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ABSTRACT 

BARBARA KIRK JACKSON 

FAMILIES COPING WITH CHRONIC PAIN 

MAY2005 

Moderate to severe chronic non-cancerous pain affects approximately 9% of 

Americans and their families and significantly impacts healthcare, social, economic, 

and national issues. Most research studies have focused on understanding the individual 

family member diagnosed with chronic pain rather than examining the family's role in 

responding to and managing an enduring illness. The purpose of this study was to 

explore coping, including religious coping, from the perspective of the family as it 

relates to family functioning when another adult in the family has been diagnosed with 

chronic pain. A sample of73 adult family members completed an anonymous Internet

based survey concerning demographic characteristics, coping methods, including 

positive and negative religious coping methods, and family functioning. Quantitative 

measurements included the Brief RCOPE (Pargament, Smith, Koenig, & Perez, 1998) 

and the Family Environment Scale (Moos & Moos, 2002), and qualitative measurement 

followed the phenomenological approach (Moustakas, 1994). 

Results indicate family functioning is not necessarily affected adversely by the 

presence of stress from being closely involved with a family member diagnosed with 

chronic non-cancerous pain. Families who reported moderate to severe family stress 
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during the last month also reported managing family stress the same or better than when 

the chronic pain was first diagnosed. Positive religious coping was linked to better 

family functioning in chronic pain families. Families with high cohesion accessed fewer 

negative religious coping strategies, and 23% of family members spontaneously 

identified religious coping as a beneficial strategy for managing stress. Chronic pain 

families, who reported very stressful family environments and were low in cohesion and 

expressiveness and high in organization, used more negative religious coping strategies. 

It is concluded that there are identifiable coping methods, including positive and 

negative religious coping strategies, which can help or hinder family management of the 

stress from being in close contact with an adult chronic pain family member and can 

contribute to either resilient or disruptive family functioning. Chronic pain families with 

certain family functioning and religious coping profiles are at risk for higher negative 

religious coping strategies. Implications, suggestions for future research, and limitations 

are discussed. 
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CHAPTER I 

INTRODUCTION 

Chronic, non-malignant pain is one of the most common health problems 

affecting families in Western countries today. A Partners for Understanding Pain survey 

(2002) indicates that the combination of acute and chronic pain personally affects one in 

three adult Americans ( approximately 50 million), and the American Pain Society 

(1999) found that approximately 9% of Americans report having moderate to severe 

chronic non-cancerous pain. A recent nationwide random telephone survey (Research! 

America, 2003) of 1,004 adults indicates that more than half of all Americans (57%) 

have suffered chronic or recurrent pain in the past year, and 62% of this group report 

having been in pain for more than a year with 48% reporting constant pain. By age 

groups, younger people 18 to 34 years old (54%) are only slightly less likely than older 

Americans (57%) to be in pain. A 1993 study by Kroenke & Price, of 13,538 randomly 

selected individuals of all ages living in the U.S., found that the top three conditions that 

cause pain are joint pain (36.7%), back pain (31.5%), and headache (24.9%). 

A random digit dialing system telephone survey of 800 chronic pain adults 

(American Chronic Pain Association, 2004) indicates that 72% of individuals diagnosed 

with chronic pain have experienced pain for more than three years, including 34% who 

have had chronic pain for over ten years. In addition, 76% of people with chronic pain 

experience pain daily, including 48% who say it is ever present; 26% who rate their 
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pain as very severe; and 34% of those whose pain is ever present rate it as very severe. 

Nearly half of the chronic pain respondents reported their pain is not under control, and 

the majority of all age groups indicated back pain as the most prevalent type of pain. 

Pain is also a major social and quality of life issue for chronic pain people. 

Forty-five percent of the chronic pain respondents in the American Chronic Pain 

Association survey (2004) believe their pain has had an unfavorable effect on a personal 

relationship, specifically with their spouse/partner (28% ), children/grandchildren (25%) 

or close friends (24% ). Two-thirds say chronic pain causes them irritable behavior and 

stress, and over half ( 5 2%) associate their pain as the major cause of a loss of desire or 

motivation. The majority of chronic pain sufferers report pain restricts them from doing 

many normal activities, and three-fourths say pain impacts their quality of sleep and 

ability to exercise or play sports. Similar results from the Research! America study 

(2003) indicate that 39% of chronic pain sufferers report the necessity to make major 

adjustments in their lives, including taking disability leave from work (20% ); changing 

jobs (17%); requiring help with daily activities such as bathing, dressing and eating 

(13%); or moving into housing that is easier to manage (13%). Non-pain sufferers also 

report lifestyle adjustments because of pain in others. Sixty percent say they have 

helped a family member or friend in pain with household chores, 30% have had to miss 

at least one day of work, and 28% have refused a social invitation in order to help out 

(Research! America). 

Besides being a major health and social issue, pain is a major economic issue. 

When calculating the loss of full and part-time workers' productivity and the cost of 
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medical expenses, lost wages, and litigation, the National Institute of Health [NIH] 

(1998) estimates that pain costs the U.S. economy $100 billion annually. Using data 

from the National Medical Care Expenditure Survey, Rizzo, Abbott and Berger (1998) 

estimate an annual productivity loss of $28 billion in the United States due to chronic 

back pain, the number one cause of activity limitation in young adults and the major 

pain reported by approximately 31 million Americans. In addition, the Arthritis 

Foundation (2004) reports that one in three adults (70 million) and 300,000 children 

suffer from the pain of arthritis, the leading cause of disability among Americans over 

age 15, with a cost to the national economy of $86.2 billion each year. A study by Louis 

Harris Associates (1996) found that 14% of all full-time employees (more than 

17 million) took sick days due to pain conditions at a cost of more than $3 billion in 

wages for absenteeism, resulting in lower productivity and higher insurance premiums. 

Not only is the subject of pain a concern to families and communities, but also 

"pain lacks a significant constituency at the federal level, resulting in a lack of 

investment in research, education, and treatment" (National Pain Foundation, 2001, 

p. 1). On January 1, 2001, the 106th U.S. Congress passed H.R. 3244 in which Title VI, 

Sec.1603 provides for the "Decade of Pain Control and Research." This is only the 

second time Congress has declared a medical decade, the first being the Decade of the 

Brain in the 1990s (American Association of Pain Management, 2000). Pending 

legislation in the 108th Congress now includes three bills under consideration, 

H.R. 1863 and H.R. 2507/S. 1278, to address pain as a public health crisis (Office of 

Legislative Policy and Analysis [OLPA], 2004). 
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Since pain is widespread and has a significant impact on social and economic 

issues of American families, the health care industry is also being challenged to 

implement cost-effective procedures that achieve positive therapeutic outcomes in the 

shortest possible time. One prominent development has been an increase in the number 

of multidisciplinary programs that include therapeutic procedures addressing a 

combination of biological, psychological, and social aspects of chronic pain. Meta

analysis of the efficacy of multidisciplinary pain management clinics has shown these 

collaborative efforts to be more effective than a unimodal treatment (Flor, Fydrich, 

& Turk, 1992). However, details of how to address the family's role in responding and 

adapting to chronic pain have not been clearly defined (Kerns, 1999) and are largely 

unexplored. 

Statement of the Problem 

Because chronic pain affects so many areas of the American culture, there has 

been significant growth in chronic pain research concerning the chronic pain patient, 

specifically in the number of studies featuring elderly people and children suffering 

from chronic pain (Norton, Asmundson, Norton, & Craig, 1999). Current research 

interest has mainly explored the individual family member diagnosed with chronic pain 

and the effects of chronic pain on his or her family. Studies indicate that living with 

someone who has chronic pain is associated with spouse/significant other distress and 

behavior, specifically highlighting marital, emotional and physical consequences (Flor, 

Turk, & Scholz, 1987; Saarijarvi, Hyyppa, Lehtinen, & Alanen, 1990), depression 
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(Schwartz, Slater, Birchler, & Atkinson, 1991 ), and cognitive and emotional factors 

(Block & Boyer, 1984; Rowat & Knafl, 1985). 

Although the majority of research has focused on the impact a chronic pain 

member has on the family, only a few research studies have considered the impact of 

the family on the chronic pain family member (Payne & Norfleet, 1986; Turk, Flor, 

& Rudy, 1987), mainly targeting the influence of the spouse in the amelioration of 

patient depression ( Goldberg, Kerns, & Rosenberg, 1993; Trief, Carnrike, & Drudge, 

1995) and in the nature and quality of support (Jamison & Virts, 1990; Kerns, 

Haythornthwaite, Southwick, & Giller, 1990; Manne & Zautra, 1990). The 

spouses/significant others of chronic pain family members have also been implicated as 

the primary reinforcing agents of pain behaviors (Romano et al., 1992). 

Rationale for the Study 

The impact of chronic pain on the family has the potential to influence a family 

in many ways; yet, there is a paucity of research providing empirical or qualitative 

evidence identifying significant variables for effective family adjustment when a family 

is coping with the stress of chronic pain. Moos & Moos (2002) have proposed that 

family functioning refers to multiple dimensions that classify the family climate, 

including three specific to a relationship domain, five specific to personal growth, and 

two focused on family system maintenance. Studies indicate significant relationships 

exist between family functioning and chronic pain as reported from the perspective of 

the chronic pain patient with chronic headache pain (Ehde, Holm, & Metzger, 1991 ), 

chronic back pain (Naidoo & Pillay, 1994), and with chronic pain of patients in 
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multidisciplinary treatment centers (Smith & Friedemann, 1999; Tota-Faucette, Gil, 

Williams, Keefe, & Goli, 1993). Chronic pain studies with adolescents (Hunfeld et al., 

2001 ), children with rheumatic disease (Timko, Stovel, & Moos, 1992), and 

fibromyalgia (Reid, Lang, & McGrath, 1997; Schanberg, Keefe, Lefebvre, Kredich, 

& Gil, 1998) provide mixed results concerning family functioning when reported from 

the perspective of the children and parents. 

The number of studies assessing the impact of chronic pain on family 

functioning from the family's perspective is limited. A study (Dura & Beck, 1988) of 

families with chronic pain, diabetes, and non-pain mothers, in which all members of the 

family were participants, suggests that families whose mother is diagnosed with chronic 

pain perceive their family environments as less cohesive and more controlling. In a 

study of all family members from different pain groups, including a healthy control, 

Kopp et al. (1995) also found a relevant relationship between decreased family 

functioning variables and families with a member suffering from chronic headaches. 

The small size of both studies precludes definitive results concerning the role of family 

functioning in chronic pain families. 

Similar to a research interest concerning family environment in chronic pain 

families, major research emphasis in the area of coping has explored the coping 

techniques of the family member diagnosed with chronic pain instead of the family's 

coping techniques. A study of 50 adults with chronic musculoskeletal pain and their 

spouses (Bush & Pargament, 1997) examined both family and individual constructs that 

might influence the process of coping with chronic pain and found that significance of 
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the family, spouse appraisal of the impact of pain on the family, family coping through 

rituals, and family outcome were important variables associated with family adaptation 

to the presence of a member with chronic pain. Due to the small sample size, additional 

relevant variables might have been overlooked. 

A Gallup poll (Princeton Religion Research Center, 2000) reported that two

thirds of Americans (67%), the highest percentage since 1957, believe that religion can 

answer all or most of today's problems. Currently, a growing body of research 

concerning the coping process has begun to document significant relationships between 

spiritual and religious factors and health, especially in the field of cancer research 

(Thoresen, 1999). A review of research (Koenig, Larson, & Larson, 2001) indicates 

widespread use of religious coping with medical illnesses, and a comprehensive review 

of 2000 articles concerning religion and health (Koenig, McCullough, & Larson, 2001) 

indicates some research interest in the relationship of religion and pain. However, few 

studies consider the role of religious coping from the perspective of the family adjusting 

to the stress of having a chronic pain family member. 

To address the lack of family studies research into religious coping, this study 

explored coping, including religious coping, from the viewpoint of an adult family 

member as it relates to family functioning when another adult in the family has been 

diagnosed with chronic pain. A combination qualitative and quantitative design 

provided a comprehensive approach to measure family functioning and religious coping 

and to solicit rich descriptions of coping, including religious coping, which could be 

useful in understanding the role of family functioning and the stress of chronic pain. 
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The focus, methodology, and dissemination of this research provided possible 

insights at several levels. The estimation of chronic pain sufferers who access a 

physician specializing in chronic pain management is approximately only 15% 

(Research! America, 2003), and of that small percentage, the number of families and to 

what degree these families are participating in their family members' pain management 

is unknown. Through this research, the remaining 85% of chronic pain patients and 

their families, who are not receiving professional help, have an opportunity to add to 

their understanding of how some families function with the stress of ongoing pain in the 

family. 

Professionals in the research community may want to examine the quantitative 

evidence and the additional qualitative coping information in designing instruments and 

in the construction of superior programs and interventions to address the needs of 

patients and families trying to manage the problems of living with chronic pain. 

Collaboration of specialist in biological, psychological, and social sciences is a major 

theoretical underpinning for chronic pain scientists (Turk & Monarch, 2002), and the 

efficacy of designing coping technique measures is also enhanced by their capacity to 

capture internal dimensions such as spiritual resources (DeGood, 2000). 

In addition, the outcome of this study has potential to stimulate future research, 

education, and clinical management of pain when the National Center for Pain and 

Palliative Care Research is established as a result of the "Decade of Pain Control and 

Research" legislation instituted by the U.S. government (OLPA, 2004). 
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Theoretical Perspective 

The biopsychosocial perspective forms a more comprehensive model of families 

adapting to the stress of chronic pain by emphasizing the reciprocal interactions of 

biological, psychological, and social factors (Gatchel, 1999). In a review of emerging 

family theories, Troost and Filsinger (1993) stated," ... the family not only contributes 

to the potential for illness but also affects the course of illness ... ," (p. 692), and they 

label this interplay of illness and family as a biosocial theory. In Milardo's 2001 review 

of family research during the 1990s, the first appearance, of a decade-in-review article 

devoted to a biosocial perspective (Booth, Carver, & Granger, 2001 ), refers to biosocial 

as concepts that link psychosocial factors to physiology and genetics as they pertain to 

the understanding of family relationships and processes. 

To understand the dynamic nature of pain that extends over time and the way 

people adapt to the stress chronic pain creates in families, the biopsychosocial model 

necessitates consideration of the biological components of chronic pain, the family's 

cognitive and emotional perspectives of unrelenting pain, and the family's responses 

and interactions to the disruption in the family system created by chronic pain 

(Turk & Monarch, 2002). The family can influence illness by being a resource that 

provides social support and acts as a buffer, a negative influence that induces illness, a 

positive or negative influence on the course of illness, and a recipient of the stress an 

illness creates in the family (Steinglass & Horn, 1988). 

This study also relied on the family systems theoretical model (Whitchurch & 

Constantine, 1993) as a framework to explain the reciprocal interactions of the family 
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and the family member diagnosed with chronic pain. Smith and Friedemann (1999) 

suggested that a dominant theme of chronic pain patients is the struggle of the family to 

find a balance between control and connectedness that would produce congruence in 

family relationships. With the introduction of pain as an enduring stressor, systemic 

changes are required by family members to respond, reorganize, and maintain 

homeostasis or a sense of stability in the family. Patterson and Garwick (1994) 

identified family resources and coping behaviors as major variables that well-adapted 

families use to develop and maintain functional stability. 

In addition to the reciprocal nature of family relationships, there is also a 

circular interplay between the chronic illness, individual development, and family 

functioning that must be addressed by families (Patterson & Garwick, 1994). Froma 

Walsh (1998) stated, "Coming to terms with an illness and its ramifications is never a 

once-and-for-all matter, but a process that must be worked on over time" (p. 214). The 

chronic illness is an ongoing process, requiring the family to evolve and adapt from the 

initial crisis at diagnosis to a stage of accepting the condition's permanence in the 

family. 

