT), biofeedback, or pain self-

management methods. According to providers, CBT taught patients how to think 

differently, in a more positive way, with the intention that one’s actions will then become 

more positive and productive. Based on my participant observation and interviews, 

providers seemed to have a preference for CBT and often encouraged their patients to 

attend therapy. Biofeedback taught patients how to relax and control their stress, possibly 
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also controlling their pain. During my time at the SGVA, I never observed any patients 

receiving biofeedback and never heard patients mention it, but staff often listed it as an 

option. Self-management was an overarching term for anything a patient could learn to 

do on their own to help with their pain—referring someone to the VA’s Pain School was 

a common way providers encouraged self-management. I explain Pain School further 

later on in this chapter. 

 If this process of receiving pain services sounds confusing, it is. Even after 

spending a year at the site, I was not sure how it all worked. Ironically, many staff were 

equally unsure of the available pain consult options, or of how to request them. Early on 

in my fieldwork, even before I knew about all the available options, I noted the chaos and 

lack of communication related to pain care:  

I explained to my research supervisor the utter chaos of the Pain Clinic. We also 
discussed that it was interesting that overall many of the veterans seem to be 
much more involved with VASH [VA-Supported Housing] than with a PCP or VA 
healthcare in general. Social workers take down information about veterans’ 
health during meetings, such as how the patient appears, how they report feeling, 
and pain reports. These social workers’ notes in the record system end up being 
very helpful when someone within primary care or the pain clinics need to know 
more about a patient’s background. There is such a lack of communication 
between departments within the VA, and not even different VAs or other clinics, 
but within the same VA. The PCPs don’t communicate with the Pain Clinic well 
or with the Addiction department or with PT or with Mental Health. And none of 
these communicate well with each other or with VASH. It’s not surprising that 
patients often develop serious problems but fall through the cracks of the system 
because communication is not happening between clinicians or departments. 
(Field Notes December 2017) 

 

At this point, I had only formally been at the SGVA for a few weeks, but it was clear that 

communication challenges extended to social workers and the department for VA-
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Supportive Housing (VASH). These early observations pushed me to pay attention to 

communication and consultation within the SGVA as part of my fieldwork. Over time, I 

continued to learn that consultation was lacking and that staff from different departments 

were not always working together to address all aspects of the veteran patient together, as 

a whole. 

 Some of my staff participants also voiced concerns about their SGVA colleagues 

and clinical communication. For example, Grace and Mia told me: 

Grace: I think I would like to see my mental health colleagues and people outside 
of primary care being more actively involved with understanding the experience 
of pain and wanting to play a role.  
 
Mia: The healthcare system has a ways to go still in terms of being compassionate 
about how we treat patient with pain. As much as we on the [pain] team try hard 
to not stigmatize what’s happened and be open to hearing veterans’ stories, it’s 
not unheard of, regrettably, that they do get treated not in compassionate ways. 
 

Both Grace and Mia felt that providers at the SGVA needed to take the time and have the 

compassion to listen to veterans and learn about their pain. This required a different kind 

of clinical communication between providers and their patients, as well as between 

providers who, together, formed treatment plans for these veterans. Furthermore, several 

staff voiced a need to address each veteran patient with chronic pain on a case-by-case 

basis, as individuals with different experiences and needs. Jack told me he was adamant 

that providers needed to listen to veterans’ pain status and meet each veteran one-on-one 

where they were at. While this sort of communication was happening during some pain 

consults, during my interviews, staff felt there was room for improvement.  
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Referrals and Continuing Consult Care 

 After an initial consult, some patients continued working with the consulting 

clinicians they first saw. This would typically happen when Pain Clinic B providers were 

altering a patient’s prescription for opioids and/or benzodiazepines. When the provider 

decided it would be best to taper medications, patients were followed closely to make 

sure the process went as planned. I observed many provider meetings that discussed 

tapering both opioids and benzos. However, during one of my interviews a psychiatrist, 

Grace, voiced a concern to me, saying: We tend to leave it [tapering] very much 

individually up to the provider and I think that’s very dangerous. As a provider who 

handles these types of cases on a regular basis, she was very familiar with how tapering 

worked within the VA and wanted to see it done in a more systematic way for safer 

practice. 

It was important to try to treat pain and mental illness (often anxiety, depression, 

and/or PTSD), while avoiding withdrawal symptoms by reducing doses too quickly. 

These patients came in at least once a month, and often more frequently. They would 

discuss with their provider their new doses and whether or not they were having issues 

with pain or mental illness. Many patients had to provide urine samples so clinicians 

could make sure they were not using medications or illicit substances that would negate 

their prescribed treatment, and that they were actually taking what providers prescribed. 

However, as Grace told me, the way this was done for each patient was ultimately 

determined by individual providers, rather than a standardized protocol due to the 



	

107 

complicated nature of chronic pain, opioid dependence and/or addiction, and mental 

illness. 

 Veteran patients who did not need to alter their medications or maintain frequent 

follow-up appointments would receive a number of suggestions. Providers often 

recommended cognitive behavioral therapy. However, veterans were not always keen on 

going. If they were more comfortable attending support groups, there were options both 

at the SGVA and in the community. If a veteran was struggling with addiction, they 

could go to Alcoholics Anonymous (AA) or Narcotics Anonymous (NA) meetings in the 

community for support. A provider could also refer them to the Addiction unit at the 

SGVA depending on the severity. There were also veteran support groups led by 

veterans, and groups geared towards couples that welcomed spouses or significant others. 

However, some veterans were much less social than others, in which case clinicians 

persistently proposed individual CBT appointments. The primary care department was 

intertwined with the mental/behavioral health department, so the clinical staff often 

worked as psychologists or psychiatrists, making the persistence unsurprising. 

“Peer Specialists,” frequently utilized by the Pain Clinics, were also available to 

patients. These peers were veterans that also received healthcare at the VA and either 

volunteered (as unpaid staff) or worked part time (as paid staff) to help other veterans. 

They provided veteran patients with assistance accessing services, helped with clinical 

requests and VA paperwork, and gave advice to SGVA clinical staff. Peers were 

additionally available by phone to patients as needed. For veterans who met with the Pain 

Team, a peer would often follow-up to make sure everything was going well. Mia told 
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me they had two chronic pain peer specialists, and one who helped with more addiction-

based patient cases. In many ways, peer specialists filled in gaps that occurred in the 

SGVA system. While the use of peer specialists was beneficial to both veterans patients 

and SGVA staff, the role of these peers operated as a systems-correcting praxis. The idea 

of a systems-correcting praxis was proposed by Merrill Singer, who used the concept to 

describe the use of relatively minor changes that did not alter the actual structure of how 

things were done, but allowed for improvement within the existing system. Singer also 

explained a systems-challenging praxis, which did cause structural changes by fully 

challenging how the system operated (Singer 1995). These two concepts differ because 

the former works within the system to get needs met, while the latter challenges power 

inequalities or bureaucratic obstacles that result in needs not being met. I discuss this 

further in Chapter Five.  

 

Alternative Approaches and Complementary & Integrative Health (CIH)  

 For patients who did not want to take pain medications or had tapered off, staff 

often suggested non-pharmaceutical treatments. One of my staff participants, Mia, told 

me how the SGVA offered Pain School as a way for veterans to learn about acupuncture, 

physical therapy, a low inflammation diet, and yoga. These approaches were all promoted 

as non-pharmacologic alternatives to opioids for pain in a classroom setting. Over five 

weeks, veterans would attend Pain School once a week to learn about these options for 

managing their pain. Out of the methods routinely covered during the course, all but 
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acupuncture were things that veterans could theoretically do on their own as self-

management, which was an important aspect of Pain School.  

Providers could also discuss with their patients the many other available options, 

and make referrals for services the patient was interested in. However, not all options 

were available on-site. If a patient was interested in something that was not offered at the 

SGVA, a provider could refer them to a community site. The Veterans Choice Program is 

a way veterans can receive coverage of this community (non-VA) care. A nurse 

practitioner, Janet, told me, we choice out a lot for chiropractic services. Other providers 

also mentioned “choicing out,” but typically in reference to massage therapy. While at 

this site, I heard about a surprising number of ‘alternative’ pain management options. I 

discuss veteran participants’ views of these later on in this chapter. For descriptions of 

the different options discussed at the SGVA, see Table 4.1. 

 

Integrative 
Approaches  
for Pain Management  
 

Description 

Acupuncture A traditional Chinese practice that involves inserting 
needles in specific location to balance the flow of energy in 
the body. Biomedicine adapted acupuncture to treat pain 
and a variety of illnesses and views the practice as a way to 
stimulate nerves.   

Nutritional Counseling: 
Anti-Inflammatory 
Diet** 

Emphasizes eating foods that do not encourage 
inflammation within the body—often focuses on cutting 
out red meat, dairy, and sugar. 

Aquatherapy (a.k.a. 
Aquatic Therapy, 
Hydrotherapy) 

Exercise (often either aerobic or range-of-motion) is 
performed while partially submerged in water to improve 
body movements for therapeutic benefit.  

Battlefield Acupuncture 
(BFA) 

Involves placing small needles in five specific points of 
each ear. The needles can be left in until they fall out on 
their own or removed when desired. If pain is relieved with 
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needles being placed in the first two points, the pain is 
believed to be physical. If pain is not relieved until needles 
are placed in the remaining three points, the pain is 
believed to be psychological. BFA can theoretically relieve 
pain for up to a month. 

Biofeedback Involves practicing relaxation techniques while monitoring 
blood pressure and heart rate so that one can learn to 
control how their body reacts to stimulation—especially 
stress. 

Chiropractic* The body is manipulated to improve alignment and range 
of motion, often focusing on the spine.  

Equine-Assisted 
Therapy  

Interacting with horses to improve physical, mental, and 
emotional health.  

Meditation A mindfulness practice used to calm the mind and the 
body. 

Occupational Therapy A type of physical therapy that focuses on improving one’s 
ability to perform daily activities. 

Physical Therapy Exercises and bodily movements are utilized to improve 
one’s functionality and movement. 

Recreational Therapy Utilizes recreational activities to improve physical, mental, 
and emotional health.  
(Veteran participants mentioned modified versions of 
biking, sailing, and kayaking as forms of recreational 
therapy.) 

Reiki Focuses on guiding healing energy to the body either from 
a practitioner to a receiving body, or on oneself. 

Therapeutic Massage* Involves physically manipulating tissues and muscles to 
improve bodily functions and promote relaxation. 

Yoga  Focuses on improving flexibility, strength, and 
mindfulness through breathing exercises, and physical 
postures and movements.  

Table 4.1: Integrative Approaches Used for Pain Management 
*Required referral to outside of the SGVA to community sites. 
**Explained at the SGVA, but primarily a self-management method done at home. 
(“Battlefield Acupuncture” n.d.; “Complementary Care for Pain” n.d.; Crute 2008; Ernst 
et al. 2008; Lindquist et al. 2018; “Recreational Therapy” n.d.; VA Careers 2017) 
 
 

In the U.S. in recent years, there has been growing interest in utilizing 

cannabis/marijuana for managing pain. With the legalization of marijuana (especially for 

medical purposes) in many states, it is notable that the VA—as a federal agency—
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complicated any use of marijuana among their veteran patients because it is still federally 

illegal. If a veteran received a medical marijuana prescription outside of the VA or was 

found to be using recreationally, they could lose some of their VA prescriptions, such as 

opioid prescriptions. This complicated pain management care through biopolitics because 

the VA policy is that patients using marijuana cannot be prescribed opioids. Therefore, 

clinicians often had to give their patients ultimatums, demonstrating biopower by 

asserting authority over their patients’ decisions and bodies. Veterans would have to 

choose between their opioids or the marijuana they received elsewhere. This was a 

common occurrence with which staff did not always agree, as noted in my fieldnotes: 

Staff were talking about how marijuana affects (or doesn’t affect) pain treatments. 
Since the VA is a federal agency, they don’t support the use of marijuana and still 
view it as a class 1 drug. The residents, fellows and addiction psychiatrist joked 
about how using marijuana wasn’t actually a big deal and that other substances 
had a much larger effect on treatments for pain. (Field Notes, March 2018) 

 

While three veterans mentioned marijuana during their interviews, only one said 

he was currently using it and was also eager to try CBD for his pain. Another said he quit 

smoking marijuana a few years ago, and one referenced marijuana as not being an option 

due to federal restrictions. The United States federal government currently (in 2019) 

considers marijuana/cannabis a schedule 1 drug, and therefore illegal. Later in this 

chapter, I discuss an SGVA provider’s opinion on the use of marijuana/cannabis. Also of 

note is that the VA in Canada has performed research to explore using marijuana to help 

manage PTSD and chronic pain among veterans (Health Canada 2018). While the U.S. is 

not there yet, it may be an option in the future.  
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Veteran Accounts of Pain Care at the VA  

All my veteran participants reported chronic pain and arthritis, but their reported 

onset of symptoms varied. Some had experienced debilitating chronic pain for decades; 

for others, it had only become an issue in the last couple of years (see Chapter Three). A 

veteran I refer to as Greg told me, “We joke about it, but all of us have physical pain and 

you know some have mental pain.” This statement is an example of what I also observed 

throughout my participant-observation fieldwork—that pain is widespread among 

veterans, but also that it is commonly thought of as either physical or mental, and is often 

treated as having multiple components.  