Research Questions 

The following research questions were based on a review of the chronic pain, 

family functioning, and religious coping literature and guided the development of the 

inquiry. Both qualitative and quantitative components were included in the study 

design. 

10 



Quantitative Component 

1. How do families use religious coping in managing the stress of being closely 

involved with the adult family member diagnosed with chronic pain? 

2. Is there a significant relationship between family functioning in families with an 

adult family member diagnosed with chronic pain and their use of religious 

coping? 

3. Is there a significant relationship between the demographics of both family 

members and the family member diagnosed with chronic pain and religious 

coping as reported by the BriefRCOPE? 

4. Is there a significant relationship between the demographics of both family 

members and the family member diagnosed with chronic pain and family 

functioning as reported by the Family Environment Scale? 

5. Is there a significant relationship between the scores of the Moral-Religious 

Emphasis, a Family Environment Scale subscale, and the scores of the Brief 

RCOPE? 

Qualitative Component 

6. What major coping methods have families found helpful in managing the stress 

of being closely involved with the adult family member diagnosed with chronic 

pain? 

7. What major coping methods have families tried that have not been helpful in 

managing the stress of being closely involved with the adult family member 

diagnosed with chronic pain? 
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8. What methods of religious and/or spiritual coping have families found helpful in 

managing the stress of being closely involved with the adult family member 

diagnosed with chronic pain? 

9. What methods of religious and/or spiritual coping have families tried that have 

not been helpful in managing the stress of being closely involved with the adult 

family member diagnosed with chronic pain? 

Assumptions 

Based on the biopsychosocial and family systems theoretical models, the 

following assumptions under girded this study that was designed to explore coping, 

including religious coping, as it relates to family functioning in families that have an 

adult member diagnosed with chronic pain: 

1. The biological, psychological, and social components of a chronic pain 

diagnosis affect each member of the family in a reciprocal manner. 

2. Responses of one member to chronic pain in the family will affect each member 

of the family in a reciprocal manner. 

3. Family functioning is a measurable variable of a family responding to chronic 

pain in the family as the family members learn to adapt and try to obtain 

homeostasis. 

The study of religious coping constitutes two major assumptions (Harrison, Koenig, 

Hays, Eme-Akwari, & Pargament, 2001): 
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1. "All humans encounter trials and transitions that push them beyond their own 

capabilities, triggering a dynamic process of coping, which is distinguishable 

both from the triggering event and from the outcomes of coping ... 

2. In coping, the individual is a proactive agent, engaging multiple possibilities and 

choices, and an a priori orienting system" (p. 86). 

It was also assumed that participants in this study represented a group normally 

distributed for chronic pain families and that they would give an accurate description of 

their behavioral, cognitive, emotional, and spiritual responses. Although members of a 

chronic pain family have individual perspectives of coping, including religious coping, 

and family functioning, it was assumed that an individual family member could report a 

family perspective. 

Definition of Terms 

Significant terms need further explanation to accurately understand important 

foundational constructs used in this study. The following definitions provide clarity: 

1. Acute pain is a complex unpleasant experience with emotional and cognitive, as 

well as sensory, features that occur in response to tissue trauma. Relatively high 

levels of pathology usually accompany acute pain and the pain resolves with 

healing of the underlying injury (American Pain Society [APS], 2005). 

2. Chronic Noncancer Pain (CNCP) is a subtype of chronic pain that refers to 

persistent pain not associated with cancer. Causes of CNCP include acute injury 

that has proceeded to chronic pain and various chronic conditions. In some 

cases, there is no discernable cause, and the pain is considered the disease. 

13 



CNCP can affect virtually any body system or region, and pain severity ranges 

from mild to excruciating. Some types ofCNCP have well-defined 

characteristics and patterns, whereas others do not (APS, 2005). 

3. Chronic pain is generally considered to be pain that lasts more than 6 months, is 

ongoing, is due to non-life-threatening causes, has not responded to current 

available treatment methods, and may continue for the remainder of the person's 

life. It is persistent pain that disrupts sleep and normal living, ceases to serve a 

protective function, and instead degrades health and functional capability (APS, 

2005). 

4. Coping is a multidimensional, multilayered, contextual process encountered 

between an individual and a situation that involves diverse possibilities and 

choices in response (Pargament, 1997). 

5. Family is a nexus of people, living together or in close contact, who take care of 

one another and provide guidance for the dependent members of the group 

(Wood, 1995). 

6. Family coping is the management of a stressful event or situation by the family 

as a unit with no detrimental effects on any individual in that family. Family 

coping is the cognitive, affective, and behavioral process by which individuals 

and their family system as a whole manage (rather than eradicate) a stressful 

event or situation (Boss, 2002). 
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7. Family crisis is (a) a disturbance in the equilibrium that is so overwhelming, 

(b) a pressure that is so severe, or ( c) a change that is so acute that the family 

system is blocked, immobilized, and incapacitated (Boss, 2002}. 

8. Family functioning refers to multiple dimensions that classify the family 

climate, including three specific to a relationship domain, five specific to 

personal growth, and two focused on family system maintenance 

(Moos & Moos, 2002). 

9. Family resilience is the family's ability to recover from adversity and to grow 

from, rather than be immobilized by, that experience (Boss, 2002). 

I 0. Family resources are the economic, psychological, and physical assets on which 

members can draw in response to a single stressor event or an accumulation of 

events (Boss, 2002). 

11. Family stress is pressure on the family that creates change in the family's 

equilibrium (Boss, 2002). 

12. Family system refers to a group of individuals and the pattern of relationships 

between them (Patterson & Garwick, 1994, p. 131). 

13. Pain is a subjective perception that results from the transduction, transmission, 

and modulation of sensory input filtered through a person's genetic composition 

and prior learning history and modulated further by the person's current 

physiological status, idiosyncratic appraisals, expectations, current mood state, 

and sociocultural environment (Turk & Monarch, 2002). 
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14. Religion is a search for significance in ways related to the sacred. It 

encompasses personal and social, traditional and nontraditional, and helpful and 

harmful forms of the religious search (Pargament, 1997). 

15. Religious coping is "the use of religious beliefs or behaviors to facilitate 

problem-solving to prevent or alleviate the negative emotional consequences of 

stressful life circumstances" (Koenig, Pargament, & Nielsen, 1998, p. 513). 

16. Spirituality is the central function of religion. It is intimately connected to the 

search for the sacred (Pargament, 1997). 

17. Stressor event is an occurrence that is of significant magnitude to provoke 

change in the family system (Boss, 2002). 

Delimitations 

· Delimitations of the study were a function of the study's purpose to explore 

religious coping from the viewpoint of an adult family member as it relates to family 

functioning when another adult in the family has been diagnosed with chronic pain. 

Participation in the study was limited to an adult 18 years old or older who considered 

him/herself closely involved with a member of the family in which there was an adult 

diagnosed with chronic pain. Participants did not have a current diagnosis of chronic 

pain. The family member diagnosed with chronic pain was an adult 18 years or older 

and had been diagnosed with chronic non-cancerous pain for a minimum of 6 months. 

The cross-sectional research study was limited by the selection of a convenience 

sample without a control group, and a single adult informant established family 
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consensus. All participants needed to have access to an Internet website and an ability to 

respond in English to an anonymous Internet-based survey. 

Summary 

The stress of chronic pain dramatically affects families in which a member has 

been diagnosed with chronic non-cancerous pain. In addition, chronic pain significantly 

impacts economic, social, healthcare, and national issues in the American culture. 

Currently, research concerning chronic pain has focused mainly on understanding the 

individual family member with chronic pain and his or her perception of the family's 

role in responding and managing. There is some indication that family functioning is an 

important variable that can possibly identify families at risk for maladjustment to the 

ongoing stress of chronic pain. Although recent research has begun to consider religious 

and spiritual coping as possible variables that might be effective or ineffective in 

helping individuals and families manage chronic pain, few studies have been designed 

to specifically address this particular resource. Based on the theoretical concepts of 

biopsychosocial and family systems and qualitative and quantitative methodologies, this 

study was designed to explore coping, including religious coping, from the perspective 

of the family as it relates to family functioning when another adult in the family has 

been diagnosed with chronic non-cancerous pain. An anonymous Internet-based survey 

was provided for participation in the study. 
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CHAPTER II 

REVIEW OF LITERATURE 

Chapter II presents a review of literature relevant to the purpose of the study to 

explore coping, including religious coping, from the viewpoint of an adult family 

member as it relates to family functioning when another adult in the family has been 

diagnosed with chronic pain. The chapter is organized around the following topics: 

theoretical framework, chronic pain and the chronic pain patient, chronic pain and 

couples, chronic pain and children, family functioning in chronic pain families, family 

coping with pain, and religious coping with chronic pain. 

Theoretical Framework 

The biopsychosocial perspective and the family systems theory served as a basis 

for the theoretical perspective in developing the study to explore the constructs of 

family functioning and coping when chronic pain families are managing the stress of an 

enduring illness. The study includes a succinct review of the progression of theories to 

explain the process of adaptation to the prolonged stress of chronic pain, specifically the 

biopsychosocial, individual stress, family stress, and family systems models. 

Theories Related to Chronic Pain 

Biopsychosocial 

An overview of history by Gatchel ( 1999) indicates that the earliest theories of 

pain, found in ancient Greek and Babylonia literary writings, include Hippocrates's 
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(400-300 ac) temperamental theory of personality that proposed four bodily fluids were 

responsible for specific personality or temperamental types, as well as for physical and 

mental illnesses. In the I ?1h century, this ancient Greek mind-body holistic tradition was 

replaced with a dualistic perspective that regarded the mind and soul as subjects of 

religion and philosophy and the body as a separate entity of physical phenomena. 

Interest in the body's mechanisms stimulated a revolution of knowledge and gave rise 

to a biomedical reductionistic approach, supporting the concept that the mind or soul 

was not needed to explain physical functioning or behavior. The biomedical theory 

dominated thinking throughout the 18th
, I 9th

, and early 20th centuries and greatly 

influenced the theory that the pain system was a "straight-through" channel from the 

skin directly to the brain (Gatchel). 

Mechanistic theories of pain persisted until the influential work of Freud 

( 1856-1939) and his psychoanalytic theory that emphasized the potential interaction of 

psychological and physical factors in various disorders (Gatchel, 1999). During the 

early 20th century, the advent of modem psychiatry and psychology encouraged a return 

to more holistic theoretical formulations that merged into a new field called 

psychosomatic medicine. However, disenchantment with psychodynamic formulations 

during the 1950s influenced the emergence of a more objective and scientifically based 

cognitive-behavioral approach to theory during the 1960s and 1970s (Gatchel). 

With a rapid growth in health psychology and behavioral medicine, a more 

comprehensive biopsychosocial model of illness provided a greater understanding of 

health and illness by emphasizing the dynamic and reciprocal interactions of biological, 
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psychological, and social factors (Gatchel, 1999). Consistent with general systems 

theory (von Bertalanffy, 1968), the model suggests that a change in one domain results 

in changes in other domains, and ultimately the system is driven to homeostasis. The 

comprehensive biopsychosocial way of conceptualizing medicine paralleled a similar 

understanding of the pain process expressed by Melzack and Wall's gate control theory 

(1965). They proposed that there is an interplay of structures within the central nervous 

system that determine whether and to what extent specific stimuli lead to pain. In 

addition, they conceptualized the pathway of pain as a complex system of ascending 

and descending signals to and from the brain in which the pain experience can be 

affected, or "closed off," by the psychological process. Thus, the concept of pain could 

now be described and evaluated from an organic as well as a psychosocial origin, and 

the role of an individual or family's pain perceptions became important factors to 

include in research. 

Embedded within the biopsychosocial model is the reciprocal interplay of the 

biological components of chronic pain, the family's cognitive and emotional 

perspectives of unrelenting pain, and the family's responses and interactions to the 

disruption in the family system created by chronic pain (Turk & Monarch, 2002). The 

family is influenced by the illness and the family impacts the course of the illness 

(Troost & Filsinger, 1993). The family can influence illness by being a resource that 

provides social support and acts as a buffer, a negative influence that induces illness, a 

positive or negative influence on the course of illness, and a recipient of the stress an 

illness creates in the family (Steinglass & Horn, 1988). 
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Individual Stress Theory 

Seminal research by Selye (1956, 1976), concerning the stress reaction on the 

human body, established a definition of stress as "the nonspecific response to any 

demand, including efforts to cope with the wear and tear in the body caused by life at 

any one time" (1976, p. 398). Theoretically, using a systems approach (von Bertalanffy, 

1968) to explain adaptability, Selye proposed that stress is a common denominator of 

biologic activity and identified a triphasic course of a stress response: alarm reaction, 

stage of resistance, and stage of exhaustion. In addition to Selye's interest in explaining 

the complex physiological mechanisms related to stress, he also emphasized the 

importance of considering a person's cognitive interpretation of stress in determining 

adaptive or coping responses ( 1980). 

During the same period of Selye's research, pioneering studies by Lazarus and 

associates (Lazarus, 1966; Lazarus & Folkman, 1984) systematically explored 

cognitive and situational factors that would enhance or diminish cognitive, emotional, 

and physiological reactions to stressful situations. This transactional model is explained 

by a cognitive theory of stress management involving: dispositions, responses that are 

stable biological, personality, and social role characteristics; appraisals, cognitive 

processes that trigger emotional responses to threat; and coping responses, defined as 

"constantly changing cognitive and behavioral efforts to manage specific external 

and/or internal demands that are appraised as taxing or exceeding the resources of the 

person" (Lazarus & Folkman, 1984, p. 141 ). Coping functions are distinguished by 

problem-focused coping, coping that is directed at managing or altering the problem 
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causing the stress, and emotion-focused coping, coping directed at regulating emotional 

responses to the problem. Therefore, this process-oriented approach proposes that the 

measurement of coping must refer to specific thoughts, emotions, and behavior; be 

examined in the context in which stress is encountered; and be studied over time so that 

changes can be identified as the stressful situation proceeds. 

In an attempt to explain why different people react differently to the same 

stress, Antonovsky ( 1979), a medical sociologist, created a theoretical model to 

advance an understanding of the relationship among stressors, coping, and health. 

Although most research at the time was designed with an interest in pathology, 

Antonovsky proposed a construct, he termed salutogenesis or health promoting 

behavior, suggesting that peoples' health condition is always on a continuum between 

pathology and wellness and that they stay healthy through a sense of coherence (SOC) 

which he defined as: 

A global orientation that expresses the extent to which one has a pervasive, 

enduring though dynamic feeling of confidence that (a) the stimuli deriving 

from one's internal and external environments in the course of living are 

structured, predictable, and explicable; (b) the resources are available to one to 

meet the demands posed by these stimuli; and (c) these demands are challenges 

worthy of investment and engagement. ( 1987, p. 19) 

Antonovsky further identified these three intertwined components as comprehensibility, 

manageability, and meaningfulness. In addition to an individual sense of coherence, 

Antonovsky ( 1987) introduced the concept that a family sense of coherence (FSOC) is 
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a significant factor having a positive and direct effect on family health. In their study of 

disabled Israeli retirees, Antonovsky and Sourani (1988) expanded SOC to create the 

Family Sense of Coherence (FSOC) measurement and found a positive correlation 

between family sense of coherence and family adaptation. In other words, families with 

a high FSOC perceived a greater satisfaction with both intrafamily and family

community fit. 

Family Stress Theory 

Using data from families' responses to war separation, Ruben Hill (1949, 1958) 

proposed the earliest family stress model, the ABCX Model, in which the stressor event 

(A) interacts with the family's crisis-meeting resources (B) and the interpretation the 

family makes of the event (C) to produce a crisis (X), defined as the level of 

disruptiveness and disorganization in the family. Although the course of an adjustment 

to crisis varies from family to family, Hill ( 1958) identified a roller-coaster profile to 

describe four common components of adjustment: crisis, disorganization, recovery, and 

reorganization. 

McCubbin and Patterson (1982, 1983) expanded Hill's model of family stress 

into the Double ABCX Model to account for the fact that crises are not one-time events 

but evolve and are resolved over a period of time. Using data from a longitudinal study 

of 216 American families responding to prolonged Vietnam War stressor events, the 

family stress process became known as the Family Adjustment and Adaptation 

Response (F AAR). McCubbin and Mccubbin (1993, 1996) further expanded the 

Double ABCX model, emphasizing the family's relational processes of adaptation and 
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appraisal, to form the Resiliency Model. In the aftermath of stress created by the initial 

event (A), other family life changes and events (aA) are occurring, creating a "pile-up" 

effect. Some of these are causally related to earlier stressors experienced by the family, 

and others are due to normative and nonnormative transitions, or even arise as 

consequences of the family's efforts to cope. In addition to the resources available to 

the family prior to the stressful event (B), there are personal, family, and social 

resources that are strengthened or developed in response to the event (bB). Besides the 

family's perception of the stressor event (C), the family's postcrisis perception gives 

meaning to and redefines the total situation ( cC), including the ongoing stressors, the 

old and newly developed resources, as well as the available and emerging coping 

strategies. Since the initial family crisis (X) is only one phase in the continuum of 

family adjustment, the outcome of the adaptation process is family hon- or 

maladaptation (xX). McCubbin and McCubbin (1993, 1996) further proposed a 

hierarchical ordering of the family appraisal processes in resiliency and adaptation on 

five fundamental Jeve)s identified as schema (5), coherence ( 4), paradigms (3), 

situational appraisal (2), and stressor appraisal ( 1 ). 

Using family systems theory, Boss (2002) broadened HiIJ's ABCX Model to 

propose a contextual model of family stress management that emphasizes the circularity 

of family interaction in response to stress and the idea that the family is greater than the 

sum of its parts. Drawing on the concept of symbolic interactionism that focuses on 

symbols of interaction, such as language and rituals, a major focus of the contextual 

mode) is the family's perceptions and meanings of the stressful event. In addition, Boss 
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proposed that shared meanings of stress are influenced by major contexts: internal 

contexts that are dimensions within the family they can control, i.e., family's structure, 

its psychological defenses, and its philosophical beliefs; and external contexts that are 

dimensions outside the family over which they have little or no control, i.e., history, 

economics, development (maturation), heredity, and culture. 

yFamily Systems Theory 

A family system is defined as "a group of individuals and the pattern of 

relationships between them" (Patterson & Garwick, 1994, p. 131). The family systems 

paradigm views the chronic pain family as a complex social system in which the family 

unit is affected by the reciprocal interactions of the illness, the individual development, 

and family functioning (Patterson & Garwick). A dominant theme in chronic pain 

families is to respond, reorganize, and find a balance between control and 

connectedness that would produce homeostasis or a sense of stability in family 

relationships (Smith & Friedemann, 1999). 

The chronic illness is an ongoing process, requiring the family to evolve and 

adapt from the initial crisis at diagnosis to a stage of accepting the condition's 

permanence in the family (Patterson & Garwick, 1994). Because of the reciprocal 

nature of family behavior, one family member's intervention to cope with the stress of 

chronic pain may affect the rest of the family. Thomas and Roy noted, "the systemic 

view of the family reveals the functional as well as the dysfunctional components of the 

family as a whole" (1999, p. 124). Therefore, the family systems theory and the 

metatheoretical framework of the biopsychosocial approach was used to explore 
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religious coping from the perspective of the family as it relates to family functioning 

when another adult in the family has been diagnosed with chronic pain. 

Chronic Pain 

A diagnosis of chronic pain has the potential to affect the entire family in many 

ways. However, most research has focused on the impact of pain on the individual 

rather than including the perspective of the family. An overview of the effects of 

chronic pain on individual family members is provided. Then, the interactions of 

chronic pain and the couple, as well as, the effects of chronic pain on children in the 

family, are reviewed. 

Chronic Pain and the Chronic Pain Patient 

It has been estimated that chronic non-malignant pain affects 9% of the 

American population (American Pain Society, 1999), and by age groups, young people 

are only slightly less likely (54%) than older individuals (57%) to be in pain 

(Research!, 2003). A survey of 800 chronic pain adults (American Chronic Pain 

Association, 2004) indicated almost three-fourths (72%) have experienced pain for 

more than three years, including 34% who have had chronic pain for over ten years. In 

addition, 76% experience pain daily, including 48% who say it is ever present; 

26% rate their pain as very severe; and 34% of those whose pain is ever present rate it 

as very severe. Nearly half of the chronic pain respondents reported their pain is not 

under control. 

Economic expenditures related to pain are estimated to cost the U.S economy 

$100 billion annually (NIH, 1998) with an estimated annual productivity loss of 
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$28 billion due to chronic back pain, the number one cause of activity limitation in 

young adults and the major pain reported by approximately 31 million Americans 

(Rizzo et al., 1998). In addition, yearly expenditures for sick days attributed to pain 

conditions of full-time employees cost industry more than $3 billion in wages for 

absenteeism, resulting in lower productivity and higher insurance premiums (Louis 

Harris Associates, 1996). 

Chronic pain individuals also report major social and quality of life issues. In 

the American Chronic Pain Association survey (2004), 45% of chronic pain 

respondents believed their pain has had an unfavorable effect on a personal 

relationship. In a review of research examining the biopsychosocial perspective on 

chronic pain, Turk and Monarch (2002) concluded that, besides the physical features of 

chronic pain, studies indicate certain psychological, behavioral, and social factors are 

often related to the chronic pain experience, including depression, anxiety, anger, 

beliefs about pain, perceived control over pain, self-efficacy, coping strategies, and 

social relationships. A recent phenomenological study (Thomas, 2000) of nine women 

and four men with chronic pain identified the essence of their pain experiences as, 

"unremitting torment by a force or monster that cannot be tamed" (p. 694). Another 

qualitative study (Walker, Holloway, & Sofaer, 1999) exploring the perspectives of 

20 chronic low back pain patients found the following five major themes related to their 

pain experience: the pain takes over, a sense ofloss, in the system, they don't 

understand, and coming to terms. Turk and Monarch's review stated, 
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Living with chronic pain requires considerable emotional resilience as it 

depletes people's emotional reserves. In the presence of chronic pain, the 

continuing quest for relief often remains elusive, which can lead to feelings of 

-
demoralization, helplessness, hopelessness, and out-right depression. Moreover, 

chronic pain taxes not only the sufferer but also the capacity of significant 

others who provide instrumental and emotional support. (p. 3) 

Although the two qualitative studies represent only a small group of chronic pain 

individuals and are not generalizable, the information could be used to further explore 

the world of the chronic pain family member with larger groups using a longitudinal 

design to clarify the effects over time (Thomas; Walker et al.). 

In a qualitative study (Smith & Friedemann, 1999) of 30 persons with chronic 

pain, six dominant themes were evident from the interviews that related to the family 

dynamics when a family member is diagnosed with chronic pain. First, all of the 

chronic pain respondents identified emotional distress that is manifest by feelings like 

depression, anxiety, guilt, or anger. Others mentioned dealing with unresolved grief 

from multiple losses, and five admitted to having been suicidal. Second, distancing 

from family was another characteristic in which pain members described feeling left 

out of family activities, sometimes because of their inability to participate due to the 

pain while other times their not being included by the family. A third theme was the 

inability to express their feelings effectively and the perception that other family 

members were unable to understand the pain experience. In contrast to those who 

described their intense sense of isolation, 26 respondents described family 
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environments with excessive togetherness, rigidity, and overprotection. Family 

isolation from the community was a consistent fifth theme that indicated a lack of 

maintaining and developing social and emotional relationships outside the family. 

Lastly, participants expressed strength of the families in seeking healing through values 

such as respect for each other, honesty, a sense of humor, and support from religious 

involvement. 

Gil, Keefe, Crisson, and Van Dalfsen (1987) surveyed 51 chronic pain patients 

and found a significant correlation between perceived social support and pain behavior. 

Chronic pain individuals, who perceived their family as supportive, reported higher 

levels of pain behavior, but there was no difference between those, who perceived their 

families as supportive and unsupportive, as to pain intensity. Trief et al. (1995) 

compared depressed and nondepressed chronic back pain patients, and data showed that 

nondepressed pain sufferers had higher ratings than the depressed chronic pain group 

on the size of their social network and their perceived satisfaction of social support. 

A study by Jamison and Virts (1990) compared 233 chronic pain patients, who 

described their families as supportive and generally without conflict, with 275 chronic 

pain patients, who described their families as unsupportive, and found that patient 

perception of family support significantly influenced treatment outcomes. Additionally, 

a random sample, of 181 of these patients one year later, indicated that patients who 

perceive their families as non-supportive tend to have liability and work-related 

injuries, reliance on medication, and show·more pain behaviors and emotional stress 

than pain patients who rate their families as supportive. The follow-up study also 
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showed that pain patients who perceived their families as supportive reported less pain 

intensity, less reliance on medication, and greater activity levels. 

Chronic Pain and Couples 

Systemically the problems associated with the added stress of an ongoing illness 

have reciprocal effects between pain patient and spouse. Two factors of the marital 

relationship have been suggested to be of importance in studying the effects of chronic 

pain on the marital relationship: the management of stress and conflict in the marriage, 

and the spouse's responses to chronic pain. 

Stress and conflict management. In a case study (Watson, Bell, & Wright, 

1992), a correlation between family dynamics and the intensity and frequency of 

chronic pain was suggested. In a study of 20 chronic pain patients assessed for 

multidimentsional adjustment problems with their spouses, Subramanian ( 1991) 

proposed the following at risk factors in marital relationships: 

Female spouse, younger spouse, couple married for a shorter length of time, 

spouses reporting more marital dissatisfaction and less social support from their 

partners, spouses with social support from extended family and friends that 

were only moderately helpful, patients had a shorter history of chronic pain, and 

patients had higher psychosocial dysfunction, especially in the area of social 

interaction. (p. 59) 

Although this profile is not generalizable, it warrants replication employing multiple 

modes of measurement that consider the marital relationship in adapting to the stress of 

chronic pain (Subramanian). 
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Hewitt, Flett, and Mikail' s study ( 1995) of 83 pain patients and their spouses 

indicated that perfectionism, especially when identified in the spouse of the pain 

patient, was negatively correlated with ll)arital adjustment. In contrast, a study by 

Feinauer and Steele (1992) that included 141 married couples, between the ages of20 

and 60, showed that marital adjustment was not negatively affected by the onset of 

chronic pain in a spouse despite the fact that the majority of pain patients had increased 

sexual distress and 77% of spouses and 83% of pain sufferers reported moderate-to

severe depression. High marital satisfaction was also found in a study (Saarijarvi et al., 

1990) of 63 couples with a chronic pain member, and somatization was the only 

psychological distress that distinguished the chronic pain patient from the spouse. 

However, two comprehensive literature reviews concluded that chronic pain couples 

have poor relationship adjustment compared to a control group (Payne & Norfleet, 

1986) and higher than average marital dissatisfaction (Turk et al., 1987). 

A study (Romano, Turner, & Jensen, 1997) of 50 chronic pain couples with a 

control group reported a trend for the partner to have more marital dissatisfaction as 

compared with the patient diagnosed with chronic pain. The chronic pain couples 

marital satisfaction was negatively associated with the pain patient's depression but not 

in the healthy control couples, and pain spouses' marital satisfaction correlated 

negatively with their perceptions of patient disability and pain behavior. Rowat and 

Knafl ( 1985) reported highly stressed spouses in almost one-third of a sample of 

40 chronic pain couples, and major moderating factors in marital relationships were 

identified as perceived control over the uncertain nature of chronic pain and the 
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inability to assign meaning to the situation. In a group of 29 couples in which all males 

were diagnosed with chronic back pain, 28% of the spouses were significantly 

depressed, and men, who showed higher levels of pain and anger, had female partners 

with higher depressive symptoms (Schwartz et al., 1991). Predictors of the spouse's 

depressed mood were the chronic pain patient's average pain and reported levels of 

anger and hostility, and the spouse's level of marital satisfaction. 

Flor, Turk et al. (1987) also found, in a sample of 85 couples with male chronic 

pain sufferers, that one quarter of the spouses reported significant depression unrelated 

to the patients' pain, interference levels, mood or marital satisfaction. Instead, spousal 

mood was most affected by how patients reported they coped with chronic pain, 

followed by a spouse's sense of 1 ife control, and a spouse's own marital satisfaction. 

Results also indicated: frequency of sexual activity in 77% of the chronic pain patients 

had changed, and 67% were dissatisfied with their sex lives; 66% reported marital 

communication deficits; and 67% expressed a degree of non-commitment to the 

marriage. Additionally, analysis indicated that 86% of the pain patient spouses 

experienced at least one symptom of pain per week when compared to 45% of pain 

complaints of a matched group of diabetic spouses. 

Spousal responses to chronic pain. The way a spouse responds to the chronic 

pain partner has reciprocal effects that can be both helpful and harmful. Research 

studies have shown that the spouse's solicitousness to a chronic pain partner's pain 

behaviors is associated with increased pain reports and disability (Flor, Kerns et al., 

1987; Kerns et al., 1990; Lousberg, Schmidt, & Groenman, 1992; Romano et al., 1992; 
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Williamson, Robinson, & Melamed, 1997). Flor, Kerns et al. assessed 31 chronic pain 

couples and found a positive relationship between spouses' responses and their partners 

report of pain that explained almost one third of the variance in both patients' pain 

reports and activity levels. In addition, the perception of the pain patient as to the 

solicitous behavior of the spouse was a better predictor of the patient's pain experience 

and intensity than the actual behavior account given by the wife. 

A diversified study (Flor, Turk, & Rudy, 1989) of 84 male and 101 female 

chronic pain patients, including 185 significant others (SO) (59% married partners 

& 41 % parents, siblings, roommates), also indicated a positive relationship between the 

pain partner's perception of the SO' s pain-reinforcing behavior and the impact of pain. 

However, the reinforcement of pain behaviors by SOs was dependent on the gender, 

marital status and quality of the marital relationship of the couples. With married male 

pain patients, there was a greater association between reinforcing behavior and pain 

impact than with unmarried male pain patients. In the female pain group, reinforcement 

by both husbands and SOs predicted significant proportions of the pain impact 

variance. In addition, marital satisfaction for female spouses was lower than male 

spouses' marital satisfaction. 

Schwartz, Slater and Birchler ( 1996) examined a total of 61 male chronic low 

back pain couples over two time periods and identified a negative cycle of conflict 

management in the pain couple. They proposed a preliminary model of a circular 

pattern consisting of the following behavior: 
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Marital conflict, avoidance, pain behavior and disability in which marital 

conflict may increase the patient's display of pain behaviors, which in tum may 

be associated with negative affective responses and more punitive behaviors on 

the part of the spouse, which may ultimately correlate with greater patient 

disability. (p. 23 I) 

Direct observation of solicitous behavior in a study of 50 chronic pain patients and their 

spouses supported the hypothesis that spouse responses are associated with greater pain 

behaviors and disability (Romano et al., 1995). Watching the couples interact also 

strengthened the hypothesis that the higher levels of pain behaviors, disability, or 

depression create a circular response pattern of increased solicitousness from the 

spouse. 

In contrast to the studies indicating a negative influence of the spouse on the 

chronic pain partner, research has shown buffering effects of spousal solicitousness. 

In a study (Goldberg et al., 1993) of 105 married, male chronic pain patients, perceived 

spousal support was not predictive of pain patient depression but it moderated the 

potentially damaging effects oflow activity in the chronic pain spouse. Kerns et al. 