These veterans all received at least some of their medical care at the SGVA, 

which predominantly addressed primary care, mental health, and substance abuse. Any 

other specialty care veterans needed required traveling to a different VA medical center. 

SGVA providers prescribed medications for health problems addressed within primary 

care (often common conditions like high cholesterol and/or high blood pressure), 

injections for pain issues, medications for arthritis and neuropathic pain, and dual-acting 

medications that are believed to treat both pain and mental illness. However, despite the 

dichotomous view of the mind and body as separate and requiring different treatments 

typically found in biomedical settings, many of the approaches at the SGVA encouraged 

treating both types of pain at the same time. For example, a psychologist, Anne, told me: 

You need a medical evaluation to find out if there is some sort of intervention that 
would be useful [such as surgery]. And then, I think that after that point looking 
at a combination of medication therapy and psychotherapy, as well as lifestyle 
changes, is the most effective. A multi-pronged approach.  
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Anne spoke of the role of medication, physical interventions like surgery, alternative 

approaches, therapies, and lifestyle changes. These multiple modalities addressed both 

the physical and mental components related to chronic pain. A clinical pharmacist and a 

nurse practitioner also placed emphasis on the role of dual-acting medications. 

Sue (clinical pharmacist): I’ve seen such a large switch to…alternative 
medications other than opioids that are usually dual[acting], like anti-
depressants that also help with pain. So, there’s a lot of that, which is really 
great.  
 
Janet (nurse practitioner): Pharmaceutic-wise, I think that we try to treat mood, 
but a lot of times we’ll pick a mood stabilizer or a medication that has some kind 
of interaction with pain—like a Gabapentin or Amitriptyline—dual-acting. 
Because helping their mood can also be helping their pain. 

 
Only one veteran I interviewed reported current use of prescribed opioids (both 

OxyContin and Percocet). Another veteran’s doctor had “cut him off” after having been 

prescribed OxyContin for a couple of years (per VA opioid de-prescribing policy at the 

time) leaving him in severe pain and depressed. These two men were in their fifties, and 

the youngest of the eight with whom I spoke. The rest had either not taken opioids for 

many years, or were adamant about not wanting to take them. For example, Jim said, the 

only thing I’ll take is Tylenol and Motrin. I don’t want anything else. I interpret this in the 

context of the VA and the national media’s increasingly negative narrative. The stigma 

surrounding opioids, therefore, likely influenced veterans’ aversion to strong prescription 

pain medications. Pushes for alternative and integrative approaches to pain within the VA 

system coupled with widespread distaste for using opioids seemed to explain why my 

participants accepted and utilized alternative options. 
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SGVA providers also noted the increased acceptance of non-opioid treatments 

and more active (versus passive) modalities for treating pain among veteran patients.  

Anne: It’s all about balance between making sure pain is well managed and that 
veterans feel that they’re empowered to use tools to keep it at a level that they still 
have a high quality of life, while also being really cautious about medications that 
might have really dangerous side effects.  
 
Barb: I think my main concern is making sure the patient is an active participant. 
I think for so long we’ve been in the paternalistic cycle of we just prescribe and 
the patient just take [what we prescribe]…we’re shifting now and we’re really 
encouraging patients to take an active role. 
Grace: We want to get people away from passive modalities…and really we want 
to get people actively involved with managing their pain. 
 
Mia: I think from the patients’ side though, there’s also been a shift of people are 
hearing in the news people are dying and the risks and dangers involved that they 
weren’t aware of…they’re more willing to consider other options…10,15 years 
ago there was much more resistance.  

 
These shifts toward non-opioid and more active management approaches was largely 

shaped by the biopolitics enacted in response to the opioid ‘epidemic.’ Providers received 

directions and encouragement to steer away from opioid prescribing, which my 

participants did note as difficult due to opioid dependence and addiction, but also because 

of American society’s quick-fix and passive approaches fixing problems, such as illness. 

They way that VA providers approached pain treatment altered as those with power tried 

to combat the opioid ‘epidemic.’. Throughout my participant observation, fieldwork, and 

interviews, I also learned of how veteran patients were aware of the biopolitical changes 

and enforcement through biopower within the VA healthcare structure as well.  
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Alternative Pain Management Techniques Used by Veterans  

The most commonly mentioned alternative pain management approaches used 

among my veteran participants were acupuncture, yoga, aquatherapy or swimming, and 

physical therapy. Participants seemed to view yoga and aquatherapy most positively. 

Four of the eight had practiced yoga for their pain at some point, either at the VA or 

elsewhere. A veteran who had served in the military for over thirty years asserted that 

“yoga helps a lot.” Another, Sam, also spoke highly of yoga: 

I did a research study for yoga…it’s modified yoga, so most of it was done 
standing or using a chair instead of getting down on the floor…I am a firm 
believer in yoga now. I was misconceived as to what yoga was. [Now] if I don’t 
do my stretching exercises for two days, by the third day I am feeling it. 
 

As Sam described, the SGVA offered yoga classes specifically modified for people who 

have chronic pain and/or issues with their joints. These classes were slow-moving and 

often utilized chairs so participants did not have to get up from the ground or put pressure 

on their knees. This was also a modality they could do at home if they wanted to. 

 Seven veterans also practiced aquatherapy or swimming exercises. The SGVA 

had a pool with open hours, which allowed veterans to do exercises in the water or swim 

on their own. This method was advantageous because being submerged did not stress 

their joints as much as other forms of exercise. 

Bob: So, I started going to this [aquatherapy] class here to learn how to swim 
better using my feet…but slowly over the period of a year and a half, all of a 
sudden I kept getting to the point where I could swim. So, I started to swim 
constantly, plus doing a regimen of exercises in the pool…I go in the pool and 
practice balancing…and that’s improved. 
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Matt: Swimming helps, ya know, if I’m in a pool or something that helps take 
some of the pressure off. 
 

Therefore, the pool a great option for older men who had severe chronic pain and/or 

arthritis. Some had initially tried aquatherapy with the help of a physical therapist, 

making the exercises even more effective. For example, one said, Well in physical 

therapy they had me doing pool stuff, aquatherapy, and that was excellent. The rest had 

been exposed to water exercises at the SGVA, but continued the therapy on their own. 

One man emphasized how much the pool helped with his knee and shoulder pain. His 

wife even nagged him about going to the pool because if he did not he would become 

cranky and have difficulty with his daily tasks.  

While many enjoyed their aquatherapy and said it helped lessen their pain, issues 

with the pool also came up during interviews. A psychiatrist, Grace, listed the pool as an 

option for pain self-management, but then acknowledged the frequent closures that 

occurred without notice:  

We have the pool, which is a huge gift here because I think we want to get people 
away from passive modalities, of thinking that their pain gets fixed passively and 
really we want to get people actively involved with managing their pain…So as 
long as they get pool clearance, gym clearance, there is hours in the pool. I 
understand sometimes the pool closes unexpectedly but generally, there’s open 
hours. 

 
A peer specialist, Bob, also noted these closures, saying that one time when the pool was 

shut down he wrote a letter to the Secretary of Veterans Affairs and gave it to him in 

person. The pool was then fixed and reopened a few days later, but this seemed to be a 

recurring issue, preventing veterans from doing their aquatherapy.  
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  Acupuncture was an integrative method three of the veterans mentioned trying. 

At the SGVA, there were two types used—full-body and Battlefield Acupuncture (BFA). 

Licensed acupuncturists performed full-body with long needles that many people 

associate with the practice. However, providers at the SGVA also practiced BFA, which 

uses tiny needles smaller than an earring stud. BFA consisted of placing five of these tiny 

needles in specific locations in both ears and leaving them there for up to a week. Most of 

the veterans had tried this type. During my participant observation at the SGVA, I 

actually participated in a BFA training for clinicians by volunteering to let BFA clinical 

trainees practice on me with the help of licensed acupuncturists.  

I arrived at the building and followed the colorfully written-upon 
whiteboards set-up in the hallways that directed us to the correct room for the 
BFA training. When we walked in, there were tables set-up in a U-shape, a 
PowerPoint up on a projector screen, a group of clinicians (later confirmed to be 
mostly doctors and NPs), and handouts and supplies scattered around the 
tabletops. On the tables, there were pictures of the different points of the ear that 
the needles were supposed to be placed. There were also rubbery-looking model 
ears to practice on. I could also see classic pain scales printed out with images of 
faces depicting different levels of discomfort, but instead of the usual yellow 
cartoon faces, they were actually Lego heads with different facial expressions. 

One of the leaders of the training came over to myself and two other 
volunteers and told us how it would all work. They also asked us if we actually 
had pain at the moment, because if we did we would want to get up and walk a 
little bit after each needle was placed. If we didn’t have pain, it didn’t really 
matter. Another volunteer said she tends to get migraines, but one of the leading 
acupuncturist (with ~20 years experience) said that BFA isn’t really helpful for 
migraines and is best for musculoskeletal problems, but can work for tension 
headaches. [I thought BFA could be used for migraines prior to this]. The other 
volunteer with me, who was a veteran, has some left shoulder pain which he 
attributes to stress, but also thinks it may have some connection to the fact that he 
used to carry his Army pack mostly on that shoulder.  

The other lead acupuncturist (with ~30 years experience) led a 
demonstration on one of the volunteers for the clinician BFA trainees to first see 
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how to do it. Each volunteer was assigned 3 clinician participants. I had two 
women (late 30s/early 40s) and one man (30s) assigned to me. They sanitized 
their hands and then cleaned my ears with alcohol wipes. They were supposed to 
then take turns placing the needle inserters (which looked like micro test tubes 
that I used to pipette into in microbiology labs in undergrad) where they thought 
they were supposed to go, then the other two would check and give advice. When 
all three thought they had it right, they would hold the inserter in place and raise 
their hand so one of the two acupuncturists could come check and give direction 
for insertion of the BFA needle. When the acupuncturists would tell them it was 
ready to be inserted, they would squeeze the inserter device and push, then the 
little needle would go into place in my ear. It felt like a quick pinch and punch 
(like a hole-punch) each time. Cartilaginous areas hurt a little more than other 
places. My ears also started to feel very warm. They did 5 in each ear. I then got 
up and walked ~5 feet and back to my chair after each needle. 