( 1990) surveyed 106 married chronic pain patients and found that Global Marital 

Satisfaction had a negative relationship with depressive symptom severity, indicating 

maritally satisfied patients were less depressed. In addition, maritally satisfied pain 

sutTerers who perceived a relatively high rate of punishing responses from their spouses 

were less likely to have depressive symptoms, suggesting the positive influence of 

optimal marital interaction on the chronic pain member. In summary, the research 
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supports the important positive and negative influences of the reciprocal interactions of 

chronic pain family members and their spouses, specifically in the areas of marital 

satisfaction and the spouse's responses to chronic pain and the chronic pain partner. 

Chronic Pain and Children 

There is a paucity of research concerning the effects on children whose parents 

are diagnosed with chronic pain (Thomas & Roy, 1999). Rickard (1988) examined 

school adjustment in a group of 21 children, of male chronic low back pain patients, 

21 children of insulin-dependent diabetes mellitus patients, and 21 control children, and 

found there was a significant difference between the pain group and the control groups 

when comparing conduct problems and illness behaviors observed in the class room, 

i.e., frequency of complaints, crying and whining, avoidance behaviors, dependency 

behaviors, days absent, and visits to the school nurse. Another study (Chun, Turner, 

& Romano, 1993) compared parents' reports, of school adjustment and emotional 

health of 35 children who had one member experiencing chronic pain, with parental 

reports of a healthy control group of29 children. Children of pain patients had 

significantly more teacher-rated behavior problems and were less socially competent 

than the healthy control group. Children of chronic pain fathers were significantly less 

socially competent than children whose mothers were diagnosed with chronic pain. 

Family Functioning in Chronic Pain Families 

Although the role of families in the alleviation or maintenance of pain has been 

generally accepted, there has not been substantial research in this area (Bebbington 

& Delemos, 1996), however, there has been some attempt to examine family 
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functioning as it relates to a diagnosis of chronic pain in the family. The term, family 

functioning, has been defined by Moos and Moos (2002) as referring to multiple 

dimensions that classify the family climate into three dimensions. The relationship 

domain consists of three dimensions: cohesion, expressiveness, and conflict. The 

personal growth domain identifies five dimensions: independence, achievement 

' 
orientation, intellectual-cultural orientation, active-recreational orientation, and moral-

religious emphasis. The system maintenance domain consists of two dimensions: 

organization and control. Based on this definition, the total of all dimensions provides a 

composite description of the way families function in their family environment. The 

following review outlines family functioning research data collected from the 

perspective of the family member diagnosed with chronic pain and then from the 

perspectives of both family members and the chronic pain sufferer. 

Family Functioning from the Chronic Pain Patient Perspective 

Twenty-six chronic pain patients (N = 30), who described their families as 

'close-knit', 'close' or 'very close', visualized their ideal family as "a group of 

individuals with symbiotic relationships, intense identification with the family system, 

and much alikeness with little individuality" (Smith & Friedemann, 1999, p. 547). 

Based on a systems orientation, the researchers concluded that, from the perspective of 

the pain patient, the chronic pain family struggles to find a balance between control, 

connectedness, and congruence. 

Using the Family Environment Scale (FES) as a measurement of family 

environment, a study (Naidoo & Pillay, 1994), of 15 Indian South African women with 
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chronic low back pain and a healthy control group, reported statistically significant 

lower scores on the subscales of cohesion, organization, and independence and higher 

scores on conflict in the pain group. In another study (Trief et al., 1995), researchers 

administered the FES to 48 chronic low back pain patients upon admission to a 

multidisciplinary chronic pain mana~ement program and divided them into depressed 

and nondepressed groups. The variables of family cohesion, conflict, and control were 

linked to the depressed group, and data analysis indicated that an increase in family 

cohesion, i.e., the commitment and help family members provide for one another, 

correlated with a decrease in depression scores. As family conflicts increased, 

i.e., openly expressed anger, aggression, and conflict among family members, and 

family control increased, i.e., the extent to which set rules and procedures are used to 

run family life, depression scores increased also. In another study (Tota-Faucette et al., 

1993), 92 married chronic pain patients completed the FES prior to entering a pain 

management program and upon completion of the program were assessed for treatment 

response. Researchers concluded, "patients may be at risk if their families are poorly 

organized, emphasize control and dependence, and have a high amount of conflict with 

little commitment to and support for each other" (pp. 120-121 ). 

In addition, the FES distinguished family functioning variables of 

expressiveness, organization, and control between college students suffering from 

migraine headaches (n = 42), tension headaches (n = 43), and a non-headache control 

group (n = 59) (Ehde et al., 1991). Migraine participants, as compared to the headache

free control group, reported a greater emphasis of clear organization, structure, rules, 
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and overall control in their families and less encouragement to express emotions. The 

migraine group also reported more control in their families than the tension group, but 

no significant differences were found on FES subscales between the tension group and 

the headache-free control group. 

Another study comparing patients with different pain types (Faucett & Levine, 
"" 

1991) used two FES subscales of conflict and cohesion to assess family functioning 

between 84 arthritis and 67 myofascial pain patients. Data analysis indicated that more 

conflict in the arthritis family environment was significantly correlated with less intense 

sensory pain, and more conflict in the myofascial group predicted more intense 

affective pain but not sensory pain. 

Family Functioning from the Family Perspective 

Although most studies designed to describe family functioning in chronic pain 

families have relied only on the descriptions of the family member with chronic pain, a 

few studies have explored the perspectives of couples (Basolo-Kunzer, Diamond, 

Maliszewski, Weyermann, & Reed, 1991; Romano et al., 1997). Other studies have 

involved three members of a family, i.e., father, mother, and a child (Dura & Beck, 

1988; Kopp et al., 1995). 

To assess the effects of chronic pain on family functioning, Dura and Beck 

( 1988) compared 21 families that were divided into three groups of chronic pain, 

insulin-dependent diabetes (chronic illness), and no-illness, and data from each family 

were collected from a mother, father, and child between 7 and 13 years of age. Mothers 

in the chronic pain group were diagnosed with either chronic back pain or head and 
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neck pain, and the diabetic group consisted of mothers with insulin-dependent adult 

onset diabetes of at least six months duration. Responses to the FES by each family 

member indicated significantly higher levels of conflict for the chronic pain group as 

compared with the no-illness group and significantly lower cohesion for both the 

chronic pain and diabetes group than the no-illness. Analysis also showed that mothers 

rated family relationships significantly higher on cohesion, expressiveness, and conflict 

than children, and chronic pain families reported more conflict and less expressiveness 

compared to no-illness families. 

Another study (Kopp et al., 1995) compared 36 families, with 154 participants 

from three groups consisting of 12 chronic headache families, 12 chronic back pain 

families, and 12 non-pain families, for differences in family functioning using the FES. 

Data were collected from each family consisting of a father, mother, and child over the 

age of 8 years of age and living with the parents, and only the mothers suffered from 

either headache or back pain. Significant group differences showed that headache 

families were less expressive compared to backache families and pain-free control 

families. Headache families were also less active in their use of leisure time compared 

to the back pain families, but both headache and backache families were less active 

than the pain-free control families. Both pain families showed less religious orientation 

than the pain-free control families, and headache families indicated higher organization 

than pain-free families. Significant differences between individual family members 

indicated that headache patients perceived their families as having less intra-familial 

openness compared to backache patients, mothers with chronic headaches considered 
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their families to be physically less active than healthy mothers, and chronic back pain 

mothers considered their families to be less religiously oriented than mothers in the 

chronic headache and healthy control families. Healthy fathers reported more openness 

compared to fathers in both pain groups. Children whose mothers suffered with chronic 

back pain considered their families to b~ more cohesive and to have more mutual 

support than children whose mothers had chronic headaches. Children with mothers 

experiencing chronic headaches indicated their families were less expressive, less self

reliant, and less active in their leisure time as compared with the children in the other 

two groups. 

Using five of the FES subscales (cohesion, expressiveness, conflict, 

organization, and control), Romano et al. ( 1997) compared 50 chronic pain couples 

with 33 healthy control couples and found that chronic pain couples rated their family 

environments as lower in cohesion and higher in control. Controlling for marital 

satisfaction, spouses of pain patients reported significantly lower cohesion and higher 

control than the control group spouses, but pain and control patients did not differ in 

their ratings of family conflict with both groups having low scores. Chronic pain 

patients with higher depression scores perceived their families as less cohesive and less 

expressive, and spouses of depressed pain patients assessed their families as less 

organized. Since depressive symptoms in the control couples correlated significantly 

with lower cohesion and lower organization, researchers suggested these relationships 

may not be unique to chronic pain couples (Romano et al.). 
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In summary, the few research studies specifically related to exploring family 

functioning in chronic pain families indicate mixed results and the need for continued 

examination of couple and family reciprocal interactions in the context of chronic pain 

problems. There is some indication that chronic pain families tend to score high on 

control and low on cohesion, but these results are tentative due to research limitations 
~ 

that include relatively small sample sizes, retrospective self-reports, and correlational 

methodology. 

Family Coping with Chronic Pain 

From a family systems perspective, exploration of reciprocal interactions 

between the chronic pain patient and his or her family would be important in 

understanding the coping process for both the family and the family member with 

chronic pain. However, most research has assessed only the adaptive and maladaptive 

coping strategies of the individual diagnosed with chronic pain, and little empirical 

work has evaluated how the family as a unit copes when dealing with the stress of 

living with a family member with chronic pain (Katz, Ritvo, Irvine, & Jackson, 1996). 

In a study (Bush & Pargament, 1997) of 50 pain patients and their spouses with 

a mean number of two children, the family played a significant role in the process of 

coping with chronic pain. Using measurements designed by the lead researcher 

specifically for chronic pain families, as well as the Family Ritual Questionnaire (Fiese 

& Kline, 1993) and the Coping Strategies Questionnaire (Keefe, 1992: Rosenstiel 

& Keefe, 1983), research outcomes indicated that important family variables included 

the family perception of family significance, family rituals, coping strategies, and 
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family appraisal of pain impact. Family members with chronic pain, who perceived 

their families as highly significant, reported more positive mood, less negative mood, 

and more positive pain-specific outcome, and patients who reported less family 

significance indicated more negative mood. Spouses who perceived greater impact of 

chronic pain on the family reported m~re negative affect, and the older a child's age, 

the more positive the mood of the spouse. Patients reporting better pain-specific 

outcomes ~orrelated positively with spouses who placed importance on the routine 

aspects of family rituals. 

In addition to the importance of family perceptions, family belief systems and 

the family meaning of pain have also been shown to play a crucial role in the responses 

of all family members (Segal-Andrews, Altschuler, & Harkness, 1995). Seaburn, 

Lorenz, and Kaplan ( 1992) contended that chronic pain patients and their families have 

given narratives to their experiences that have often been influenced by 

transgenerational evolution and are subsequently passed on to future offspring. They 

concluded that these stories were influential in determining how families responded 

behaviorally, emotionally, and interpersonally and were important components for 

families to address when coping with chronic pain. 

Snelling ( 1994) also found coping techniques of social isolation, family 

detachment, rigidity and enmeshment, role tensions, marital conflict, difficulties with 

sexual intimacy, and noncompliance with medications in 18 couples with chronic pain. 

One conclusion from the qualitative narratives was that family perceptions, of the 

chronic pain difficulties and the ways in which families cope, determine the extent that 
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social relationships are affected. In contrast, a study (Kelley & Clifford, 1997), of 

21 fibromyalgia patients suffering from chronic pain, identified family, friends, and 

church as the most frequently discussed social supports with many patients citing 

religious resources as being beneficial. 

Religious Coping with Chronic Pain 
;::,, 

Problems with Research 

Although current studies are beginning to document the effects of religious and 

spiritual coping as a technique often used by research participants in stressful situations, 

research outcomes may not have relevant meaning due to lack of clear and universally 

accepted definitions of the terms, religious and spiritual. Pargament, Sullivan, Balzer, 

van Haitsma, and Raymark ( 1995) noted that when a researcher selects a religious 

scale, a framework of religious meaning is imposed on the research participants. By 

using policy capturing to quantify how students and clergy formed their judgments 

about various hypothetical scenarios, researchers concluded that religion means 

different things to different people, and what they say about religion may not be 

congruent with how they express their religion. Therefore, self-report measures may not 

accurately indicate what participants intend when they answer on a measurement about 

religion. 

Besides confusion as to the individual definitions of the terms, religious and 

spiritual, on self-report measurements, another problem is that religious and spiritual 

coping is often calculated from answers given to only a few items on an instrument. In 

a study (Chang, Noonan, & Tennstedt, 1998) that examined how religious and spiritual 
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coping was related to specific conditions of 127 caregivers, only one item was used to 

measure religious and spiritual coping. A longitudinal study (Clark, Friedman, 

& Martin, 1999), using participants from Terman' s 70-year Life Cycle Study, also used 

only one statement to measure religiosity (e.g., "As an adult, to what extent are you 

religiously inclined?"). A study (Alfe~,i, Carver, Arena, & Antoni, 1999), involving 

49 Hispanic women newly diagnosed with breast cancer, used only four items to 

measure religious coping, and three of the four items were extrinsic means of coping, 

i.e., going to church, talking with a priest or minister, and getting emotional support 

from church members. 

Another problem cited by Zinnbauer, Pargament, and Scott ( 1999) is the 

tendency for researchers to polarize religion and spirituality. In their comparison of 

traditional and modem ideas of religiousness and spirituality, they contended that an 

alternative approach needed to be developed that integrated organized religion with 

personal spirituality, substantive religion with functional spirituality, and negative 

spirituality with positive spirituality. In their opinions, boundaries to the psychology of 

religion and spirituality needed to be created that acknowledges the diversity of 

religiousness and spirituality expression. In addition, they also warned against single

item measurements and self-ratings, contending they cannot produce meaningful data 

about multidimensional constructs, and the researchers encouraged multiple methods 

and concepts for more accurate understanding. 

Other problems, in assessing religion and spirituality, include illusory spiritual 

health, ceiling effects, social desirability, and bias (Slater, Hall, & Edwards, 2001 ). 
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Illusory spiritual health is a term used to describe a group of people who "look good" 

on spirituality and religiousness scales because of social pressure to look spiritually 

mature. At present, there is not a method to identify this group from a mature group. 

Ceiling effects are created when the majority of respondents score within one or two 

standard deviations of the maximull\,score, i.e., the negatively skewed scores of 

evangelicals on the Spiritual Well Being Scale. Therefore, the authors cautioned that it 

is important for a researcher to recognize this possibility and report it when conducting 

religious and spirituality studies using certain measurements. They added that social 

desirability and bias also needed to be considered as confounding effects on religious 

and spirituality measurements. 

Current Research 

Despite the problems associated with measuring spirituality and religious 

coping, research in this area has had a resurgence in the last fifteen years, especially in 

cases of terminal or life threatening illnesses. In breast cancer research, positive 

correlations between spiritual well-being and quality oflife were found with 

142 women in early diagnoses (Cotton, Levine, Fitzpatrick, Dold, & Targ, 1999), and 

similar results were obtained from interviewing 21 women who emphasized the 

importance of religion in coping (Ferrell et al., 1996). In a study (Feher & Maly, 1999) 

of 33 women who were 65 years old and dealing with breast cancer, religious and/or 

spiritual beliefs either increased or stayed the same during a health crisis with 91 % of 

the women indicating their faith provided emotional support, 70% citing social support 

benefits, and 64% using faith to find meaning in their everyday lives. 
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Koenig et al. (1998) compared religious and nonreligious coping responses with 

577 patients age 55 years and older, who were admitted at a medical inpatient center, 

and found that positive religious coping behaviors were used more frequently than 

nonreligious coping behaviors. In addition, positive religious coping related to better 

mental health, including stress-related growth, greater cooperativeness, and greater 

spiritual growth. Negative coping behaviors correlated with decreased physical health 

and quality of life, and greater depression 

Besides researching patients' religious coping, studies have also considered the 

religious coping of family members who care for the critically ill. Ninety-two hospice 

caregivers, who were asked to indicate religious and nonreligious coping resources they 

used in dealing with the care of a terminally ill family member or friend, cited religious 

coping as more significant (Mickley, Pargament, Brant, & Hipp, 1998). Religious 

coping was a strong predictor of situational, mental, and spiritual outcomes, 

i.e., caregivers with positive religious appraisals correlated with positive outcomes and 

those with negative religious appraisals had low scores on mental and spiritual 

outcomes. 