Once the training was over, I was walking with the other two volunteers 
and we talked about our experiences. The Army veteran actually said that he was 
rather skeptical going into the training, but after only two needles his shoulder 
pain disappeared. He said he would leave them in until they fell out like the 
acupuncturists instructed if it meant that he didn’t have any shoulder pain for that 
time (which the acupuncturists said could last for up to a month). He was really 
surprised and said it was weird for the pain the be completely gone, since OTC 
pain meds never make a similar difference in the pain. (Fieldnotes June 2018) 

 

From this experience, I was able to understand how BFA was performed and what 

it felt like. It seemed to be a relatively easy, quick, and accessible option, which would be 

convenient for both providers and patients. And so, it made sense that both would be 

willing to try BFA. If a patient was willing to try it, a provider certified in BFA could 

frequently come by on short notice to place the needles at the end of a patient’s primary 

care appointment or pain consult. For example, a veteran, Jim, explained to me the he 

was fortunate enough to get into the acupuncture program, and started out with BFA and 

then went to the straight needles. He went on to say that acupuncture helps an awful lot, 

but that it all wears off after a while. While veterans said both types helped with their 
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pain, the length of time they experienced relief was disappointingly short—much like the 

other modalities for treating chronic pain.  

Veterans frequently brought up physical therapy (PT) as a method for managing 

their pain. However, they did not discuss it with as much enthusiasm as yoga, 

aquatherapy, or acupuncture. Nobody mentioned many specifics of what actually 

occurred during physical therapy sessions, other than stating that they did exercises with 

the help of a physical therapist. While nobody said these sessions were unproductive, 

veterans discussed them more so as one of the many things they tried to get some of their 

function back. While patients are theoretically supposed to be able to do the exercises 

first done at the session on their own, one said it was not as effective without assistance.  

…with the physical therapy you have someone who’s guiding you through it. It’s 
awful hard to do it on your own because a lot of times you can’t move the part of 
your body the way it should be moved but with a physical therapist they can do 
what they have to do to move the body. (Jim) 
 

 Other methods and activities discussed during veteran interviews were: 

mindfulness, medical marijuana, modified outdoor activities/and recreational therapies 

(such as biking, kayaking, and sailing), massage therapy, medication injections, surgery, 

non-opioid medications (including over-the-counter), braces for knees and wrists, and 

light exercising. SGVA staff mentioned some treatment modalities that veterans did not. 

For example, none of the veterans I spoke with mentioned biofeedback, anti-

inflammatory diets, cognitive behavioral therapy, or equine therapy. Also, no veterans 

referred to anything they did to help with pain specifically as ‘self-management’ like staff 

did. This term did not seem to transfer from providers to patients. I was not sure if 

providers did not use this terminology with patients, or if the veteran patients just thought 
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it was self-evident when they discussed the methods they used. While some staff I spoke 

with emphasized the need to have veterans play active roles in their pain care through the 

use of self-management, a pharmacist brought up why it can be difficult to maintain:  

But a lot of those recommendations are things that need to be regular, like you 
know you need to do regular acupuncture, you can’t just go once. You need to do 
regular yoga…you know, you have to keep going and if you (providers) are 
throwing a lot of things at people, they’re not going to continue to go forever. 
(Sue) 
 

Therefore, Sue acknowledged that purely self-managing pain was not entirely realistic. 

Veterans needed to remain engaged in services. As I mentioned in a previous section, the 

switch from passive to active modalities was influenced by the opioid ‘epidemic’. This 

shift also shows a change to the traditional biopower of biomedicine, which was largely 

paternalistic. By engaging the patient in the treatment and management of their own 

illness, the biopower of the providers changed from providing a passive modality for 

patients to accept to an active engagement with patients requiring them to play a 

significant role in their own care.  

 

Veteran Staff Accounts  

 I interviewed four people who were both military veterans and SGVA staff. Three 

of these participants were male peer specialists, as mentioned earlier in this chapter. They 

assist and support patients receiving health care and services at the SGVA. The peer 

specialist role is similar to what other medical institutions call ‘patient navigators’ or 

community health workers. One of those that I interviewed, Jack, described his role to 

me: 
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I join clinical providers, because I am not clinical, and sit-in and try to support 
the veteran [patient’s] values and interests in the meeting. So, that’s my support 
to the veterans and then administrative stuff I do is also running like one or two 
groups…facilitating focus or support groups.  
 

Two of the peer specialists disclosed chronic pain, while the third had personal 

experience with addiction and addiction treatment. Each offered their own insight into 

SGVA care and pain management and they all worked with the pain clinics and the pain 

team. They were able to use their experience to help veteran patients get connected to 

services, but also to give advice to providers.  

 When I interviewed each of the veteran peer specialists, they spoke extensively 

about what pain care services were available, often reiterating information presented 

earlier in this chapter. They also told me what they felt veterans at the SGVA needed, 

often reporting that they understood what the patients were experiencing or what they 

were going through at a level that civilian staff could not. Earlier in this chapter, I 

described their role as fulfilling a systems-correcting praxis, which I additionally explore 

in Chapter Five.   

 

Speaking with Janet – A Holistic View 

 The most comprehensive interview I had in terms of getting at all sides of pain 

care at the SGVA was with a nurse practitioner who was also a veteran with chronic 

pain,. She provided insight into pain care at the SGVA, pain management methods, 

military culture, and how the SGVA operates as a whole. This interview was noticeably 

different from the interviews I had with civilian (non-veteran) providers. Janet 
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understood the patients on a deeper level and I found her to be unexpectedly candid. 

Discussing management approaches with her was key to my larger contextual 

understanding of what veterans with chronic pain experience, positioning her as a key 

informant. 

 As both a veteran and a SGVA provider, Janet often had different professional 

interactions than civilian providers and staff. While she told me that civilian staff would 

sometimes watch what they say about veterans around her, she found that her veteran 

status more frequently offered insight that other staff members valued. She described 

how her colleagues would specifically seek her out over others for advice when they were 

not sure of how to handle a veteran’s situation.  Janet provided examples of how her own 

veteran status aided her ability to connect with and treat patients.  

Curious as to how her patients knew she was a veteran, I asked her if she typically 

revealed that information. She explained to me that she would share her status if she felt 

it would help improve a situation, but more often her patients just knew. Janet thought it 

might have been how she presented herself, how she talked, or because of her knowledge 

of military acronyms, saying, All the acronyms in the world, if you understand half of 

them, you’re military. It’s a different language. The immense number of acronyms used 

within the VA is but a glimpse of how frequently they are used in the military itself. 

Because of her knowledge and experience, she was able to speak the language of military 

veterans. The mutual background shared between her and her patients allowed for an 

instant rapport that civilian providers struggled to achieve.  
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Unlike some of her colleagues, who Janet said veteran patients sometimes 

“bullied,” her patients often respected her advice and listened to her. The 

phenomenological term lifeworld (see Chapters Two and Three), provides a theoretical 

concept to also describe the mutual veteran status between patients and staff that served 

in the military. Janet provided several examples that showcased the lifeworld of someone 

with military experience. She told me: 

I think that it makes a huge difference for a [fellow] veteran to be like “absolutely 
not, we’re not doing that,” than as a civilian [provider]. I do not get as much 
pushback as my colleagues because I’m a veteran. They [veteran patients] just 
won’t do it…I think that this [VA medical] culture is very intimidated by the 
clientele that we see.  

 
These quotes highlight how Janet felt her experiences providing care to veterans were 

different to those of her civilian counterparts. Since Janet had chronic pain and also 

treated many veterans who had chronic pain, she was also part of the painworld in 

multiple ways. She lived within a painworld, but also helped to shape the painworld of 

her patients. This informed her opinion of how chronic pain should be addressed, saying 

that: 

As a chronic pain person myself, I think you need to be educated about what your 
pain level is. What’s your normal pain? What’s above your [normal] pain? And 
how do you stop it from getting to that critical mass of where you can’t deal with 
it?    
 
What I see a lot of the times is people giving up. They’re tired. They’re exhausted. 
Pain is so tiring that they’re just like, “This is it. This is how it’s going to be,” 
and that’s when the spiral happens.  
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Janet further told me how when you have chronic pain, it is going to affect you on a daily 

basis. What she wanted to know was, Is it livable? Is it a functional pain? And to answer 

these questions, she believed that veterans needed to truly understand their own pain and 

what level allowed them to be functional like they needed to be.  

 In contrast to the civilian providers I spoke with, Janet openly supported the use 

of medical marijuana for pain because it did work for some and helped them to be more 

functional. She emphasized communicating with patients to understand why they used 

substances, such as alcohol or cannabis, rather than condemning it completely. While the 

VA is officially anti-marijuana (because it is a federal organization), it does operate in 

states that have legalized medical and recreational marijuana use. VA providers cannot 

make veterans stop using marijuana, but as Janet told me, they can (and should) 

communicate about marijuana use more openly. Janet also emphasized that the VA 

cannot always provide a better alternative for pain management, so it does not make 

sense to tell patients to stop using something that improves their pain, their functionality, 

and their quality of life. She told me, When it comes to chronic pain if I don’t have a 

better solution, I’m not taking away the one that works. 

 Janet’s own experiences in the military made her familiar with what she referred 

to as the “battle,” “drive,” and “fight” that is, according to her, inherently part of all 

military veterans’ personalities. This quality was something that she reported “tapping 

into” in her clinical work to gain ground with her patients and to get them to agree to 

make changes, saying: 
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A lot of time I’m trying to get back to that fight, that thing that I know they have. 
So I use it. And it usually works out. So I use it to my advantage...it’s just another 
tool in the toolbox. 
 

To Janet it made sense to take advantage of her understanding of military culture and she 

considered it to be an effective approach with her patients. She thought this was 

particularly important when treating chronic pain and/or substance use/abuse because of 

how difficult it is to treat these issues. 

 As a veteran living with chronic pain and a SGVA provider, Janet was personally 

disappointed with the VA’s pain management approach. She brought up several of the 

pain services explained earlier in this chapter, but also had many concerns. Since she 

dealt with chronic pain every day, both personally and professionally, she had a deep 

understanding of the complicated nature of treating pain and what it was like to live in a 

painworld. As a supporter of integrative management methods (such as Battlefield 

Acupuncture and yoga) and taking into account all factors for each patient, Janet 

emphasized that, You have to think outside the box and you have to think of the person as 

a whole. It seems the SGVA and its providers were trying to take a more holistic 

approach by forming interdisciplinary care teams, using the Whole Health Initiative, and 

taking advantage of the rapport of peer specialists that provided opportunities for better 

communication. These are systems-correcting and systems-challenging praxes that I 

discuss further in Chapter Five. Hopefully things are moving in the right direction closer 

to what Janet spoke of.  
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Conclusion  

 In this chapter, I have presented the abundance of components making up pain 

management care at the Spacious Green VA. However, veteran participants and some 

SGVA staff participants told me that providers of these different modalities did not 

communicate and coordinate efficiently. This resulted in an inability to consistently 

provide comprehensive or effective care. The chaotic nature of how pain management 

care was provided at this VA was the antithesis of the deeply structured nature of military 

culture and also contributed to, and was part of, the painworld. There were many 

coexisting pain services and initiatives, but they functioned independently and were not 

well understood, collectively, by either staff or patients. Although staff seemed to have 

the best intentions and were devoted to taking care of veterans with chronic pain, tensions 

created by the chaotic organization and implementation of services hindered their ability 

to effectively treat patients. These tensions will be further explored in Chapter Five. 

 In the next chapter, I will discuss the overall structure and bureaucracy of the VA 

system, and the role of the federal government and policy on veteran healthcare. I also 

provide data and analysis of systemic issues that occur throughout the VA and affect the 

painworld of veterans with chronic pain and opioid use. These issues are largely rooted in 

what participants describe, and/or I observed, as a lack of communication. However, both 

SGVA staff and veterans found ways to fill the gaps that occur through the use of 

systems-correcting praxis.  
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CHAPTER FIVE: HEALTHCARE & BUREAUCRACY 

 
It is difficult for an anthropologist to ignore relationships of power and authority while 
studying a bureaucracy. Bureaucratic politics are not only a continuing factor in 
research but are often themselves a topic of central concern. (Gerald M. Britan 1979, 
217) 
  

Introduction 

 To further contextualize participants’ accounts of how the Spacious Green VA 

provides pain care, in this chapter I present the complications that arise in a large, federal 

healthcare system. I address the structure of the VA and how veterans receive pain care to 

show the logistical obstacles involved. In this context, both biomedical and military 

cultures are situated within a larger bureaucratic culture, therefore, I explain the barriers 

that occur when treating patients within these interactions. I also make the case that poor 

communication is a key issue throughout the system. However, patients and staff 

managed to correct for some of the gaps that occurred via systems-correcting and 

systems-challenges praxes.  