Uncontrollable stressful events have also been of interest in religious coping 

research. VandeCreek, Pargament, Belavich, Cowell, and Friedel ( 1999) surveyed 

150 family members who gathered in a waiting room while their loved ones were 

having cardiac bypass surgery, and a significant number of participants reported 

positive adjustments to the stress of waiting by using religious sources of support rather 

than nonreligious coping behaviors. Another study (Pargament et al., 1999), using the 
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same sample, found that collaborative coping ( coping is shared with God) and religious 

coping methods designed to achieve control were positively associated with measures 

of coping and religious outcomes. However, religious coping correlated with higher 

levels of depression and anxiety indicating that these stressors might begin the religious 

coping process. 

In contrast, using data from Americans' Changing Lives (Wave 1, N= 3,617; 

Wave 2, N = 2,869), Ferraro and Kelley-Moore (2001) divided participants into 

religious affiliates, defined as those who choose to link themselves with a particular 

religious group, and religious non-affiliates, defined as those who choose no religious 

affiliation. Through a series of statistical analysis, results indicated that 66% of all 

respondents reported that they 'sometimes', 'often', or 'almost always' seek spiritual or 

religious consolation during difficult times of life with 24% of non-affiliates answering 

likewise. Religious affiliates, who were depressed, correlated with greater religious 

consolation; however, very few of the physical or mental health variables correlated 

with religious consolation among both religious affiliates and non-affiliates. The 

authors concluded, "These results fail to support the 'foxhole' mechanism, which 

argued that in light of personal trauma, non-religious individuals would turn to religious 

forms of coping" (Ferraro & Kelley-Moore, p. 45). 

Another study (King, Speck, & Thomas, 1999), located in the United Kingdom, 

surveyed 125 cardiac and 125 gynecology patients nine months after being admitted to 

a hospital concerning their strength of spiritual beliefs. Data indicated that poorer health 

outcomes were correlated with stronger spiritual beliefs, leading the researchers to 
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conclude that patients with stronger spiritual beliefs do not do as well clinically 

compared to those whose beliefs systems are less spiritual. 

Chronic Pain and Religious Coping -

Although the literature has published information related to the interaction of 

religious coping with illness, caregiving, elders, and mortality, an exhaustive search 

produced no research studies concerning religious coping of families of adult chronic 

pain patients, and only one study (Bush et al., 1999) was located that specifically 

explored religious coping of chronic pain patients. Bush and colleagues surveyed 

62 chronic pain patients and identified positive and negative religious coping strategies 

in which positive religious coping correlated with positive affect and religious outcome. 

However, negative religious coping was not related significantly to outcome. Although 

this finding is contrary to other religious coping studies, researchers indicated that the 

small sample size could have been a limiting factor in the difference, but the uniqueness 

of a chronic pain sample could imply that negative religious coping strategies have a 

different effect on pain patients. Also, researchers found that positive religious coping 

was not related inversely to negative affect as anticipated. Researchers concluded that 

the chronic stress related to this particular population might elicit different responses 

due to the ongoing nature of the problem, and they highlighted the importance of 

further religious coping research related to chronic pain (Bush et al.). 

Hypotheses 

Information from a thorough review of the chronic pain literature guided the 

purpose of the study to explore coping, including religious coping, from the viewpoint 
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of an adult family member as it relates to family functioning when another adult in the 

family has been diagnosed with chronic pain. Therefore, the following hypotheses were 

proposed: 

Hypothesis 1: There is no statistically significant relationship between the 

chronic pain family member diagnosis and religious coping as measured by the Brief 
/ 

RCOPE scores. (Independent variable: Chronic pain family member diagnosis; 

Dependent variable: Religious coping) 

Hypothesis 2: There is no statistically significant relationship between religious 

coping when compared with the functioning of families closely involved with the adult 

family member diagnosed with chronic pain as measured by the Brief RC OPE and the 

Family Environment Scale scores. (Independent variable: Family functioning 

(IO sub scales); Dependent variable: Religious coping) 

Hypothesis 3: There is no statistically significant relationship between religious 

coping as reported by the BriefRCOPE scores and the demographics of age, gender, 

race, educational level, and employment status of both the family members managing 

the stress of being closely involved with chronic pain and the family member diagnosed 

with chronic pain. (Independent variable: Demographics of both the family members 

managing the stress of being closely involved with chronic pain and the family member 

diagnosed with chronic pain; Dependent variable: Religious coping) 

Hypothesis 4: There is no statistically significant relationship between family 

functioning as reported by the Family Environment Scale scores and the demographics 

of age, gender, race, educational level, and employment status of both the family 
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members managing the stress of being closely involved with chronic pain and the 

family member diagnosed with chronic pain. (Independent variable: Demographics of 

both the family members managing the stress of being closely involved with chronic 

pain and the family member diagnosed with chronic pain; Dependent variable: Family 

functioning) 

Hypothesis 5: There is no statistically significant relationship between the Moral

Religious Emphasis scores and the scores of the Brief RCOPE. (Independent variable: 

Moral-Religious Emphasis scores; Dependent variable: BriefRCOPE scores) 

Summary 

Chapter II reviewed classic and contemporary literature relevant to this research 

study that explored religious coping from the view point of an adult family member as 

it relates to family functioning when another adult in the family has been diagnosed 

with chronic pain. Theoretical paradigms to explain the process of adaptation to the 

prolonged stress of chronic pain were reviewed, and biopsychosocial and family 

systems theories were presented as foundational models for the research design. 

Chronic pain research, from the perspectives of the family member with chronic pain 

and spouses and children of chronic pain family members, highlighted the impact of 

chronic pain on family relationships and the process of family adaptation to an ongoing 

illness. Research that focused on the construct of family functioning's relationship to a 

diagnosis of chronic pain in a family member was examined. 

Despite the paucity of research concerning families and how they cope with 

chronic pain, several studies indicating positive and negative methods were suggested, 
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including religious and spiritual approaches. Problems with measuring and analyzing 

religious coping were considered, and a review of recent literature concerning the 

relationship between religious coping and health provided some insights into how 

particular populations, including the family, use religious coping when faced with the 

major stress of an enduring illness. Based on a review of the chronic pain and family 

functioning literature, five hypotheses were proposed for this study. 
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CHAPTERIII 

METHODOLOGY 

This research was descriptive and guided by the biopsychosocial and family 

systems theories. The purpose of the study was to explore coping, including religious 
7 

coping, from the viewpoint of an adult family member as it relates to family functioning 

when another adult in the family has been diagnosed with chronic pain. In addition, the 

research assessed family questions describing the use of coping strategies, both 

religious and non-religious, which had been used to adapt to the stress of an enduring 

illness. The anonymous Internet-based survey combined quantitative and qualitative 

research measurements. 

Chapter III presents the study's methodology. The population and sample are 

identified, and the procedures used to protect participants are outlined. Instrumentation 

is described, and the methods of collection and treatment of data are explained. 

Research Questions 

The following research questions guided the research: (I) How do families use 

religious coping in managing the stress of being closely involved with the adult family 

member diagnosed with chronic pain? (2) Is there a significant relationship between 

family functioning in families with a family member diagnosed with chronic pain and 

their use of religious coping? (3) Is there a significant relationship between the 

demographics of both family members and the family member diagnosed with chronic 
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pain and religious coping as reported by the BriefRCOPE? (4) Is there a significant 

relationship between the demographics of both family members and the family member 

diagnosed with chronic pain and family functioning as reported by the Family 

Environment Scale? (5) Is there a significant relationship between the scores of the 

Moral-Religious Emphasis, a Family Environment Scale subscale, and the scores of the 

Brief RCOPE? ( 6) What major coping methods have families found helpful in 

managing the stress of being closely involved with the adult family member diagnosed 

with chronic pain? (7) What major coping methods have families tried that have not 

been helpful in managing the stress of being closely involved with the adult family 

member diagnosed with chronic pain? (8) What methods of religious and/or spiritual 

coping have families found helpful in managing the stress of being closely involved 

with the adult family member diagnosed with chronic pain? (9) What methods of 

religious and/or spiritual coping have families tried that have not been helpful in 

managing the stress of being closely involved with the adult family member diagnosed 

with chronic pain? 

Population and Sample 

The target population consisted of adult participants who identified themselves 

as a family member living with or closely involved with the adult family member 

diagnosed with chronic non-cancerous pain. Participation in the research was 

anonymous. Criteria for participation in the study was as follows:'/ 
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Participant family member must: 

1. Be an adult 18 years old or older 

2. Not currently diagnosed with chronic pain 

3. Consider his or herself a family member closely involved with the family 

member who is diagnosed with chronic non-cancerous pain 

Family member diagnosed with chronic)pain must: 

1. Be an adult 18 years or older 

2. Be diagnosed with chronic non-cancerous pain for a minimum of 6 months 

Participants were recruited through announcements placed on Internet-based 

websites that offer interaction with chronic pain families. Websites were chosen using 

the criteria of relatedness to research topic, reputation, and visibility (Dillman, 2000). 

A list of websites that agreed to post an announcement is listed in Appendix A. Each 

website Webmaster was sent an email explaining the purpose of the study, a brief 

rationale for the research, and a request for permission to post an announcement of the 

study on the website. The request for permission to post an announcement to recruit 

participants through the website is included in Appendix B. When permission to post an 

announcement was received, instructions for posting the research announcement from 

each Webmaster were followed. The website announcement is included in Appendix C. 

Participants were also recruited through the distribution of flyers at hospital and 

doctors' and counselors' waiting rooms and at chronic pain clinics. A list of locations 

where flyers were posted is included in Appendix D, and a copy of the recruitment flyer 

is located in Appendix E. 

54 



Protection of Human Subjects 

Protection of human subjects for Internet-based research is a new and emerging 

area related to methodology. Dillman (2000) stated, " ... the security and confidentiality 

issues associated with electronic technologies raise entirely new issues of trust that must 

be considered, but have not been addressed adequately by researchers" (p. 353). 

Information required by the InstitutionatReview Board (IRB) of Texas Woman's 

University concerning the study was submitted and approved prior to initiation of the 

data collection process. A copy of the IRB letter providing approval for conducting the 

study is included in Appendix F. 

Professional research ethics were adhered to by the researcher through the 

provision of an informed consent, assuring participants of their rights to voluntary 

participation and withdrawal at any time, anonymity, confidentiality, and a statement of 

protection from harm (Babbie, 1998). When participants responded to survey 

announcements posted at selected websites and distribution areas, they were linked to 

the first page of an Internet research website created to welcome and inform potential 

participants about the nature and purpose of the study and the criteria for participation. 

A link at the bottom of the Welcome page connected participants to the 

Information/Consent page. The title of the research study was listed, as well as, the 

names, business addresses, telephone numbers, and email addresses of the Research 

Investigator and TWU Research Advisor. The following information was also provided: 

the purpose of the study~ the design of the study~ the risk of loss of confidentiality~ the 

use and storage of data; potential harmful effects from taking the survey~ potential 
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resources available should participants experience any disturbing emotions as a result of 

taking the survey; potential benefits of taking the survey; approximate time to fill out 

the survey; and a link to the survey: The last line of the Information/Consent page · 

stated, "Once you have completed the survey questionnaire, clicking on the 'Submit 

Survey' link will serve as your informed consent to act as a participant in this research." 

A link after the Informed Consent information connected participants to the first page of 

the survey. A copy of the research survey is included in Appendix G. 

Instrumentation 

The research design incorporated both qualitative and quantitative methods. 

Lazarus (2000), a seminal author in the field of stress and coping, applauded the 

standard scientific approach of quantitative methodology, but contended that the use of 

measurements limits the understanding of the phenomena under investigation. He 

maintained that efforts to obtain detailed description have become as important to 

science as is the search for causal variables. To address the purposes in this study, 

quantitative data were used to identify variables of family functioning as they relate to 

religious coping. Qualitative data were obtained to understand specific coping 

strategies, including religious coping, that families have found helpful or not helpful in 

managing the stress of being in close contact with the family member diagnosed with 

chronic pain. 
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Quantitative Instrumentation 

BriefRCOPE 

Research questions 1-3 involve the variable of religious coping and were 

quantitatively measured by the BriefRCOPE (Pargament, Smith et al., 1998), a 14-item 

assessment of religious coping designed for use in studies of stress, coping, and health. 

The Brief RC OPE was developed by factor analyzing the original RCOPE measurement 

by Pargament, Koenig, and Perez (2000) that contained 21 subscales (105 items), 

measuring both positive and negative types of religious coping. In both the long and 

brief measures, subjects indicate the extent to which they use particular religious 

methods of coping with a serious negative event on a four-point Likert scale ranging 

from O ("not at all") to 3 ("a great deal"). Three separate studies (Pargament, 

Smith et al., 1998) were used to develop and refine the Brief RCOPE: people coping 

with the Oklahoma City bombing (N = 296); college students coping with major life 

stressors (N = 540); and elderly hospitalized patients coping with serious medical illness 

(N= 551). 

Oklahoma City bombing study. A preliminary Brief RCOPE was developed 

through exploratory factor analysis of a 34-item measure that included a wide range of 

positive and negative religious coping methods drawn or adapted from prior studies and 

validated measures of religious coping. Two factors appeared to measure positive and 

negative patterns of religious coping used by participants in the Oklahoma City study 

that accounted for approximately 33% of the variance. Internal consistency and 

descriptive statistics were reported as moderately high internal consistency (.87 and 
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. 78 for the positive and negative scales, respectively). Descriptive statistical results 

indicated higher average item means and greater variance for the positive religious 

coping scale than for the negative scale (t (295) = 35.92,p < .001). The positive and 

negative religious coping scales were uncorrelated (r = .03) indicating that they 

measured distinctive patterns of religious coping. 

College students' study. Using the full RCOPE measurement containing 

105 items, an exploratory factor analysis was conducted using principal factors 

extraction and oblimin rotation so that the solution was constrained to generate only two 

factors. A subset of seven items were selected from each of the two factors based on 

items with the largest factor loadings, items that loaded on only one factor, items from a 

variety of subscales, and the need for economy in measurement. Examination of item 

content appeared to measure positive and negative patterns of religious coping and 

accounted for 3 8% of the variance. Internal consistency estimates were . 90 and . 81 for 

the positive and negative scales, respectively, and descriptive statistical results indicated 

higher than average item means and greater variance for the positive religious coping 

scale than for the negative scale (t (526) = 22.42, p < .001). A confirmatory factor 

analysis of the 14 items from the two scales (using LISREL VII) indicated that the two

factor solution was a reasonable fit for the data. Correlational analysis between the 

positive and negative religious coping scales was relatively low (r = .17, p < .001), 

supporting distinctiveness of the two scales. 

Hospital study. The same positive and negative BriefRCOPE scales created 

with the college student sample was used with the hospital sample. Cronbach' s 
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coefficient alpha was estimated at .87 and .69 for the positive and negative scales, 

respectively. Descriptive statistical results indicated much higher average item means 

and greater variance for the positive religious coping scale than for the negative scale 

(t (543) = 45.04,p < .001). Results ofa confirmatory factor analysis were highly similar 

to those obtained in the college student sample showing two separate factors and indices 

of model fit that were moderately supp6rtive of the two-factor model. The positive and 

negative scales were significantly and positively correlated (r = .18, p < . 001 ), but the 

correlation between the two was also relatively small with this sample. 

Therefore, through exploratory and confirmatory factor analyses, Pargament, 

Smith et al. ( 1998) identified positive and negative religious coping patterns that 

demonstrated internal consistency and evidence of discriminant validity. Positive 

coping patterns of the Brief RCOPE consisted of seven religious coping methods: 

spiritual connection, seeking spiritual support, religious forgiveness, collaborative 

religious coping, benevolent religious reappraisal, religious purification, and religious 

focus. Negative religious coping methods included: spiritual discontent, punishing God 

reappraisal, interpersonal religious discontent, demonic reappraisal, and reappraisal of 

God's power. 

Correlational analysis with a variety of additional measurements used in the 

three studies showed that the positive and negative religious coping patterns were 

associated with different outcomes. The positive religious coping pattern was linked 

with benevolent outcomes, including fewer symptoms of psychological distress, reports 

of psychological and spiritual growth as a result of the stressor, and interviewer ratings 
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of greater cooperativeness. In contrast, the negative religious coping pattern was related 

to signs of emotional distress, such as depression, poorer quality of life, psychological 

symptoms, and callousness towards others (Pargament, Smith et al., 1998). 

The cross-sectional design of these studies limits the predictive quality of the 

BriefRCOPE until results related to longitudinal studies are reported. In addition, since 

only 33% of the total variance was explained by the factor analyses, the BriefRCOPE 

does not provide a thorough analysis of specific religious coping methods, however, 

authors of the Brief RC OPE recommend using it as a complementary source and as an 

efficient, theoretically meaningful way to integrate religious dimensions into models of 

stress, coping, and health (Pargament, Smith et al., 1998). 

Since the development of the BriefRCOPE as a religious coping measurement, 

the use of the instrument has been limited. However, a two-year longitudinal study 

(Pargament, Koenig, Tarakeshwar, & Hahn, 2001) of 596 patients aged 55 years or 

older, in which the Brief RCOPE was administered and baseline health, mental health 

status, and demographic variables were controlled, found that elderly ill men and 

women, who experience a religious struggle with their illness, appear to be at increased 

risk of death. Two spiritual discontent items and one demonic reappraisal item from the 

negative religious coping pattern were predictive of increased risk for mortality. 

Positive religious coping methods were tied to lower depression and higher quality of 

life, and negative religious coping methods were positively related to depression and 

negatively related to quality of life. 
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Results of a cross-sectional study (Tarakeshwar & Pargament, 200 I), in which 

45 parents of autistic children (aged 4 to 24 years) were administered the BriefRCOPE, 

indicated that greater use of positive religious coping methods was associated with 

greater stress-related growth and changes in closeness to God, closeness to church, and 

spiritual growth (religious outcome). Increased use of negative religious coping 

methods was associated with increases in depressive affect, poorer religious outcome, 

and greater anxiety. An exhaustive search of the literature did not indicate publication 

of a study in which the Brief RCOPE was used to explore religious coping from the 

perspective of the family as it relates to family functioning when an adult in the family 

has been diagnosed with chronic pain. 

Family Environment Scale 

Research questions 2 and 4 involve the variable of family functioning and were 

measured by The Family Environment Scale (FES) (Moos & Moos, 2002). The FES 

measures the social climate of all types of families and is divided into three underlying 

domains: the Relationship Dimensions, the Personal Growth Dimensions, and the 

System Maintenance Dimensions. The Relationship Dimensions assess how involved 

people are in their family and how openly they express both positive and negative 

feelings and is divided into three subscales: Cohesion, measuring the degree of 

commitment, help, and support family members provide for one another; 

Expressiveness, measuring the extent to which family members are encouraged to act 

openly and to express their feelings directly; and Conflict, measuring the amount of 

openly expressed anger, aggression, and conflict among family members. The Personal 
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Growth Dimensions focus on the family's goals by tapping the major ways in which a 

family encourages or inhibits personal growth and consists of five subscales: 

Independence, measuring the extent to which family members are assertive, are 

self-sufficient, and make their own decisions; Achievement Orientation, measuring the 

extent to which activities, such as school and work, are cast into an achievement

oriented or competitive framework; Intellectual-Cultural Orientation, measuring the 

degree of interest in political, social, intellectual, and cultural activities; 

Active-Recreational Orientation, measuring the extent of participation in social and 

recreational activities; and Moral-Religious Emphasis, measuring the degree of 

emphasis on ethical and religious issues and values. The System Maintenance 

Dimension assesses the family's emphasis on clear organization, structure, rules, and 

procedures in running family life and is divided into two subscales: Organization, 

measuring the importance of clear organization and structure in planning family 

activities and responsibilities; and Control, measuring the extent to which set rules and 

procedures are used to run family life. 

The FES is one of the earliest self-report family assessment scales developed 

and is currently available as a 90-item true-false questionnaire. Normative data on the 

FES sub scales were developed from an analysis of information collected from a 

national sample of 1, 125 normal and 500 distressed families selected from all 

geographic regions of the United States. Distressed families were represented by 

various settings, including psychiatric units, probation and parole departments and 

substance abuse clinics (Moos & Moos, 1994). 
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The main strength of the FES is its usefulness as a snapshot of family 

functioning with many diverse groups of patients (Moos, 1984 ), and since its 

development, more than 200 studies have demonstrated the ability of the FES to 

differentiate between different types of families and between distressed and 

nondistressed families (Moos, 1992). According to Roosa and Beals (1990), a major 

weakness of the FES is the existence of reliability coefficients ranging from .61 to .78 

on many subscales. In defense, Moos (1990) cited two reasons for lower reliabilities. 

First, since the FES was designed to measure broad family constructs, diverse items 

were selected and highly intercorrelated items were eliminated to reduce redundancy. In 

addition, the true-false dichotomous response format creates more problems with lower 

alpha coefficients. 

In the area of chronic pain research, the FES has mainly been used to describe 

family functioning from the perspective of the chronic pain patient, specifically chronic 

headache (Ehde et al., 1991), chronic low back pain (Naidoo & Pillay, 1994), and 

chronic pain inpatients (Tota-Faucette et al., 1993). Several studies have used the FES 

as a measurement of the family environment from the perspective of parents of 

chronically ill children, specifically with cerebral palsy (McCubbin, Nevin et al., 1982) 

and from the perspectives of both parents and their children diagnosed with cancer 

(Fuemmeler, Brown, Williams, & Barredo, 2003), sickle cell syndrome (Sharpe, 

Brown, Thompson, & Eckman, 1994), and juvenile primary fibromyalgia 

(Schanberg et al., 1998). Two items of the FES, cohesion and expressiveness, were used 

in a longitudinal study examining the adaptation of parents of juvenile rheumatic 
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children (Timko et al., 1992). Several studies have used the FES to measure family 

functioning when an adult member of the family has been diagnosed with chronic pain, 

specifically chronic headache compared with chronic low back pain and a control group 

(Kopp et al., 1995), mothers with chronic pain (Dura & Beck, 1988), and chronic pain 

patients (Romano et al., 1997). 

Measurement of Additional Quantitative Variables 

Coping and family functioning when an adult member of a family is diagnosed 

with chronic pain was further investigated by determining the composition and life 

stage of the family. Demographics of the chronic pain family member were determined, 

including descriptions of the chronic pain, and characteristics of the research 

participant. 

First online question. In keeping with Dillman' s (2000) recommendations for 

effective Internet surveys, the first question was designed to capture the interest of the 

participant and was also simple to answer. The question, "During the last month, how 

would you, the adult in your family, rate the stress of living with or being in close 

contact with an adult family member who is diagnosed with chronic pain?" introduced 

the participant to the research topic, provided an opportunity for the family to have a 

'voice' in expressing their condition, and was an easy question to get a feel of 

navigating the survey. Participants had three choices: Very little stress, Moderate stress, 

and Very stressful. 

Composition and life stage. In their review of the chronic pain literature, 

Thomas and Roy ( 1999) provided empirical evidence for the impact that family 
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structure and the family's life stage have on families dealing with the stress of chronic 

pain in a family member. The following questions provided information concerning 

critical determinants of social support that affect family functioning and the family's 

resources to adapt: "Which of the following stages of life best describes your chronic 

pain family?" and "Which of the following types of families describe(s) your chronic 

pain family? " 

Demographics. The survey included demographic information concerning the 

age, gender, race, educational level, and employment status of both the research 

participant and the chronic pain family member. Medical information included the 

length of time since the family member's diagnosis of chronic pain, the type of chronic 

non-cancerous pain, the average intensity of pain, and the history of any involvement in 

educational and therapeutic chronic pain management. Based on a literature search, 

these demographics are possible confounding variables in the analysis of family 

functioning and coping (Koenig, McCullough et al., 2001). 

Qualitative Instrumentation 

Research questions 5-8 were qualitatively measured. A review of the coping 

literature indicated the need for complementary, qualitative and quantitative, 

measurement when compiling data related to coping with an illness. Gil gun ( 1992) 

defined qualitative research as "processes used to make sense of data that are 

represented by words or pictures and not by numbers" (p. 24). The purpose of the four 

open-ended questions was to explore the coping behavior of the family as they manage 

the stress of a chronic illness by allowing participants an opportunity to provide 
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descriptions of their family perspectives and responses. The first two questions, "What 

coping methods (ways to manage stress) has your family found help/ ul in managing the 

stress of being closely involved with the adult family member diagnosed with chronic 

pain?" and "What coping methods (ways to manage the stress) has your family tried 

that have not been helpful in managing the stress of being closely involved with the 

adult family member diagnosed with chronic pain?" were designed to understand the 

cognitive and/or behavioral descriptions of the family's coping experiences. The last 

two qualitative questions, "What methods of religious and/or spiritual coping (religious 

and/or spiritual ways to manage stress) has your family found help/ ul in managing the 

stress of being closely involved with the adult family member diagnosed with chronic 

pain?" and "What methods of religious and/or spiritual coping (religious and/or 

spiritual ways to manage stress) has your family tried that have not been help/ ul in 

managing the stress of being closely involved with the adult family member diagnosed 

with chronic pain?," were designed to understand specific religious and/or spiritual 

methods used to describe the family's coping experience. 

According to Creswell (1998), a qualitative research design is not always a pure 

approach of any one tradition. The questions for this study borrow from the 

phenomenological perspective (Moustakas, 1994) to understand and describe the 

meaning of the coping experience of families who are trying to manage the stress of 

chronic pain in the family. Answers to questions were analyzed through a sorting 

procedure that involved highlighting specific statements and transforming them into 

clusters of meaning that were then given a persona) description of how the phenomenon 

66 



was experienced. Due to the diversity in researchers' perspectives and views, they are 

encouraged to substantiate the accuracy of their accounts in any qualitative tradition 

(Creswell, 1998). 

Researcher's Reflexivity 

Clarifying the researcher's biases or assumptions that might impact the study is 

important to qualitative research and has particular implications for validity in the data 

analysis (Creswell, 1998). According to Gilbert and Schmid (1994), reflexivity 

"comprises critical introspection and analysis of the self as researcher, and deliberate, 

critical dialogue within research communities about assumptions and practices" (p. 4). 

In reference to this study, the researcher acknowledges her personal experiences as a 

person diagnosed with chronic pain since 1995. In addition to a financial burden, this 

researcher has experienced disruption in family relationships, discouragement, and 

depression after being released from the care of four different specialists. Interest in the 

subject of coping strategies was heightened for the researcher after the last specialist 

remarked that, "Nothing can be done for people like you." Not convinced of that 

statement's validity, this researcher's review of current literature at the University of 

Texas Southwestern Medical Library inspired a focus on individual and family 

management, including the family's use of religion and spirituality to cope. By 

explicitly recognizing and acknowledging a personal interest and biases, the researcher 

practiced reflexivity throughout the research process and adhered to the standards of 

accuracy in reporting. 
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Pilot Study 

Prior to initiating the research, the Internet survey was pilot-tested with five 

adult family members who are coping with the stress of being in close contact with an 

adult chronic pain family member. The pilot-participants completed the questionnaire 

and made recommendations that maximized the quality of the questionnaire, including 

visual design, readability, efficiency, and ease of navigation (Dillman, 2000). Upon 

completion of the pilot test, final revisions were made. 

Collection of Data 

Data were collected through an online survey located on a secure website 

purchased specifically for this research. The website was constructed using an Internet 

retail service that specializes in providing survey software for survey design with data 

collection and retrieval (Surveymonkey, 2004). Four web pages were also constructed: 

a Welcome page, an Information/Consent page, a Referral List for Counseling 

Resources, and a Thank-you page (See Appendix G). Design for all pages followed the 

principles of Tailored Design recommended by Dillman (2000) that attempts to 

"identify and utilize knowledge of sponsorship, the survey population, and the nature of 

the survey situation in an effort to maximize quality, and quantity of response" (p. 26). 

The survey website was located on a secure server accessed only by the 

researcher investigator's confidential user name and password. At the completion of 

each survey, all data were stored on a secure site until accessed by the researcher and 

downloaded into a file for data analysis using the Statistical Products and Service 

Solutions Graduate Pack, Version 13.0 (SPSS, 2004) software program. Information 
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collected from participants did not contain any information that could be used to 

X 
identify the participant such as email address or web routing numbers. 

Treatment of Data 

Once the data were collected, statistical analysis of quantitative data provided 

numerical methods to examine, interpret, and summarize relationships between the.I( 

independent and dependent variables (Brown, Cozby, Kee, & Worden, 1999). 

Qualitative data were narrated in such a way that the reader was able to have a sense of 

being present with the researcher (Babbie, 1998). Since replicability is an essential 

norm of science, Babbie recommended the following guidelines for presenting data: the 

reader should be able to recompute quantitative data; qualitative data should provide 

thick description, depth, and detail to sufficiently inform the reader; and data derived 

from both methodologies should be sufficient for another researcher to accurately 

replicate the study (p. A20 & A21). 

Quantitative Data Analysis 

Quantitative data analysis included descriptions of the sample size that included 

r-analysis of the means and standard deviations for each demographic plus percentages of 

each, and an appropriate table visually organized and presented the outcome data. 

Significant correlations between demographics and outcome variables from the FES and 

Brief RCOPE were assessed and results were presented in table form. Analysis of 

variance and hierarchical multiple regression analysis were conducted to determine any 

variance in family functioning and religious coping, and data were presented in an 

appropriate table. 
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Qualitative Data Analysis 

Answers from the four qualitative questions were cut and pasted into separate 

files for analysis of each question. A process of reading and rereading each document 

separately and constantly comparing statements was used to identify similar coping 

methods. A panel of three family studies professionals, including the research 

investigator, read the four files and presented opinions concerning content and analysis. 

Themes were compared to any existing research findings to contrast outcomes. Final 

categories of coping methods were displayed in table form. 

Summary 

Chapter III presented the methodology used to explore coping, including 

religious coping, from the viewpoint of an adult family member as it relates to family 

functioning when another adult in the family has been diagnosed with chronic pain. An 

anonymous Internet website survey included quantitative and qualitative measurements. 

Criteria for participation were delineated, the method of soliciting websites to post 

survey announcements was described, and areas where recruitment flyers were 

available were identified. Professional research ethics guided a discussion concerning 

provisions of informed consent, anonymity, confidentiality, and a statement of 

protection from harm (Babbie, 1998). Approval of the TWU Institutional Review Board 

was assured prior to institution of the survey. 

Quantitative instrumentation included descriptions of two measurement tools. 

Information concerning development and validation of the Brief RC OPE (Pargament, 

Smith et al., 1998) provided rationale for use in a study involving coping with an 
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enduring illness. A review of the chronic pain literature indicated a dearth of studies 

related to the use of the Brief RCOPE to examine religious coping. The use of the Brief 

RCOPE with chronic pain populations, including the variable of family functioning, 

was reported as unavailable. 