This type of federal structure lends itself to analysis through a critical lens—such 

as taking a Critical Medical Anthropology (CMA) approach to analyze the system. Such 

an approach is key to understanding the opportunities, benefits, and consequences of 

bureaucratic structures within healthcare. Critical medical anthropologists including 

Ostrach, Singer, and Castro have written such critical analyses of health bureaucracies. 

For example, Singer and Castro (2004) explore both national and international 

implications of health policy on institutions, social relationships, and the health of the 
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population. Ostrach’s 2017 ethnography analyzes women’s experiences navigating the 

public health system to obtain publicly funded abortion care in Catalunya. Building on 

their approach, in this chapter I comparatively analyzes the largest and most complex 

bureaucratic healthcare system in the U.S.: the VA’s Veterans Health Administration and 

sequential medical centers. From analysis of my interview data, participant observation, 

and fieldnotes, I argue that inadequate communication and structural barriers in a 

bureaucratic medical setting make providing care difficult, which is further exacerbated 

when trying to treat a condition as complex as chronic pain. Additionally, these 

structures, communication and provision of care further shape the painworld.  

 

Federal Healthcare Through the VA 

 The federal Department of Veteran Affairs (VA) oversees the Veterans Health 

Administration (VHA), which is the largest healthcare system in the United States. In 

Chapter One, I provided background information on how the VHA operates. I discussed 

the overall structure of where the VHA fits within other federal agencies, and the 

breakdown of healthcare facilities into regional VISNs. Additionally, I explained who is 

eligible for VA healthcare and the different types of health insurance available to 

veterans. In this chapter, I will further address how the federal structure and bureaucratic 

culture affected pain care at the Spacious Green VA (SGVA). I also utilize my own 

experiences from my fieldwork and how my participants talked about structural issues to 

provide examples of the complications that arose and interacted with the painworld 

(described in Chapter Three). 
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Bureaucratic Culture 

            The qualities and inner workings of federal institutions create a bureaucratic 

environment that has a culture all its own. Bureaucratic culture is inherently part of 

public administration, and each department may display the culture in their own way, 

depending on the mission of each (Claver et al. 1999). The drawn-out, time-consuming 

nature of getting things done and the mountains of paperwork involved are parts of the 

culture. While bothersome for those that have to file it, this paperwork exists because 

each time a new policy is enacted with the VA, additional forms are created; ostensibly to 

ensure it is carried out. Each document on its own makes sense, but together they become 

a cumbersome and confusing, losing sight of the original purpose and importance, and 

adding more layers to the bureaucracy. 

VA healthcare providers typically operate within a biomedical culture (Crowley-

Matoka et al. 2009; Taylor 2003), and veteran patients are formed within and by a 

military culture (Abraham et al. 2017; Kuehner 2013). Together, they are thrust into the 

bureaucratic culture of a federal agency when they meet and overlap within the VA. This 

presents a challenge of navigating the system and one’s relationship to others within it.  

 

Bureaucratic Hoops 

 Throughout my fieldwork, SGVA staff and veterans alike voiced exasperation 

with, and also joked about, the paperwork required and hoops involved in getting 

anything done. It seemed like everything required numerous forms that were confusing 

and took weeks or months for administrative processing and approval. For example, I 
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submitted a request form so that I could use a recruitment flyer for my research. As I 

write this thesis now, I still have not heard from anyone about the status of that request. 

During one of my interviews, a psychiatrist, told me, I wish that change didn’t have to be 

so difficult and methodical. Sometimes the VA gets in its own way by making things way 

more complicated than they have to be. Her concerns reiterated that the many 

checkpoints within the system that were in place to ensure better practice, in reality got in 

the way of progress. 

This happened on the patient side of care as well. For example, one of my veteran 

participants, Greg, explained to me how he would physically show up to clinics at the 

SGVA when he was unable to make any progress getting something he needed through 

secure messaging requests or over the phone.  

Greg: Ya know, I would like to be able to see the primary [PCP] more often. I 
think that’s one thing that the VA lacks. They tell you it’s [primary care 
appointments] twice a year, but now with the secure messaging, sometimes you 
can push an issue. Which I am well known to do…I always use the secure 
messaging to get to the doctor or get to the department.  

 
Right now I’m waiting for optometry, which I’m gonna go aggravate today 

after I see you…I want an appointment for optometry. I got a call back that 
they’re going to try to call me on Monday. I got the message on Tuesday. They 
didn’t call me Monday or Tuesday. It’s now Wednesday. I’m going to go upstairs 
and see them.  
 
Greg then shrugged his massive shoulders, looked at me and said, This is the way 
Greg operates.  

 

Greg said all of this casually but I could tell by the tone of his voice that he was very 

serious about advocating for his health needs. Whenever he would make a comment 
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about his persistence, such as when he said he was going to go to optometry to aggravate 

them so he could get his appointment, he would smile. He knew, and did, what he needed 

to do to get care within the bureaucratic system, a process of self-advocacy, which can be 

described as a systems-correcting praxis—doing the work to navigate the VA without 

bringing about actual change to the structure (Singer 1995). Considering Greg’s large 

stature and commanding presence, I can imagine him maneuvering his body as he limped 

slowly but with immense purpose through the halls, his loud voice bellowing out to 

reception staff that he wanted his concerns addressed on the spot. He may have been 

intimidating or even annoying to staff, but he was really just doing his best to navigate 

the system and take care of his health despite the obstacles he was well able to identify 

and describe.  

The annoyance of forms and other barriers came up in everyday conversations in 

a casual manner. It was simply 'part of the VA.' This became clear in my own 

experiences, but also from my conversations with staff and patients. Often when I sat in 

the office that Pain Clinic B somewhat operated out of, providers whom I saw regularly 

would ask me how my IRB and research was going. My fieldnotes from these 

interactions are numerous and all acknowledge in one way or another how irritating, but 

unsurprising, the amount of time and steps it took for me to actually start my research. 

Others would share experiences they had, or stories they heard from others. For example, 

one of the members of the pain team once received an email from the IT department 

while we were working in the office. She read it and quickly laughed, shaking her head. 

She had finally received approval to have a VA-issued laptop and was told she could go 
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pick it up from IT. Apparently she submitted the request several months ago when she 

was working on a project where having a laptop would have been helpful. Now the 

project was over. She did not even need the laptop anymore.  

I also formed a close working relationship with the VISN librarian, who provided 

me with helpful information, but also connections to other SGVA staff that could help me 

throughout my work. Early on in my fieldwork, the librarian helped me request access to 

the VA literature database so I could perform a more comprehensive literature review. 

While she was helping me, she made a comment that the online library access request 

form would be the easiest VA form I would ever fill out—if it managed to load. It seemed 

funny at the time, we laughed together, knowing that a short, straightforward form that 

would be approved within a day was basically the golden ticket of VA forms.  

The bureaucratic process of completing my research further confirmed the 

veracity of her statement. For me to conduct qualitative research as an unpaid VA 

employee (called a WOC), it took about eight weeks for me to go through the employee 

approval process. When it came time to submit my study proposal to the VA's IRB, the 

approval process took about 14 weeks—with paperwork delays at multiple, linked sites. 

Both processes required dozens of forms, which would have been notably more difficult 

to complete without the help of my on-site supervisor, herself a trained applied medical 

anthropologist. However, each form had a purpose and even though the process was 

difficult, it was important to maintain safety and ethical practice.  

When I found myself with questions that staff I knew could not answer, it was 

immensely difficult to get in touch with the designated person for assistance. The vignette 
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I included at the beginning of Chapter Two regarding my difficulties with the off-site 

CAG access was one of the most consistently problematic parts of my research. And 

since hardly anyone actually tried to use the CAG system (due to its problematic nature), 

it became a constant trial-and-error process for me to figure out how to use my off-site 

access to the server so that I could check my VA email and use my own data. Throughout 

my study approval process, on through the recruitment stage, or anytime I needed help 

with VA technology, I had trouble getting answers. This resulted in my sending many 

emails, several of which nobody ever answered. It was extremely frustrating and 

discouraging. 

 Greg’s experiences as a veteran patient having difficulty getting in touch with 

someone who could provide assistance occurred frequently as well. Staff often 

sympathized and acknowledged that it was not always easy for patients to get an 

appointment they needed, or even to get in touch with their doctor. While the secure 

messaging service was perhaps more convenient, allowing for messages and requests to 

be sent between providers and patients electronically, sometimes patients received 

cookie-cutter responses to their requests. Another veteran participant, Joe, spoke of 

frustrating experiences with the secure messaging system:  

I sent a message saying “I don’t know how to get ahold of these people.” The 
response I got was, “well, if it’s an emergency go to [another VA] to the ER, or 
call this number.” That’s not telling me what I need to do, it’s just passing the 
buck on to someone else. That’s why I get frustrated…Yeah, you know, when they 
tell you to use the secure messenger, instead of just…you know, it’d be easier to 
come in and talk to them instead of getting a message sent back with something I 
just told them. It’s like, why bother?  
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While I will further address communication issues later on in this chapter, they were a big 

part of the bureaucratic hoops that both SGVA staff and patients had to jump through in 

order to get what they needed.  

I was not directly involved in clinical appointments or allowed to observe them 

during my fieldwork (due to VA-IRB and HIPAA restrictions), and therefore did not 

witness all the paperwork involved, but it was something SGVA staff and patients 

mentioned frequently. While observing Pain Clinic B operations in the office they used, I 

would see that prior to an appointment with a patient, one of the providers would prepare 

a clipboard with a set of forms. Once the front desk nurse checked-in the patient, they 

would come to the office and hand a check-in slip with the patient’s basic information to 

whomever was currently in the office. If a peer specialist was assisting with the case, they 

would bring the clipboard out to the patient and offer assistance with filling out the 

forms. Otherwise, a nurse or other provider working on the patient’s case would go give 

the clipboard to the patient, requesting that they fill it out. Providers would try to only 

give the patients forms that were considered absolutely necessary, acknowledging the fact 

that they filled out enough paperwork already. A peer specialist I interviewed, Bob, told 

me he had been working with providers at the pain clinic to try to slightly improve the 

way this was done. 

Bob: What I’ve gotten them to change is getting out in front of it, getting all the 
stuff [paperwork] in advance and getting it in front of them [patients]. Then I call 
them and I talk them through the whole process to get all that completed before 
they show up [to their appointment]. 
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Later on, when I was performing my own interviews with both SGVA staff and 

patients, none were surprised when I pulled out multiple (VA-required) consent forms for 

them to sign prior to starting our interviews. They knew the drill and filled them out 

nonchalantly, recognizing the purpose of each and the protections they put in place. In 

fact, it became somewhat difficult for me to verbally review them (as required) with the 

participants because they were so indifferent to signing the forms. As part of my protocol, 

I would also bring extra copies to give to the participants to keep, in case they had any 

questions later on regarding what they signed or ended up wanting to contact someone 

about the study. However, many (both staff and patients) would decline my offer, saying 

they really did not want any more paperwork.  

 

VA Pain Care Policy & Protocols 

VA policies shape the way healthcare is provided under the VHA. Political 

climate and public health concerns often influence these new policies through biopolitics, 

especially for federal institutions such as the VA. Opioid use and chronic pain treatment 

within the VA, provide an exemplar to understand how reactive policies shaped by 

politics emerge. Several polices have resulted in response to the opioid ‘epidemic’, 

including the Opioid Safety Initiative (OSI), the Stratification Tool for Opioid Risk 

Mitigation (STORM), and the Comprehensive Addiction and Recovery Act (CARA) of 

2016. Since these policies required some sort of structural change in order to address a 

societal problem, they can be described as systems-challenging praxis (Singer 1995). The 

OSI and STORM were mainly regulatory monitoring systems put in place to surveil and 
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track dangerous use of opioid medications. By putting forth these new guidelines, the VA 

was able to reduce rates of opioid prescribing and systematically address veterans who 

were at high risk of overdose.  