A review of the development and use of the Family Environment Scale (FES) 

(Moos & Moos, 2002) included information concerning measurement strengths and 

weaknesses and a review of chronic pain research that has included the FES to measure 

family functioning from the perspective of the chronic pain individual and the family. 

Additional variables and demographic measurements were discussed. 

Qualitative measurement, borrowed from the phenomenological perspective 

(Moustakas, 1994), guided the description of data collection, analysis, and reporting of 

statements that were tabulated from four open-ended questions written by the 

researcher. In addition, reflexivity was assured, and a pilot test was described. 

Data collection, storage, and retrieval through a secure online website were 

outlined. Statistical procedures using SPSS, Version 13 software (SPSS, 2004) for 

quantitative data analysis were described, and qualitative data analysis procedures were 

outlined. 
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CHAPTERIV 

RESULTS 

The purpose of the study was to explore coping, including religious coping, 

from the viewpoint of an adult family member as it relates to family functioning when 

another adult in the family has been diagnosed with chronic pain. The anonymous 

Internet-based survey combined quantitative and qualitative methodologies. 

This chapter reports the results of the survey. A description of the sample of 

participants that responded to the survey and a description of the family member 

diagnosed with chronic pain is provided. Next, the findings of the study are presented 

in answer to each of the research questions and hypotheses. The chapter concludes with 

a summary of the findings. 

Description of the Sample 

Eighty-eight family members completed an anonymous survey available on a 

website. Fifteen of the family members failed to meet the study criteria. Analysis was 

completed using the remaining 73 surveys. Descriptive data about the participant 

family members and their family member diagnosed with chronic non-cancerous pain 

are provided. An overview of the participant sample as well as the demographics of the 

family member diagnosed with chronic pain follows the tables (see Tables I - 2 

below). 

72 



Table I 

Description of the Family Member Sample (N = 73) 

Variable Frequency Percent 

Gender of family member 
Female 37 51 
Male 36 49 

Gender of chronic pain member 
Female 51 71 
Male 21 29 

Relationship of chronic pain member to the family member 
Spouse 44 60 
Other family members 29 40 

Diagnosis of chronic pain member 
Chronic low back pain 8 11 
Arthritis 11 15 
Fibromyalgia 21 29 
Headache/migraines 7 10 
Reflex Sympathetic Dystrophy 9 12 
Other: 11 diagnoses 17 23 

Family stress 
Minimal stress 12 16 
Moderate stress 32 44 
Very stressful 29 40 

Family management of stress 
Better than at diagnosis 25 36 
Same as at diagnosis 33 47 
Worse than at diagnosis 12 17 

Family member contact with chronic pain family member 
Living with 53 73 
Closely involved with 20 27 
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Table 2 

Description of the Family Member Sample (N = 13) 

Variable Mean SD Range Minimum Maximum 

Age of family member 45.4 14.1 61 18 79 
Age of chronic pain member 47.6 16.9 68 20 88 
Years since pain diagnosis 8.3 8.2 43 <1 44 

Description of the Participant Family Member 

Gender of family member. The gender of family members who responded to the 

survey was almost equally divided. Thirty-seven were female and 36 were male. 

Age of family member. The mean age of the family member sample was 45.4 

years. However, a wide range was reported. The youngest family member was 18 years 

of age and the oldest was 79 years of age. 

Race of family member. The majority (95%) of family members who 

participated in the survey were White (n = 69). The remaining 5% were grouped as 

"Other" and were Asian (n = 2), Hispanic or Latino (n = 1 }, and Middle Eastern (n = 1 ). 

Family member highest educational level. Over three-fourths (77%) of the 

family members had some college education (n = 15), were a college graduate (n = 20), 

or had post graduate education (n = 21 ). The remaining 23% reported some high school 

(n = 3), high school graduate or GED (n = 9), associate degree (n = 3), and vocational 

training (n = 2). 
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Family member employment status. Sixty-three percent of the family members 

were employed full-time (n = 46), 22% had full-time household duties (n = 16), and 

16% were retired (n = 12). Five family members were full-time students (7%), six 

family members were working part-time (8% ), and three family members were 

responsible for part-time household duties (4%). Family members were instructed to 

check all of employment types that applied; therefore, the total percentage of all types 

equaled more than 100%. 

Family stress. Family members were asked to rate the stress, during the last 

month, of living with or being in close contact with the adult family member who was 

diagnosed with chronic pain. Sixteen percent described the stress as minimal (n = 12), 

44% as moderate stress (n = 32), and 40% as very stressful (n = 29). 

Managing stress. Family members were asked to compare the stress 

experienced when the family member was first diagnosed with chronic pain with the 

stress experienced during the past month on a 10-point scale. Ratings were grouped to 

calculate three levels of stress. Ratings 1 through 3 were summed to calculate the 

number who managed the stress better than at the diagnosis. Ratings 4 through 7 were 

summed to calculate the number of family members who managed the stress the same 

as at the diagnosis. Ratings 8 through 10 were summed to calculate the number of 

family members who managed the stress worse than at the diagnosis. Thirty-six percent 

reported the family managed the stress better than at the diagnosis (n = 25), 

47% indicated the family managed the stress the same as at the diagnosis (n = 33), and 
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17% responded that the family managed the stress worse than at the diagnosis (n = 12). 

Three family members did not respond. 

Family member contact with family member diagnosed with chronic pain. 

Almost three-fourths (73%} of family members reported living with their chronic pain 

member (n = 53). Twenty-seven percent of the family members considered themselves 

closely involved with the family member diagnosed with chronic pain (n = 20). 

Life stage of chronic pain family. Although the majority ( 49%) of family 

members reported there were no children living in the chronic pain family (n = 36), 

almost a third (3 0%) indicated there were children 18 years old and younger in the 

family (n = 22). Fifteen percent indicated the youngest child living in the family was 19 

years or older (n = 11}, and 6% described their family as a two-generation family, 

rearing children and caring for aging parents (n = 4). 

Type of chronic pain family. The family type, in which this was a first marriage 

for the couple, was reported by 69% of the family members (n = 50), 18% were 

remarried (n = 13), 10% were single (n = 7), and 10% were two-generation families 

residing together (n = 7). Eight percent indicated they were divorced (n = 6), 6% were 

cohabitating (n = 4), and 4% were living alone (n = 3). Since family members could 

select more than one description to indicate the chronic pain family type, percentages 

equaled more than 100%. 

Family member state of residence. Family members living in 25 American 

states submitted surveys that represented the following geographical areas: 
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53% Southern (n = 39); 14% Western (n = 10); 12% Midwestern (n = 9); and 11% 

North Eastern (n = 8). Ten percent of the surveys were submitted from outside the 

United States (n = 7). 

Family member involvement in a chronic pain program. When asked whether 

the family member closely involved with the chronic pain member had ever 

participated in a pain management program, over three-fourths (81 % ) of family 

members responded they had never had educational or family therapy sessions (n =59). 

Family members scores were calculated as one group if they reported they had 

participated in educational sessions only (n = 5), family therapy sessions only (n = 4), 

and both educational and family therapy sessions (n = 5). 

Description of the Family Member Diagnosed with Chronic Pain 

Gender of chronic painfamily member. Almost three-fourths (71 %) of the 

family members diagnosed with chronic pain were female (n = 51) and 29% were male 

(n = 21). 

Age of chronic pain family member. The mean age of the family member 

diagnosed with chronic pain was 47.6 years. However, a wide range was reported. The 

youngest chronic pain family member was 20 years of age and the oldest was 88 years 

of age. 

Race of chronic pain family member. The majority (91 % ) of family members 

who were diagnosed with chronic pain were White (n = 66). The remaining 9% were 
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calculated as "Other" and were Asian (n = 3), Hispanic or Latino (n = 1), Middle 

Eastern (n =l), Canadian (n =l), and American Indian and Dutch Royalty (n = 1). 

Chronic pain family member highest educational level. Sixty-eight percent of 

the family members diagnosed with chronic pain had some college education (n = 24), 

were a college graduate (n = 14), or had post graduate education (n = 12). The 

remaining 32% reported some high school (n = 4), high school graduate or GED 

(n =12), associate degree (n =5), and vocational training (n = 2). 

Chronic pain family member employment status. Twenty-three percent of the 

chronic pain family members were employed full-time (n = 17), 11 % had full-time 

household duties (n = 8), and 15% were retired (n = 11 ). Five chronic pain family 

members were full-time students (7% ), 10% were working part-time (n = 7), and 

8% were responsible for part-time household duties (n = 6). Thirty-seven percent of the 

chronic pain family members were disabled (n = 27) and 6% were on medical leave 

(n = 4). Since survey participants were instructed to check all of the employment types 

that applied to their chronic pain family member, the total percentage of all types 

equaled more than 100%. 

Relationship of chronic pain member to the participant family member. Sixty 

percent of the family members diagnosed with chronic pain were spouses of their 

family members (n = 44), and 40% were other family members. Family members in the 

"Other" category included mothers (n = 14), daughters (n = 5), sons (n = 3), partner 

(n =l), father (n = 1), nephew (n = 1) and 4 siblings (sisters [n = 21; brothers [n = 2]). 
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Description of the Chronic Pain Family Member Diagnosis 

Type of chronic non-cancerous pain. Over one fourth (29%) of the chronic pain 

family members were diagnosed with Fibromyalgia (n = 21 ). Fifteen percent had 

arthritis (n = 11 ), 12% Reflex Sympathetic Dystrophy (n = 9), 11 % chronic low back 

pain (n = 8), and 10% headaches/migraines (n = 7). Almost one-fourth (23%) selected 

the response choice "Other" and specified diagnoses such as temporomandibular joint 

syndrome (TMJ), Phantom Pain, Brachial Plexus, joint pain from Chronic Fatigue 

Syndrome, Cavernous Angioma, Complex Regional Pain Syndrome, Ankylosing 

Spondylitis, Crohn' s disease, Cervical Spinal Stenosis, Cystic Fibrosis, and Peripheral 

Neuropathy. Eighty-eight percent described the family members' pain as constant 

(n = 63) and 12% reported it flared-up at least once a month (n = 9). During an episode 

of pain experience, the average pain intensity was rated as 34% moderate pain (n = 25) 

and 62% severe (n = 45). Ratings were based on a 10-point scale (0 = no pain; 

10 = most severe pain). 

Person who diagnosed the chronic non-cancerous pain. Thirty-four percent of 

the chronic pain family members' pain was diagnosed by primary care physicians 

(n = 25), 30% by neurologists (n = 22), 11 % by rheumatologists (n = 8), 10% by 

orthopedists (n = 7), 5% by pain specialists (n = 4), and 3% were self-diagnosed 

(n = 2). Seven percent selected the response choice "Other" (n = 5) and specified 

individuals such as dentist, oral surgeon, internist, and nurse practitioner. 
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Years since pain diagnosis. Scores were rounded to years. The mean of the 

years since the family member had been diagnosed with chronic pain was 8.3 years. 

However, a wide range was reported. Time since diagnosis spanned from less than 

1 year to 44 years. 

Involvement in a pain management program. A majority (55%) of family 

members diagnosed with chronic pain had not been involved in a pain management 

program (n =40). The remaining 45% had been a participant (n = 33). 

Findings 

Findings of the research will be reported in two sections: Variables in the Study 

and Research Questions and Hypotheses. Variables in the Study include descriptive 

results of quantitative variables. Research Questions and Hypotheses reports results of 

data concerning the nine research questions and five hypotheses. 

Variables in the Study 

Family Functioning 

Family functioning was measured using the Family Environment Scale (Moos 

& Moos, 2002) (see Table 3 below). 
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Table 3 

Family Environment Scale (FES) Mean and Standard Deviations for Chronic Pain 

Families Compared to Normal Individuals Based on Other Investigators' Research 

FES Subscale 

Cohesion 
Expressiveness 
Conflict 
Independence 
Achievement Orientation 
Intellectual-Cultural Orientation 
Active-Recreational Orientation 
Moral-Religious Emphasis 
Organization 
Control 

Chronic Pain Families 
(N= 73) 

Mean SD 

6.5 2.4 
5.3 2.1 
2.4 2.5 
6.2 2.0 
5.2 1.7 
5.5 2.3 
3.8 2.4 
6.2 2.2 
5.5 2.5 
4.3 2.1 

Normal Individuals 
(N= 5,331) 

Mean SD 

6.8 2.3 
5.3 2.1 
3.5 2.2 
6.4 1.6 
5.9 1.7 
5.6 2.3 
6.1 1.9 
5.6 2.2 
5.7 2.2 
4.7 2.1 

A maximum total score for each subscale equaled 9 and indicated a stronger subscale 

characteristic evident in the family. A minimum total score for each subscale equaled 0 

and indicated that the family was less characterized by the subscale variable. Seven 

sub scales fell above the mean of 5 so that families in this study were characterized 

more by cohesion, expressiveness, independence, achievement orientation, intellectual

cultural orientation, moral-religious emphasis, and organization. When compared to 

their norm group, the scores of this study's sample fell higher on the following 
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sub scale: Moral-Religious Emphasis. In this study, scores of the sample fell lower than 

their norm group scores on the following subscales: Cohesion, Conflict, Independence, 

Achievement Orientation, Intellectual-Cultural Orientation, Active-Recreational 

Orientation, Organization, and Control. Scores were the same on Expressiveness. 

Religious Coping 

Religious coping was measured using the Brief RC OPE (Pargament, 

Smith et al., 1998) (see Table 4 below). 

Table 4 

Brief RCOPE Means and Standard Deviations for Chronic Pain Families and a 

Hospital Sample 

Chronic Pain Family Hos12ital Sam12le 
(N= 73) (N= 551) 

Average Item Average Item 

Brief RCOPE subscale Mean SD Mean SD Mean SD 

Positive Religious Coping 10.9 6.9 1.56 .99 2.15 .87 
Negative Religious Coping 3.0 4.9 .43 .7 .37 .5 

A maximum total score for each subscale equaled 21 and indicated greater use of 

religious coping methods. A minimum total score for each subscale equaled O and 

indicated less use of religious coping methods. One sub scale fell above the mean of 

10.5 so that families in this study were characterized more by positive religious coping 
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methods. When compared to their norm group, the average item mean scores of this 

study' s sample fell higher than their norm group in the Negative Religious Coping 

sub scale. In this study, average item mean scores of the sample fell lower than their 

norm group scores in the Positive Religious Coping subscale. 

Research Questions and Hypotheses 

The study included both quantitative and qualitative research questions. The 

results of both methodologies will be presented as they relate to each question and 

hypothesis. 

Quantitative Research Questions and Hypotheses 

Research questions 1 through 5 and Hypotheses 1 through 5 were analyzed 

statistically at the .05 level. Statistical analysis and outcomes in relation to each 

question and hypothesis are discussed. 

Research Question 1 and Hypothesis 1 

Research question 1 asked, "How do families use religious coping in managing 

the stress of being closely involved with the adult family member diagnosed with 

chronic pain?" Hypothesis 1 was stated: There is no statistically significant relationship 

between the chronic pain family member diagnosis and religious coping as measured 

by the BriefRCOPE scores. Results of two separate univariate analysis of variance 

(ANOV A) revealed statistically significant differences between the two Brief RCOPE 

subscales, Positive Religious Coping and Negative Religious Coping, and the following 

two independent variables of the chronic pain family member diagnosis as reported by 
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the family member: family stress and self-diagnosed chronic pain. ANOVA and 

hierarchal multiple regression analysis (MR.A) are reported (see Tables 5 - 6 below). 