The CARA Law of 2016, on the other hand, called for required utilization of 

interdisciplinary pain management teams within the VA system without actually 

standardizing how they would be formed and employed. This meant each VA site was 

able to define “interdisciplinary” in different ways. For some, it could mean increased use 

of social workers as part of the care team. For others, it may mean bringing together 

clinicians, peer specialists, alternative and integrative care providers, and pharmacists 

(such as the Pain Team at the SGVA was described in Chapter Four). A psychologist, 

Anne, noted the difficulties associated with establishing interdisciplinary teams to fulfill 

the CARA requirements: 

Because of the CARA Act, it’s been a big push and there’s a lot more teams. I 
think there are challenges with building interdisciplinary teams…Getting people 
together, figuring out how to do simple things like billing in clinics. I think as the 
VA continues to support the development of those teams, that’s going to be an 
important push because I really do think we need a multi-pronged approach with 
multiple providers.  
 

Therefore, while CARA challenged the system and changed the “requirements,” it left 

loopholes that allowed for flexibility between sites, some of which were then addressed 

through more systems-correcting praxis to fully navigate the system.  

One of the SGVA providers whose work focused on pain management told me in 

the early days of my fieldwork that the higher-ups encouraged VA providers to taper 

veterans’ opioid prescription down to less than 100 morphine milligram equivalents 
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(MME). For many years, it was not unusual for veterans to be prescribed opioids to take a 

few hundred MME per day for chronic pain. However, once the opioid ‘epidemic’ was 

identified and concern about it progressed, the association between high daily MME 

prescriptions and overdose risks were an area of increasing clinical concern and focus. 

While research and the CDC suggests dosages over 90 MME/day is dangerous, this was 

sometimes much lower than what providers discussed veterans being prescribed during 

my participant observation at the pain clinic (CDC Guideline for Prescribing Opioids for 

Chronic Pain — United States 2016). A psychologist described this concern with dosing 

and monitoring to me during an interview: 

Mia: The STORM identifies patients who are high risk…so you can see who’s on 
a high dose, and high dose is determined by whatever you determine is high. So, it 
used to be 100 [MME] and now we’re moving it to 50 [MME] because that’s 
where it really should be based on the literature…We know that over 50 [MME] 
you quadruple your chances of overdosing. 
 
 The cumulative daily dosage of opioids was something STORM monitored so 

that providers could be aware which patients at their respective VA were in need of a 

tapering plan to reach a “safer” prescription. Measuring dosages by MME was also a way 

for clinicians to compare the relative strength of different pain medications, which was 

something I observed during my internship. Providers converted prescriptions to this 

form of measurement to clarify the safety of the dose, both for their own understanding 

and to explain the risk of high doses to their patients. The higher the MME, the more risk 

there was thought to be for an overdose event, as Mia explained to me. Reducing to lower 

morphine equivalents seemed like a simple concept and an easy fix, but in reality, it was 

anything but.   
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STORM also provided alerts to clinicians about their patients taking both 

benzodiazepines (a.k.a. “benzos”) and opioids. This combination of medications is 

particularly dangerous, with elevated risks for overdose (Park et al. 2015, Pardo et al. 

2017). When reviewing the medical record of a patient with severe pain, providers often 

verbally gave a brief summary of the patient’s health and then moved on to the treatments 

and medications. For anyone taking opioids, the provider frequently checked to see if the 

patient was also taking benzos for anxiety. Co-prescribing of these medications—or illicit 

use of both—was a primary concern for Pain Clinic B (discussed in Chapter Four) at the 

Spacious Green VA.  

Unfortunately, even though co-prescribing is known to be dangerous, it was also 

common during my time in the field because chronic pain and mental illnesses (such as 

PTSD or generalized anxiety) comorbidity was frequent for veterans at my fieldsite. Of 

my staff participants, Barb, Janet, Mia, and Grace all discussed the role of mood and 

psychiatric conditions in pain care and how they need to address each. Both conditions 

can also negatively affect one’s ability to sleep: sleeping while in pain and/or while 

anxious can be difficult and frustrating. Opioids and benzos can each potentially help 

with sleep. In Chapter Four, I mentioned that Janet discussed how pain is exhausting. At 

the same time, pain also makes it difficult to sleep. For example, Matt told me, I don’t 

sleep too good at night, and sometimes I just fall asleep…[I’m] so tired all the time, but 

the pain makes it almost impossible [to sleep]. Other veterans discussed feeling tired and 

slowed down by their pain, but unable to sleep through the night as well. During my 

fieldwork this was reiterated when veterans frequently mentioned taking either opioids, 
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benzos, or both right before bed when it came to discussing their current medication 

routines. This use of medication added another reason why tapering veterans down, or off 

of, either these prescriptions was immensely difficult.  

While there were VA recommendations, there was no protocol or manual for 

clinicians on exactly how to properly taper either type of medication. General guidelines 

may have been helpful when tapering doses for patient with less severe and debilitating 

chronic pain who did not have additional comorbidities, such as severe PTSD, but many 

veterans would not fit such a categorization. This left the majority of prescribing and 

tapering decisions to providers for each individual patient. In Chapter Four, I mentioned 

Grace’s concern that not having a systematic or standardized way to taper was dangerous. 

Even when a provider had a goal to reach a dosage below a proposed maximum, they 

needed to take into account the patient’s functionality and quality of life. The best way 

providers were able to figure these issues out was through engaging in what amounted to 

an internal systems-correcting praxis to collaborate with others, which they did often and 

is largely why they formed the Pain Team and referral process discussed in Chapter Four. 

 

Inner-VA Care Provision Challenges  

In addition to a heavy use of temporary staff (trainees), my participants spoke of a 

lack of veteran clinicians, integrative medicine specialists, and alternative care providers. 

The lack of integrative and alternative providers on-site at the SGVA was deemed 

problematic for a number of reasons. First, availability of appointments for alternative 

treatments were limited for veterans who wanted to try non-invasive and non-
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pharmaceutical methods. The difficulty my patient participants had trying to get 

appointments they needed was an example of how access was limited. These 

appointments were one of the ways patients with chronic pain could find new methods to 

manage their pain that did not involve medications—a key goal within the VA.  

Some also spoke of how they were expected to “graduate” from these alternative 

options after completing a standard program, and then told to do the exercises or methods 

on their own at home. Even the new clinic, Pain Clinic C, was going to be enacted with 

the intention that veterans would graduate and finish receiving the clinic’s services. One 

participant, Bob, discussed his concerns with this limited access. However, he did also 

acknowledge that the provision of care and alternative services was better at the SGVA 

than at non-VA facilities:  

The VA is very good, better than the outside community at prescribing people to 
go to physical therapy, to aquatherapy, all these occupational therapies. And 
what happens is you go through it and you graduate. Then you go home and 
you’re supposed to do it on your own. The average human being for the first 
month is very diligent. Then the next month a lot less, and it goes down. You 
know, what happens is eventually you end up right back here because you have 
the same problem. And it’s better at the VA because you can come back with the 
same problem and they will send you to physical therapy again. Whereas on the 
outside, you got the same insurance company and you go through that process 
and you go the second time and they’re liable to tell you “we’ve done this once, 
you can’t do that [again].”  

 
Bob was also a peer specialist and worked with other veterans who had chronic pain. 

Therefore, he had a lot of experience with the available options and the SGVA system. 

He told me how he had been advocating for more open, regularly offered physical 

therapy (especially aquatherapy) services so veterans could come whenever they wanted, 
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or at least during non-work hours. This would take away the halt in management of pain 

that came with “graduating” a course. However, Bob acknowledged the difficulties with 

expanding services as well: 

I recognize the problems vets have that live 30, 40 miles away…The fact that 
some veterans need help but can’t do it during the day because they have to 
support their families and work. And there’s a myriad of reasons, but I do believe 
more and more has to be offered on the weekends, which is difficult—or in the 
evenings. Even in the evenings it’s difficult enough. They work all day and are 
tired and go to get their children, so it’s a conundrum. I don’t know how to solve 
it. But I think we can do better.  

 
Second, when veterans could not receive alternative treatments at the VA, they 

ostensibly had the option to go to community sites by “choicing out.” Yet in reality, I 

heard during my observations and from my participants in interviews how this lengthened 

the process of receiving care and had the potential to create transportation issues. Veteran 

staff participants agreed that greater access to alternative resources was important to 

improve care at SGVA. They wanted to see changes such as: offering chiropractic care 

and massage therapy at the VA rather than referring patients outside, offering classes 

(such as yoga) regularly and closer to the main buildings, and providing access to a 

decent gym and pool. Staff believed that increasing the availability of services like these 

on-site would be easier, more accessible, and more convenient for veteran patients. The 

Veteran Choice Program (which received its own funding within the VHA budget) was 

created to cover the costs of community care when veterans could not receive a particular 

treatment at a VA site. This was a concern Janet especially raised when I spoke with her 

about how the SGVA addressed pain care. Janet believed they needed to bring the 

services to the front line. 
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Third, by referring out to non-VA facilities, VA providers could not know what 

exact treatment their patients received. The provider would always be somewhat in the 

dark, because the treatment was not performed within the VA itself, and it would be 

missing from the medical record. Not being able to keep track of what patients are doing 

to help with their pain, coupled with providers not always following a patient 

consistently, resulted in a greater lack of communication. Not knowing the whole picture 

of a patient made it more difficult to provide treatment with all the pieces in mind and 

complicated the painworld. 

 

Staffing Concerns  

A common problem in any healthcare setting is an insufficient number of 

providers or other healthcare workers. Throughout my time at the Spacious Green, I 

observed what appeared to be providers overloaded with cases, much like what providers 

experience within health in the United States as whole. During my interviews, both staff 

and patients voiced concern about the workload. Five veteran patients discussed this 

during interviews: 

Greg: To be completely honest with ya, I think the doctors are pushed to the 
limit…So sometimes, they can’t spend time with ya.  
 
Jim: In my opinion, I think the doctors are over-burdened with trying to enter all 
the crap into the computer system.  
 
Matt: I still feel a lot like a number, just like in the service…They’re all too busy 
to talk with ya.  
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Bob: Sometimes I think the metrics say that they [providers]  have to see to many 
people. 
 
Sam: Unfortunately, [SGVA] is over-taxed for its capabilities. It’s a constant 
reinventing of the wheel…So I mean, I know the place is overloaded with 
workload…The biggest thing right now is the overabundance of outpatients 

   
It is possible that the case load between departments and/or types of providers varied, but 

from my view as an observer, the full-time clinicians had a lot on their plate. Many 

worked in multiple clinics and were part of several different provider teams. Their time 

was spread thin. Unfortunately, understaffing and noncompetitive salaries is notorious at 

the VA. This workload concern was reiterated during interviews with SGVA staff.  

Sue (pharmacist): A lot of times primary care can be a little overworked, so 
sometimes I don’t completely trust that they’re going to make the 
recommendations in a timely manner.  

 
Anne (psychologist): I’d like to see more time for providers, or more providers so 
they have more time…I mean that’s one of our challenges as well, our population 
of veterans grows, but our hospital doesn’t necessarily grow at the same rate.  

 
Janet (nurse practitioner): We’re still struggling to have providers, enough 
providers, to pay attention to do the monitoring that needs to be done.  

 

Throughout my fieldwork, I was also unsure at times how many of the providers 

or staff at the SGVA were also veterans—it did not seem like many. When I interviewed 

Janet, she confirmed my observation. She said that the lack of veteran providers was due 

to noncompetitive VA salaries: I could go down the street and get $30,000 more, at 

another healthcare facility. A psychologist that had worked at multiple VA sites also told 
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me, There are more veteran providers than I realized initially. And I feel like over time I 

will find out someone is a veteran and I didn’t even know.  

Despite salary issues, Janet felt strongly that the SGVA should try to hire more 

veteran providers because of the positive affects the connection had on healthcare 

interactions. She told me she was, a firm believer in needing to have way more veteran 

staff. For Janet, the work at the SGVA was, at least at that point in her life, worth the 

lower pay because she enjoyed working with the veterans. While some of the other 

SGVA staff I interviewed were relatively new, two had been working there for many 

years. I anticipate they stayed because they too enjoyed working with veterans, as Janet 

did.  

This VA also utilized trainees (i.e. medical students, fellows, residents), in turn 

contributing to the healthcare workforce overall. While I cannot be sure of the extent of 

using trainees at other VA sites, it is likely similar at many, considering the VA is the 

largest provider of medical education and training in the country (VA Careers: Students 

and Trainees 2019). Trainees may spend anywhere from a single day to several weeks 

within a particular department or clinic. Therefore, the turnover for those who saw 

patients was high. This may follow the requirements for medical training and exposed 

students, residents, and fellows to a broad range of practice, but it created frustrations 

among patients. By not having access to providers who consistently see the same 

patients, veterans essentially had to start over explaining their medical history and 

problems each time they saw someone new. They had to re-tell their narrative and 

provide an overview of their painworld. In these situations, it was particularly difficult to 
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build rapport. A psychologist, Anne, noted the importance of taking the time to review a 

patient chart: 

I like to do a combination of looking in their chart beforehand, so that—I think 
it’s helpful when veterans feel…know that we’ve already looked at their chart and 
have an idea of the background so they’re not repeating themselves…But I also 
feel like you get a lot of information from the person…And I think it also helps 
build rapport when they can tell you and fill you in on what’s going on. 

 
Anne noted the value in both reviewing the medical record prior to meeting with a 

patient, and allowing them to verbalize their concerns during the appointment.  Even 

though patients mentioned to me that sometimes their providers clearly had not reviewed 

their record beforehand, and seemed to be overworked, they still had great things to say 

about their relationships with many of their providers.  

Ben: I love her, she’s a sweetheart…They’re good people. 
 
Phil: I have to say, this is the best medical I’ve ever had…and I tell everybody 
that I feel like I’m being made into the Six Million Dollar Man 
 
Jim: Awesome. Awesome guy…He’s a very good doctor, very understanding. 

 
Greg: I don’t know if he’s a doctor, or a psychologist, or psychiatrist, or what his 
position is, but him and I have a good rapport.  
 

These provider-patient relationships seemed to be most successful when formed 

consistently over a long period of time. For example, Joe said, There are doctors here 

that are great. They do go out of their way to help you….Like I said, with Dr. X, I could 

talk about whatever, but with the guy who’s been covering, I’m just not comfortable 

talking about my health. 
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Dr. X was Joe’s old primary care provider, who he had for several years in 

combination with another provider, whom he also spoke very highly of. Unfortunately, 

something had happened recently to Joe’s primary care setup at the VA and he now had 

to see a temporary PCP until they could get him setup with a new one. Joe’s experience 

provides an example of how when patients lost consistency, particularly regarding their 

primary care provider, the relationship often changed dramatically. While training future 

providers of healthcare is extremely important, there were downsides when it negatively 

impacted the primary patient-provider relationship—namely communication barriers and 

a lack of trust. 

 However, not having enough providers, and experiencing a high turnover of staff 

is not a purely VA healthcare problem. These are issues that other U.S. healthcare 

institutions experience as well—especially among hospitals that are considered “safety-

net” hospitals and/or facilities that receive state-level funding. Safety-net and other 

publicly funded healthcare settings often provide care to vulnerable and low-income 

populations, more likely to have Medicare, Medicaid, or be uninsured (Chokshi et al. 

2017). The Centers for Medicare and Medicaid Services (CMS) reported almost 60 

million people were enrolled in Medicare in 2016 (CMS Program Statistics 

2018).According to the National Center for Health Statistics, in 2017 an estimated 32.1% 

of Americans under the age of 65 either relied on public health insurance or were 

uninsured (Cohen et al. 2018). If that estimation was accurate, almost one-third of the 

U.S. population under 65 was likely relying on publicly funded hospitals.  
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 While the VA system and safety-net hospitals both treat a huge portion of the 

population, the VA does so within a single system spread across many sites. Each facility 

that provides medical care to veterans is one of over a thousand sites that must operate 

within the portion of the VHA budget the VA allocates to it. While stating that more 

funding is needed would be a an obvious solution, healthcare and other problems can 

always use more money. It is the structure itself that requires deeper analysis to 

understand how what problems are happening on the ground, and the ways bureaucratic 

barriers get in the way of efficient and satisfying healthcare practices.  

 

Filling-In the Gaps: Systems-Correcting Praxis at Work 

To address such obstacles and prevent slippage or loss of engagement with 

patients within the system, both SGVA staff and veteran patients found ways to 

informally navigate the system and fill-in the gaps that occurred. This can be described as 

systems-correcting praxis, which I have described earlier in this chapter and in Chapter 

Four. For example, providers organized specialty clinics, such as Pain Clinic B, to 

address a gap in adequate knowledge and time given towards problematic, risky opioid 

prescription use. While Pain Clinic B did not have its own physical space or full-time 

staff, providers still managed to follow a handful of difficult opioid management cases. 

The providers were clinicians that chose to spend whatever “extra” time they had helping 

patients referred to the specialty clinic because they thought it was important to fully 

address patient cases that may be at risk for Opioid Use Disorder (OUD) or even 

overdose.  
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Throughout my observations during the entirety of my fieldwork, finding an exam 

room or space to meet with a patient was always a struggle. Before seeing a patient, staff 

would have to decide what providers were going to meet with the patient, and where 

there was space that would potentially be available when the patient showed up. This was 

a consistent challenge, however, nobody ever seemed particularly bothered by tight 

quarters. Multiple providers and “clinics” shared the same space, so it was bound to be 

somewhat complicated. Some of my participants mentioned the need for more clinical 

space, an actual gym, and more parking facilities.  

If there was going to be enough space, there would have to be new buildings and 

add-ons. This would be particularly difficult at a VA as old as SGVA, which had 

limitations for additional infrastructure. Even if Pain Clinic B received funding and 

approval to have its own clinic space built, it could also be more difficult for the clinic 

providers. Most were only able to pop in when they had time because the “clinic” was in 

the building where most of them did the majority of their primary work, anyway. This is 

one of the reasons why Pain Clinic B operated as an example of systems-correcting 

praxis, rather than a systems-challenging, which would require change to the actual 

structure.  

These problems made it clear why new (and desperately needed) clinics were so 

difficult to fully establish in this system. When SGVA providers saw a need to create a 

service that specifically focused on veterans struggling with opioids (typically along with 

chronic pain, other substances and health concerns, and/or mental illness) they systems-

corrected informally by setting up Pain Clinic B. These patients had a particularly 
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complex set of health problems and the clinic was designed to address all of them. 

Providers did what they could to make it work with what they already had available. For 

example, they often took advantage of a peer specialist personally familiar with substance 

abuse or peer specialists who suffered from chronic pain. 

The peer specialist role was relatively new at the SGVA. While some volunteered 

to be peer specialists, others were paid under the Whole Health Initiative and worked 

more regularly with the clinical staff. The Whole Health Initiative is a holistic model the 

VA implemented with the goal of addressing all aspects of veterans’ lives, putting what 

matters most to them first, instead of focusing entirely on the disease of interest (“About 

Whole Health – Whole Health For Life 2017”). In Chapter Four, I provided Jack’s 

description of his role as a peer specialist, which focused on supporting veteran patients 

in a variety of capacities. These peers would often receive calls from distressed and 

frustrated veterans at night or on the weekends, ultimately expanding the system outside 

of the actual structure and into the social and relational world. This role was another 

example of a systems-correcting praxis at work at the SGVA. These peers were able to 

fill in the gaps and somewhat formalize the social interactions between veterans, but did 

not change the system itself. The intersubjectivity that occurred also altered the 

painworld and became a key part of it because it increased access to pain care. 

The expanded contact between peers and patients was likely due to greater 

rapport, but also because it was much easier (and seemingly more reliable) than 

navigating the secure messaging system to request help from clinicians. However, the 

peers I interviewed said they were happy to help whenever they could. One of the peer 
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specialists I interviewed told me: I think as time goes on and as this program 

grows…they’re going to need to switch over to part-time or full-time peer specialists 

rather than volunteers, just from an administrative point of view. Through my fieldwork 

and interviews, I heard from several people that hiring more peer specialists would be 

extremely helpful for both patients and VA staff. 

Staff were also unsure of how to gain administrative-level support and specially 

allocated funding. In other words, they did not know how to progress from systems-

correcting to systems-challenging. Not only did they not know how, but they did not 

know who to ask. Here was an important clinic serving a difficult to treat and easily 

neglected veteran population, yet SGVA staff had no idea how to gain support to do so 

on a greater, or systems-challenging, scale. Providers that had worked there for many 

years asked me (a VA novice) if I knew what sort of research study or Quality 

Improvement project could potentially help them get closer to finding a way into funding 

requests because I was involved in research and they understood the value of evidence-

based practice in changing clinical care.  

The operation of Pain Clinic B is a prime example of how structural barriers get 

in the way of care, but also how difficult it is for providers to care for patients with 

complicated cases holistically while working within a biomedical system that typically 

focuses on treating conditions in a siloed manner. In the next section, I will address the 

medical gaze which traditionally pushes providers to separate the condition of interest 

from the patient as a person. However, this siloing occurs in structural ways that 

negatively affect patient care as well. The interaction between providers and patients at 
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the SGVA is disrupted by the aforementioned difficulties maintaining consistent 

providers and utilization of the secure messaging system.  

One way that SGVA providers have attempted to improve this is through systems-

correcting by using peer specialists and organizing new informal clinics; another is the 

practice of referring patients to other providers that often work in tangent, even if it is not 

the typical or formal method of consultation. The systems-correcting attempts I observed 

helped to attain a greater level of access and agency for the participants I interviewed. 

However, this approach also further facilitated the continuation of health bureaucracies 

and the structure that made receiving needed care difficult. To truly overcome the 

bureaucratic barriers that occur, systems-challenging praxis would have to be utilized to 

cause structural change to ensure greater access and agency within the healthcare system 

overall. All of these services and interactions help to shape the painworld of veterans by 

addressing their pain within a system that was both formally bureaucratic and informally 

social.  

 

Biomedical Culture & “Opioidphobia” 

            Clinicians operate within the culture of biomedicine, which is shaped by training 

and workplace environment. The medical gaze through which providers view patients 

creates a practice of treating patients more as medical cases, rather than individual beings 

(Foucault 2003). This gaze is additionally enacted through the use of biopower, and 

surveillance of docile bodies. The tension between balancing protocols and actually 

treating patients like individuals with particular and distinct experiences is well 
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documented. With several protocols and predetermined processes involved in clinical 

appointments, a provider must do many things with each patient. However, it can be 

difficult to cover everything that is required in a short period of time during an 

appointment and still remember to consider a patient as a unique individual with 

multifaceted health concerns.  

            When it comes to treating patients with severe pain, clinicians described the 

tension inherent in there being many aspects to consider. With the prevailing issue of the 

opioid ‘epidemic,’ emphasized by VA policy, providers were aware of the directive to be 

particularly careful when treating pain. Relevant policies and protocols shaped 

biomedical culture to create an “opioid phobia” among providers. This can include a fear 

of prescribing opioids and tapering opioids. The fear of getting in trouble (legally or with 

VA administration) for prescribing medications for someone who ends up overdosing 

may take precedence over providing pain relief. These stresses can be further exacerbated 

by complex bureaucratic systems and the workplace culture that comes along with it.  

Janet explained to me that providers at the SGVA were afraid to treat pain, but 

that she felt it was prescribers that needed to fix the problem. While the SGVA 

implemented protocols to regulate opioid prescriptions, there was not a set guideline for 

when and how to prescribe opioids to patients, under the protocol. Janet believed that, 

There needs to be a better system of how we prescribe. Because of this fear of everyone 

being addicted, we are not treating pain. According to Janet, this sort of fear may have 

reduced the number of clinicians prescribing pain medications, which administrators 
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view as a good thing, but it also left some patients worse off than before, reducing their 

quality of life.  

Additionally, SGVA providers also noted how the opioid ‘epidemic’ elicited 

change to the pain care approach. They also told me that there was a sense of 

responsibility in play when it came to addressing the opioid ‘epidemic’ as a clinicians at 

the VA. 

Grace: Oh it’s changed significantly, probably even in the past five years…So 
there’s much less giving narcotics and I think that’s created problems as well, 
because I think we’ve under-treated the addiction we have participated in by 
prescribing all these medicines. 

 
Mia: People [providers] were definitely much more free 14, 15 years ago, like 
“ah, no problem, no ceiling.” So people are much more cautious about it now. I 
think they’re definitely getting the message that it’s not a safe approach…I think 
we do feel the responsibility of, you know, we put these people on these 
medications and now this [opioid epidemic] is the consequence of it. So I think 
there’s definitely a sense of responsibility.  

 
Janet: I think the problem is not the patients, I think the problem is us, the 
providers. We are the ones that prescribe it, and if we are not paying attention 
and we are not doing our due diligence, I think that the opioid epidemic started 
with us, and it needs to end with us.  
 

The way these providers talked about the issue of opioid prescribing and the 

responsibility they had as clinicians to address it within their practice showed their 

concern for their patients. They wanted to do whatever they could to help their patients 

who suffered from chronic pain and/or opioid dependence. They noted the dangers of 

opioids, but also acknowledged the need to provide alternative options that could manage 

pain. I do not know how widespread their attitudes were among SGVA providers as a 
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whole, but through my interviews and participant observation it was clear that they were 

aware of the dangers of stigma and fear of opioids, and the negative effects that could 

result for their patients.  

 

Communication Difficulties 

In Chapter Four, I discussed the benefits of hiring providers who are military 

veterans by using Janet as an example. At the SGVA, there was potential for certain 

aspects of veterans' concerns to be lost in communication when discussing concerns with 

providers. Providers entered notes from each appointment into the medical record system 

(called Computerized Patient Record System [CPRS]). However, not everything the 

patient said may make it into the notes, and at the same time it can be difficult for a 

patient’s next provider to get through all the notes before meeting with them. Hiring more 

paid, full-time providers at the VA could potentially help create some consistency for 

patients, but was not a realistic option in the short-term (Bokhour et al. 2018). Forming 

interdisciplinary teams to collaborate on patient cases and utilizing peer specialists to 

better communicate with veteran patients were ways that my participants were involved 

in getting past the structurally-imposed communication difficulties.  

 

Veteran Staff Concerns & Suggestions  

 Participants also brought up that improving communication between different VA 

sites would be beneficial for both staff and veterans. Overall, VAs did not offer care—

including pain care—in consistent ways. Increasing communication between the VAs 
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could potentially allow for all staff to gain a better understanding of what methods work, 

which was a point raised by Janet when discussing different approaches to pain care. 

...why aren’t we learning what works there? What works here? What doesn’t 
work? We’re cutting off our own legs by not communicating with each other.  
 

As Janet and I spoke, she brought up many concerns I had not heard from other SGVA 

staff participants. For example, she explained that while it is nice that a yoga class may 

be offered at the SGVA, it does little good if it is in a random, hard-to-find building that 

requires walking over a mile, saying, Elderly men with severe chronic pain simply cannot 

and will not make it to that class. The SGVA also referred veteran patients to chiropractic 

care and massage therapy, but it was rarely offered on-site, so patients have to travel 

elsewhere. The more places a veteran had to go meant more effort was required to find 

relief from pain. Ironically, this increased activity could cause even more pain. While she 

did not specify places or approaches, Janet also felt that non-VA facilities were doing a 

better job than the SGVA when it came to pain care. Janet’s view of the SGVA’s pain 

management was more critical than that of Bob. 

Janet: I think that our pain service is not really good, unfortunately...We need to 
really look at what’s going on in our communities, in our local hospitals—they’re 
coming up with all these innovative things.  
 
Bob: Even with this chronic pain team, everything we do up front is wonderful, 
but it’s at the back end that some of it fails. And some of it fails because it is what 
it is. You’ve got a person working, and a lot of these programs are during the day. 
They can only go to so many.  
 

Both made valid points about the benefits and downsides. Perhaps as a clinical provider, 

Janet experienced the structural barriers and logistical difficulties to a greater extent than 

Bob did. Or maybe she was just at her wits end with frustration. I am not sure, but the 
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points made by each leave something to be considered, and perhaps addressed by 

improvements to how the SGVA provided the available options.  

 

Outdated Technology  

 In present-day society, modern technology is essential to communication. The 

number of ways we can communicate with others is truly incredible. When many think of 

the federal government and the military, they may associate them with complex, state-of-

the-art technology. And this makes sense, because the military helped develop the 

internet, which gives us everything we could need to know at our fingertips and connects 

us to millions of people across the globe (Naughton 2016). They also created GPS 

technology so now we never have to get lost (or put much of any thought into) getting to 

our destination again (Dziadczyk et al. 2007). So, it is reasonable to expect a healthcare 

system operating under the federal government would have top-of-the-line medical 

record programs and ways for staff to communicate with each other and their patients. 

The CPRS medical record system is one of the better ones used in the U.S., but it still has 

some problems. On their website, the VA does acknowledges the need to update the 

system and is apparently in the process of doing so (“VA EHR Modernization – Home 

2018”). The main concern voiced by my participants was that CPRS was inconsistent 

between sites, leading to confusion among providers. 

 When I started my fieldwork at the SGVA, I was not surprised to see PC 

computers (rather than my preferred Mac), but I was surprised by the large, clunky, 

incredibly slow, desktops in clinical spaces and offices with an operating system that 
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resembled Windows 95 in its appearance. If you had to quickly hop on a computer to 

check your email, you would end up sitting there for several minutes just waiting for it to 

log-in. This may seem like a small, silly, or minor annoyance, but the number of 

meetings I had that resulted in sitting and waiting for the system to load definitely 

outnumbered those that did not. Additionally, much like other electronic health record 

(EHR) systems, the VA’s medical record system (CPRS) was difficult to navigate and 

inconsistent between VA sites. A clinical pharmacist, Sue, said creating consistency 

between VA systems was the one thing she would change about the VA as a whole. She 

had previously worked at a different VA in a neighboring state and was shocked when 

she started at the SGVA and found a version of CPRS that she had no idea how to 

navigate. I shared her surprise and feeling that this made no sense. 

 Furthermore, communication technologies in the form of cellphones, pagers, and 

e-mail also presented a number of problems. Anyone I interacted with through participant 

observation who managed to get approved for a VA-issued cellphone, and wait to 

actually receive it, had a clunky black and grey flip-phone. Temporary staff (such as 

residents and medical students) that required the use of these cell phones or a pager 

shared with several others, which seemed to work out okay since they often worked out 

of the same home-base office. The office in the clinic where I spent much of my time was 

the home to these shared devices, as well as the bent and taped charger cords that looked 

as if they been in that office longer than many providers have been at the VA. At one 

point during my internship, a senior-level clinician was given a sort of hybrid pager/cell 

phone that hung on a lanyard around her neck. It was a new upgrade and was supposed to 
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be voice-activated. However, several of us spent at least ten minutes at the beginning of a 

meeting trying to get it to work as advertised. Such devices may work well once 

providers adjust to them and figure out how to use them effectively, but there was 

definitely a learning curve when updated from the older devices and systems. 

Lastly, VA emails, which were encrypted and securely kept on the VA system, 

proved frustrating at time when it came to communicating with others. This was 

important for maintaining security and privacy of the millions of medical records housed 

within the VA, but could also pose a barrier. Many SGVA staff members did not have 

approvals to access their VA email from anywhere but on-site computers. This was 

especially true for the non-permanent staff. While it can be nice to separate work and free 

time, some of the problems with this became clear when one of the fellows I worked with 

got into a car accident on the way to work. She was supposed to see patients that 

morning, but nobody had seen her. The following week we all found out what had 

happened and that she could not figure out a way to get in touch with anyone at the VA. 

She could not access her email and did not have direct-line phone numbers for anybody. 

Additionally, personal cell phones have virtually no cell service within the Spacious 

Green VA buildings. In my fieldnotes, I noted this and wondered, if a staff member could 

not get in touch with coworkers or supervisors, how difficult was it for patients to contact 

providers?  
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Conclusion 

 In this chapter, I analyzed the ways structural barriers may compromise pain care 

within the VA. Bureaucratic systems are notorious for making people jump through 

hoops and operate within complicated systems, and they even form their own 

bureaucratic culture. The providers at the SGVA clearly wanted to help veterans and 

alleviate their pain, but trying to follow numerous protocols and subsequently address a 

variety of complex health conditions got in the way of the provision of care. While the 

SGVA provided many pain management options, it was logistically difficult to utilize 

them to their full potential. The structural barriers that occurred, coupled with 

communication issues, forced both SGVA staff and veteran patients to find support and 

help in informal ways through systems-correcting praxis. This included collaborating 

with others, either by requesting consultation between disciplines for providers, or by 

utilizing peers to create a bridge between veteran patients and the SGVA healthcare 

system. Systems-correcting allowed staff to utilize biopower in a different way than what 

has been structurally imposed, such as through the use of peer specialists, informal 

clinics, and formation of interdisciplinary teams. Both the structural barriers within a 

bureaucratic system and the systems-correcting used to navigate it influenced the 

painworld of veterans by altering the provision of pain care, and by adjusting necessary 

social and relational interactions. 
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CONCLUSION 

 
When I set out to conduct my research, my question was: What are the 

experiences of veterans living with and managing chronic pain in the context of VA care 

and an opioid 'epidemic?' The organizational structure of how the VA provided pain 

management care increasingly complicated the context of both my question and my 

fieldwork, but also revealed how complex a condition chronic pain is. Through analysis 

of my veteran participants’ illness narratives and lived experiences, I found that the 

lifeworld of these veterans were so pain-centered that their lives ultimately encompassed 

what I call a ‘painworld.’ This painworld was further influenced by pain care at the 

SGVA, the bureaucratic structure and provision of care, and social interactions with both 

fellow veterans and SGVA staff.  

The organizational structure through which the VA provides pain management 

illustrates the complexity of chronic pain and the painworld, as well as the many kinds of 

services a veteran may need and what they must do to get them. For these veterans, the 

experience of living with chronic pain cannot be separated from the internal structural 

challenges that characterize the federal and medical hierarchies of the VA. Many of the 

challenges I observed and heard about from participants are rooted in communication 

difficulties. Most notably, the siloed nature of the veterans themselves, the many services 

they seek to access, and experiences with different providers, frustrates efforts to 

coordinate and facilitate care for chronic pain—and potentially more so in light of 

policies designed to address concerns about opioids. 
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Significance of Research  

 While chronic pain (particularly low back pain) has become increasingly 

prevalent all over the world, it is about twice as common among military veterans in the 

United States than among non-veterans. Despite this prevalence, effective treatment 

modalities are limited. As the opioid ‘epidemic’ has grown in the US since the late 1990s, 

opioid pain medications have become more problematic and their prescription 

discouraged. As the use of opioids to manage pain has lessened, the use of alternative 

modalities such as acupuncture, yoga, aquatherapy, cognitive behavioral therapy, and 

others has grown. The effectiveness of all these different options is not yet well 

understood. More importantly, their accessibility within the VA is not entirely clear, and 

there is a gap in the literature regarding veterans’ perceptions of these modalities. It is 

important to learn more about the ways providers can manage chronic pain because it 

affects so many people, produces a burden on the healthcare system, and limits 

functionality and the ability to work. While clinicians recognize the value in 

interdisciplinary care, the feasibility of such an approach requires further research and 

standardization. 

 
Summary 

The complexity of chronic pain as an illness, and the VHA system as the largest 

healthcare organization in the country, together make it not surprising that managing 

chronic pain is equally complex. It is very difficult to take the lived experiences and 

medical needs of those suffering and translate it into a hierarchical bureaucratic structure 
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able to treat chronic pain as needed. I thus explored these complicated interactions and 

process in three chapters.  

In Chapter Three, by exploring the phenomenology and lived experiences of 

veterans living with chronic pain, I analyzed how veteran participants spoke of their 

overall health and the impact of chronic pain in their daily life. The phenomenological 

perspective illuminated how these veterans communicated their experiences, and how 

their illness narratives were similar, and how they differed. For example, many attributed 

their chronic pain to the early days of their military service decades ago. Veterans’ stories 

showed that they tended to rely on other veterans for support and help in their lives 

overall, and in relation to managing their health. Their daily lived experiences showcased 

how their health and illness affects their daily lives, including their functionality and 

relationships with others. All of these components build the concept of what I call a 

painworld, which is rooted in the lifeworld concept, but focuses on pain as the center of 

life. Through this analysis, I argued that the lived experiences and illness narratives 

veterans communicated regarding their health and chronic pain showed a variety of 

experiences forming painworld that is important to consider when treating patients from 

this population. This painworld is additionally present in Chapters Four and Five because 

it is further shaped by VA pain care and the bureaucratic healthcare system.  

Chapter Four examined how the Spacious Green VA provided pain care. In this 

chapter, I presented different treatment options and how medical referrals work through 

primary care, the Pain Team, and the multiple types of pain clinics. Through the 

perspectives of both veteran patient participants and Spacious Green VA staff I analyzed 
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how each spoke of how care was provided and which chronic pain treatment methods 

were available and effective. Additionally, I analyzed narratives from four participants 

who were both veterans and staff to consider the insights available from those who 

experience both perspectives. In particular, my interview with Janet, an Army nurse with 

chronic pain who works at the VA, provided a comprehensive view of how the VA 

provided pain care and how it could better serve veteran patients. Through these analyses, 

I argue that the many services and components of pain management care at this VA site 

did not communicate or coordinate with each other well—interfering with the goal of 

achieving comprehensive, effective care. The SGVA staff additionally formed different 

pain clinics and informal systems of care as systems-correcting praxis to meet patient 

needs to the best of their ability.  

Chapter Five provides a larger structural analysis of how the VA operates as a 

federal healthcare institution, and how its bureaucratic structures both facilitate and 

obstruct the provision of care to veteran patients. As the largest healthcare system in the 

U.S., the VA treats millions of veterans who, as a whole, experience a higher prevalence 

of chronic pain compared to the general population. Many of the issues the VHA 

experiences when providing healthcare are also common among other healthcare 

institutions in the U.S. The SGVA utilized peer specialists in particular to fill in gaps 

created by structural barriers, which was further use of systems-correcting praxis, even in 

the midst of implementation of systems-challenging praxis. These components lead to my 

argument that there is a lack of communication trickling down from the federal 
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government that is shaped by biopoltics and biopower, which hinders providers’ ability to 

care for veteran chronic pain as needed, despite their use of systems-correcting praxis. 

Together, these chapters build a multifaceted argument that the experience of 

chronic pain is complex and challenging, as is determining the care needed for each 

patient, and the bureaucratic complications to implementing care. The interactions of 

these aspects further influence and become a part of the veteran painworld, which is 

based in the lifeworld, but revolves around the lived experience of a pain-full life. When 

veteran painworlds, structures of care, and bureaucracies that shape both converge, 

challenges arise with communication, leading to siloing at each level of the VA 

healthcare system and resulting in inadequate care for veterans.  

 
Future Implications & Recommendations 

 Perhaps the most basic and obvious suggestion to improve pain care at the SGVA 

would be to have more effective communication across all levels of the healthcare 

system. While a simple statement, it is not at all easy to address. To bridge the gap 

between providers and patients at the SGVA, I think there would have to be some serious 

reflection on the culture of biomedicine, how it operates within a federal bureaucratic 

system, and how it interacts with military culture. This would require further research 

that could inform some trainings or something that could teach staff how these things 

interact and how to better communicate within them, which the VA has actually begun. 

While the trainings VA staff have to do are already extensive (and I can attest to how 

annoying they become), communication is the fundamental aspect of human interaction, 
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and at the end of the day providers are treating individual people, not siloed medical 

conditions. 

In the meantime, the easiest way the SGVA could improve on communication 

would be to make the effort to genuinely have conversations with patients and to find 

ways for at least someone working with them to be consistent throughout their provision 

of care. Based on my fieldwork and what participants told me, the peer specialist role 

seems to be ideal for maintain this continuity. Since many veterans are retired and the 

peer specialist role can be performed on a volunteer basis, recruiting more veterans to 

take the role would be immensely helpful to the healthcare system as a whole. Assigning 

peer specialists to specific patient cases to follow consistently would possibly be an ideal 

way to approach the issues that occur.  

 

Suggestions that Could be Addressed at the Policy Level 

As a federal institution, the VA can implement new policies across the board with 

the passing of new legislation. The presidential administration can also choose to allocate 

part of the VA budget specifically towards issues of concern. This means that when 

something becomes a public health concern in the U.S., the VA and VHA may streamline 

addressing the problem on an institutional level by implementing a new policy, like they 

did through the use of the OSI and STORM. With much of non-VA healthcare being 

private, other institutions are not able to make changes on large scales. When a public 

health issue, such as chronic pain, grows among the population as a whole, the VA has an 

opportunity to lead the way for the rest of the country, which appears to be happening 
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already through their novel clinics and extensive pain care options. This explains the 

abundance of alternative treatment options that were available at the Spacious Green 

VA—many of which are typically expensive or difficult to receive.  

Hiring more integrative and alternative medicine practitioners at the Spacious 

Green VA could offer more sustainable access to pain care options that veterans find 

helpful. There would also be potential for more available appointments and even group 

classes. If there were classes offered consistently on a schedule and possibly during non-

workday hours, more veterans would be able to utilize alternative methods on a more 

regular basis. Ultimately, the treatments and classes would have a better chance of 

actually managing pain to increase everyday functionality if they were more readily 

available. Yes, more funding would be needed, but the possible result could help to 

achieve the VA’s current goal for treating chronic pain. On the other hand, need for more 

money is a constant problem and would not be a solution on its own unless used properly. 

The allocation of more funding should also not take away from the structural and 

organizational components that need to be addressed within the VA.  

When it comes to public health interventions, it is much harder to address a 

problem once it has reached ‘epidemic’ proportions. However, it can be difficult to 

realize how widespread an illness is early on. Moving forward, a harm reduction 

approach offers a way to minimize the risks of the opioid de-prescribing as it relates to 

pain management and evidence-based overdose risks, by taking into account the fact that 

not everyone will be able to or desire to stop all behaviors that can have negative health 

consequences. The Human Rights Watch defined Harm Reduction as, “a way of 
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preventing disease and promoting health that ‘meets people where they are’ rather than 

making judgments about where they should be in terms of their personal health and 

lifestyle” (Human Rights Watch 2011). While this approach has largely been applied to 

substance use, overdose prevention, and HIV/Hep C risks thus far, it can also be used to 

address a variety of other public health human rights concerns. In the context of opioid 

de-prescribing specifically, there is clear evidence that reducing opioid MMEs, especially 

abruptly, can result in patients switching to illicit opioids, including heroin, which in 

many regions (including the area where the Spacious Green VA is located) is often laced 

with fentanyl, leading to a greatly elevated overdose risk (National Academies of 

Science, Engineering, and Medicine et al. 2017). Best practices for opioid de-prescribing 

including referring de-prescribed patients to harm reduction organizations and co-

prescribing naloxone – it was not clear in my fieldwork if the VA routinely does this, yet. 

For a facility like the VA, which provides care to so many people with chronic pain and 

thought to be at risk of opioid dependence, adopting an evidence-based policy of harm 

reduction referral and naloxone co-prescribing, could measurably reduce overdose risk 

and establish a model of best practices for other healthcare systems. 

 

Future Research – VA/Chronic Pain Syndemics 

 It was beyond the scope of this thesis to fully examine the potential for syndemics 

among veterans with chronic pain. However, among my veteran participants, all reported 

arthritis in addition to chronic pain, and six of eight had been diagnosed with PTSD or 

depression. There are known biological-biological interactions between depression and 
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chronic pain (Dueñas et al. 2016; Lerman et al. 2012). Future research could examine the 

potential for biological interactions between arthritis and chronic pain, and/or between 

mental illness and chronic pain, that may be caused or exacerbated in the context of a 

history of military service, or even by the stigma attached to mental illness in the context 

of military culture. Conversely, the amount of healthcare and support available in the 

context of the VA could potentially be explored as a counter-syndemic (Singer et al. 

2017) for biological-biological interactions between the multiple health conditions 

occurring across the veteran population with chronic pain, not otherwise available to 

other people with these conditions. 

 

Limitations of This Study 

This study provides but a window into a particular moment in time. While 

important to examine the experiences of an illness disproportionately prevalent among 

this population, it is only a subset of experiences of those living with chronic pain at the 

height of an opioid ‘epidemic’ in the United States. I specifically examined the 

experiences of older (55-75 yrs. of age) male veterans with chronic pain who all served in 

the military during, or right after the Vietnam War. It is important to note that while 

many veterans fit this category, their experiences may differ for veterans who are 

younger and/or women. The number of veterans of a younger age and that are women 

who need to receive healthcare from the VA will likely continue to increase in future 

years due to recent wars (such as OIF/OEF) and the approval of serving in combat in the 

1990s. Chronic pain for these groups may be experienced differently and therefore, may 
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require a different treatment approach. Future studies should focus on these cohorts of the 

veteran population as well to ensure better chronic pain management at the VA for all 

veterans.  

 My participants also did not report histories of drug use or substance use 

disorders. Due to the addictive potential of opioid medications, it is also important that 

similar studies be performed that examine the experiences of veterans with chronic pain 

who have struggled with addiction, particularly related to managing their pain. This could 

include prescription opioids, but also other drugs, such as illegal substances and alcohol 

(which some participants did report). I anticipate those who have struggled with self-

described substance use will have very different illness narratives and experience a 

different lifeworld, compared to my participants. It is important to understand the 

differences between these groups because it could significantly impact the healthcare and 

pain management each receive.   

 An additional limitation, is that I was unable to observe clinical appointments 

between providers and patients suffering from chronic pain. Therefore, I had to compare 

the narratives of those that were on each side of the interaction, and a few that operated 

within both. I also was only able interview each participant once, typically for short 

amounts of time. While my own fieldnotes and participants observation was key to 

putting together whole pictures and adding to my data collection, additional interviews 

with my participants would have provided more narrative data and the opportunity to 

formally discuss the rapidly changing pain care approach at the SGVA. 
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Final Comments  

 This study illuminated the experiences of veterans with chronic pain who receive 

care at a VA. The complicated nature of treating pain and managing it on a daily basis 

has become increasingly complex in recent years as concerns surrounding opioid pain 

medication have grown. My participants had many medical conditions, some of which 

may have exacerbated their pain. These additional conditions, and the fact that most 

veterans reported that their pain originating several decades ago (before or during their 

military service) made the nature of their pain experience was particularly complex. 

It was a privilege to speak with these veterans and their providers who taught me 

so much about their experiences. It is my hope that my research will at the very least 

encourage other researchers and healthcare practitioners to further explore how veterans 

experience chronic pain and other chronic conditions. Pain is incredibly personal and 

subjective, making it difficult to understand. I truly believe that taking the time to speak 

with those who suffer from chronic pain, and those who treat it, will help the healthcare 

community and society as a whole understand how to better address pain to improve the 

quality of life for millions.  
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