Table 5 

Positive Religious Coping Related to Chronic Pain Family Member Diagnosis 

Results from Analysis of Variance 

df Sum of Mean F p 
Variable Squares Square 

Family stress (last month) 1 180.608 180.608 3.723 .03 
67 3250.262 48.511 

Total 68 3430.870 

Results from Hierarchal Multiple Regression Analysis 

Variable B SEB t p 

Family stress (last month) -2.30 1.19 -.23 -1.93 .03 

Note. R = .23, R 2 = .05, ADJ-R2 = .04, SE= 6.97 

Family stress during the past month (F (1, 67) = 3.72, p = .03) was negatively related to 

the Positive Religious Coping scores, indicating that family members who described 

their families as having less family stress during the last month used more positive 

religious coping strategies. 
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Table 6 

Negative Religious Coping Related to Chronic Pain Family Member Diagnosis 

Results from Analysis of Variance 

df Sum of Mean F 
Variable Squares Square 

Self-diagnosed 1 120.836 120.836 5.332 
67 1518.410 22.663 

Total 68 1639.246 

Family stress (last month) 2 200.586 100.293 4.601 
66 1438.661 21.798 

Total 68 1639.246 

Results from Hierarchal Multiple Regression Analysis 

Variable 

Self-diagnosed 
Family stress (last month) 

B 

8.25 
1.53 

SEB 

3.36 
.80 

Note. R= .35,R2 = .12,ADJ-R2 = .10, SE=4.61 

.284 

.22 

t 

2.46 
1.91 

p 

.01 

.007 

p 

.01 

.03 

Self-diagnosed chronic pain (F (1, 67) = 5.33, p = .01) and family stress during the past 

month (F (2, 66) = 4.60, p = .001) were positively related to Negative Religious Coping 

scores. Chronic pain family members who self-diagnosed their pain and indicated 

greater family stress during the last month reported using a higher number of negative 

religious coping methods. All remaining independent variables related to the chronic 
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pain family member diagnosis were not found to be statistically significant to predict 

religious coping. 

Research Question 2 and Hypothesis 2 

Research question 2 asked, "Is there a significant relationship between family 

functioning in families with an adult family member diagnosed with chronic pain and 

their use of religious coping?" Hypothesis 2 was stated: There is no statistically 

significant relationship between religious coping when compared with the functioning 

of families closely involved with the adult family member diagnosed with chronic pain 

as measured by the Brief RCOPE and the Family Environment Scale scores. Results of 

two separate univariate analysis of variance (ANOVA) revealed statistically significant 

differences between the two BriefRCOPE subscales, Positive Religious Coping and 

Negative Religious Coping, and the following three independent variables of family 

functioning reported by the family member: Moral-Religious Emphasis, Cohesion, and 

Organization. ANOV A and hierarchal multiple regression analysis (MR.A) are reported 

(see Tables 7 - 8 below). 
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Table 7 

Positive Religious Coping Related to Family Functioning 

Results from Analysis of Variance 

df Sum of Mean F p 
Variable Squares Square 

Moral-Religious Emphasis 1 1556.223 1556.223 57.690 .001 
71 1915.283 26.976 

Total 72 3471.507 

Results from Hierarchal Multiple Regression Analysis 

Variable B SEB t p 

Moral-Religious Emphasis 2.16 .28 .67 7.60 .001 

Note. R= .61,R2 = .45,ADJ-R2 = .44, SE= 5.19 

Moral-Religious Emphasis scores (F (1, 71) = 57.69, p = .001) were positively related 

to the Positive Religious Coping scores, indicating the responses to the Moral-Religious 

Emphasis statements were significantly predictive of positive religious coping. 

Families, that placed a greater emphasis on ethical and religious issues and values, 

indicated they used more positive religious coping strategies. 
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Table 8 

Negative Religious Coping Related to Family Functioning 

Results from Analysis of Variance 

df Sum of Mean F 
Variable Squares Square 

Cohesion 1 197.109 197.109 9.030 
71 1549.877 21.829 

Total 72 1746.986 

Organization 2 271.197 135.599 6.432 
70 1475.789 21.083 

Total 72 1746.986 

Results from Hierarchal Multiple Regression 

Variable 

Cohesion 
Organization 

B 

-.85 
.44 

SEB 

.24 

.24 

Note. R= .39,R2 = .16,ADJ-R2 = .13, SE=4.59 

-.42 
.22 

t 

-3.53 
1.88 

p 

.002 

.002 

p 

.001 

.03 

Scores on the Cohesion subscale (F (1, 71) = 9.03, p = .002) were negatively related to 

Negative Religious Coping scores. Therefore, families that were less supportive of each 

other reported a higher use of negative religious coping methods. Scores on 

Organization (F (2, 70) = 6.43, p = .002) were positively related to the Negative 

Religious Coping subscale, indicating that as the degree of importance for structure in 

the family increased, the use of negative religious coping also increased. All remaining 

88 



independent variables related to family functioning from the scores of the FES 

subscales were not found to be significant to predict religious coping. 

Research Question 3 and Hypothesis 3 

Research question 3 asked, "Is there a significant relationship between the 

demographics of both family members and the family member diagnosed with chronic 

pain and religious coping as reported by the BriefRCOPE?" Hypothesis 3 was stated: 

There is no statistically significant relationship between religious coping as reported by 

the Brief RC OPE scores and the demographics of age, gender, race, educational level, 

and employment status of both the family member managing the stress of being closely 

involved with chronic pain and the family member diagnosed with chronic pain. 

Results of two separate univariate analyses of variance (ANOVA) revealed statistically 

significant differences between the two BriefRCOPE subscales, Positive Religious 

Coping and Negative Religious Coping, and the following seven independent variables 

associated with the demographics of both the chronic pain family member and the 

family member closely involved with the family member diagnosed with chronic pain 

as reported by the family member: the age and race of the family member, the 

education of the chronic pain family member, disabled chronic pain members, the 

relationship of the family member diagnosed with chronic pain to the family member, 

and two life stages, remarried families and families in which the youngest child at 

home is a young adult. ANOV A and hierarchal multiple regression analyses (MRA) 

are reported (see Tables 9 - 10 below). 
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Table 9 

Positive Religious Coping Related to Demographics of Both Family Members and 

Family Members Diagnosed with Chronic Pain 

Results from Analysis of Variance 

df Sum of Mean F p 
Variable Squares Square 

Age of family member 1 214.516 214.516 4.788 .02 
70 3136.137 44.802 

Total 71 3350.653 

Youngest child: Young adult 2 403.629 201.814 4.725 .01 
69 2947.024 42.710 

Total 71 3350.653 

Educational level of chronic 3 531.634 177.211 4.275 .004 
pain family member 68 2819.019 41.456 

Total 71 3350.653 

Results from Hierarchal Multiple Regression Analysis 

Variable B SEB ~ t p 

Age of family member .10 .06 .21 1.89 .03 
Youngest child: Young adult -4.48 2.11 -.24 -2.12 .02 
Educational level of chronic 

pain family member .74 .42 .20 1.76 .04 

Note. R = .40, R 2 = .16, ADJ-R2 = .12, SE= 6.44 

Three independent variables were found to be statistically significant in relation to 

Positive Religious Coping scores. The age of the participant family member 
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(F (1, 70) = 4. 79, p = .02) and the educational level of the family member diagnosed 

with chronic pain (F (3, 68) = 4.28, p = .004) were positively related to the Positive 

Religious Coping scores, indicating that, as the age of the family member and the 

educational level of the chronic pain member increased, chronic pain families used 

more positive religious coping methods. The life stage in which the youngest child 

living in the chronic pain family was a young adult 19 years old or older 

(F (2, 69) = 4.73, p = .01), was negatively related to Positive Religious Coping scores, 

suggesting that the presence of a young adult in the family was correlated with a 

decrease in positive religious coping strategies. 
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Table 10 

Negative Religious Coping Related to Demographics of Both Family Members and 

Family Members Diagnosed with Chronic Pain 

Results from Analysis of Variance 

df Sum of Mean F p 
Variable Squares Square 

Race of family member 1 94.444 94.444 4.023 .03 
70 1643.500 23.479 

Total 71 1737.944 

Disabled chronic pain 2 196.585 98.292 4.400 .01 
family member 69 1541.360 22.339 

Total 71 1737.944 

Chronic pain member 3 265.954 88.651 4.095 .01 
relationship 68 1471.990 21.647 

Total 71 1737.944 

Remarried family type 4 332.554 83.138 3.964 .003 
67 1405.391 20.976 

Total 71 1737.944 

Results from Hierarchal Multiple Regression Analysis 

Variable B SEB p t p 

Race of family member -5.98 2.41 -.28 -2.48 .01 
Disabled chronic pain 

family member 2.03 1.16 .20 1.74 .04 
Chronic pain member 

relationship -2.50 1.14 -.25 -2.19 .02 
Remarried family type 2.62 1.47 .21 1.78 .04 

Note. R = .44, R 2 = .19, ADJ-R2 = .14, SE= 4.58 
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Four independent variables were found to have a statistically significant relationship 

with Negative Religious Coping scores. The race of the participant family member 

(F (1, 70) = 4.02, p = .03) and the relationship of the chronic pain family member to the 

family member (F (3, 68) = 4.10, p = .01) were both negatively related to the Negative 

Religious Coping scores, suggesting that White chronic pain families and families in 

which the chronic pain family member was a spouse to the family member used less 

negative religious coping methods. Family members diagnosed with chronic pain who 

were disabled (F (2, 69) = 4.40,p = .01) and the remarried family type 

(F (4, 67) = 3.96, p = .003) were positively related to the Negative Religious Coping 

scores. All remaining independent variables related to the demographics of both family 

members and the family members diagnosed with chronic pain were not found to be 

statistically significant to predict religious coping. 

Research Question 4 and Hypothesis 4 

Research question 4 asked, "Is there a significant relationship between the 

demographics of both family members and the family member diagnosed with chronic 

pain and family functioning as reported by the Family Environment Scale?" 

Hypothesis 4 was stated: There is no statistically significant relationship between 

family functioning as reported by the Family Environment Scale scores and the 

demographics of age, gender, race, educational level, and employment status of both 

the family member managing the stress of being closely involved with chronic pain and 

the family member diagnosed with chronic pain. Results of ten separate univariate 
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analyses of variance (ANOV A) revealed statistically significant differences between 

the ten Family Environment Scale subscales, Cohesion, Expressiveness, Conflict, 

Independence, Achievement Orientation, Intellectual-Cultural Orientation, Active

Recreational Orientation, Moral-Religious Emphasis, Organization, and Control and 

the following independent variables associated with the demographics of both the 

chronic pain family member and the family member closely involved with the family 

member diagnosed with chronic pain as reported by the family member: three life 

stages of the chronic pain family, e.g., families without children, families with an 

adolescent as the oldest child, and families with the youngest child a young adult; 

family types, e.g., families in which this was the first marriage for the couple, divorced 

families, remarried families, and two-generation families; gender, race, educational 

level, and working status of the family member; family attendance at a chronic pain 

management program; involvement of the family member with the chronic pain family 

member; relationship of the chronic pain family member to the family member; gender, 

educational level, and working status of the chronic pain family member. ANOVA and 

hierarchal multiple regression analyses (MRA) are reported (see Tables 11 - 20 below). 
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Table 11 

FES Cohesion Subscale Related to Demographics of Both Family Members and Family 

Members Diagnosed with Chronic Pain 

Results from Analysis of Variance 

df Sum of Mean F p 
Variable Squares Square 

Two-generation family type 1 38.496 38.496 7.064 .01 
70 381.490 5.450 

Total 71 419.986 

Family member with full-time 2 64.232 32.116 6.229 .002 
household duties 69 355.754 5.156 

Total 71 419.986 

Divorced family type 3 89.367 29.789 6.127 .001 
68 330.619 4.862 

Total 71 419.986 

Family member living with 4 104.723 26. 181 5.564 .001 
or closely involved 67 315.263 4.705 

Total 71 419.986 

Chronic pain member 5 122.371 24.474 5.427 .001 
rel a ti onshi p 66 297.615 4.509 

Total 71 419.986 

Chronic pain member 6 136.399 22.733 5.211 .001 
part-time household duties 65 283.587 4.363 

Total 71 419.986 

Disabled chronic pain 7 150.394 21.485 5.100 .001 
family member 64 269.592 4.212 

Total 71 419.986 
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Chronic pain family 
member full-time 8 164.517 20.565 5.071 .001 
household duties 63 255.469 4.055 

Total 71 419.986 

Gender of chronic pain 9 178.807 19.867 5.107 .001 
family member 62 241.179 3.890 

Total 71 419.986 

Results from Hierarchal Multiple Regression Analysis 

Variable B SEB ~ t p 

Two-generation family type -2.72 .94 -.33 -2.89 .003 
Family member with full-time 

household duties -1.31 .62 -.23 -2.11 .02 
Divorced family type 2.19 .87 .25 2.52 .01 
Family member living with 

or closely involved -2.76 .77 -.51 -3.60 .001 
Chronic pain member 

relationship -1.60 .71 -.32 -2.24 .01 
Chronic pain member 

part-time household duties -2.48 .96 -.26 -2.58 .01 
Disabled chronic pain 

family member -1.55 .56 -.31 -2.74 .004 
Chronic pain family 

member full-time 
household duties -1.85 .86 -.24 -2.16 .02 

Gender of chronic pain family 
family member -1.07 .56 -.20 -1.92 .03 

Note. R = .65, R 2 = .43, ADJ-R2 = .34, SE= 1. 97 

Results of the analyses for the Cohesion sub scale indicated nine statistically significant 

relationships to the Cohesion scores. Chronic pain families that had a divorced family 

type (F (3, 68) = 6.13,p = .01) were positively related to the Cohesion scores, 

indicating that divorced families with a chronic pain family member scored higher in 
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the degree of commitment and support of each other. The following eight variables 

were negatively related to Cohesion scores: the two-generation family type 

(F (1, 70) = 7.06, p = .01), family members whose working status was full-time 

household duties (F (2, 69) = 6.23, p = .002), family members who lived with or were 

closely involved with the family member diagnosed with chronic pain (F (4, 67) = 5.56, 

p = .001), the relationship of the chronic pain family member to the family member 

(F (5, 66) = 5.43, p = .001), chronic pain family members whose working status was 

part-time household duties (F (6, 65) = 5.21,p = .001), chronic pain family members 

who were disabled (F (7, 64) = 5.10, p = .001), chronic pain family members who had 

full-time household duties (F (8, 63) = 5.07, p = .001), and the gender of the family 

member diagnosed with chronic pain (F (9, 62) = 5 .11, p = . 001 ). Therefore, two

generation families, family members responsible for full-time household duties, 

families in which the chronic pain family member was a spouse of the family member, 

and families in which the family member was closely involved but not living with the 

chronic pain member had less cohesive families. In addition, male chronic pain family 

members, who were disabled and were responsible for full-time household duties, were 

also representative of less committed and supportive chronic pain families. All other 

independent variables were not found to be statistically significant to predict Cohesion. 
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Table 12 

FES Expressiveness Subsca/e Related to Demographics of Both Family Members and 

Family Members Diagnosed with Chronic Pain 

Results from Analysis of Variance 

df Sum of Mean F p 
Variable Squares Square 

Disabled chronic pain member 1 27.612 27.612 7.048 .01 
70 274.263 3.918 

Total 71 301.875 

Divorced family type 2 57.744 28.872 8.160 .001 
69 244.131 3.538 

Total 71 301.875 

Two-generation family type 3 75.159 25.053 7.514 .001 
68 226.716 3.334 

Total 71 301.875 

Results from Hierarchal Multiple Regression Analysis 

Variable B SEB ~ t p 

Disabled chronic pain member -1.35 .45 -.32 -3.00 .002 
Divorced family type 2.16 .79 .29 2.75 .004 
Two-generation family type -1.67 .73 -.24 -2.29 .01 

Note. R = . 50, R 2 = .25, ADJ-R2 = .22, SE = 1. 83 

Results of the analyses of the Expressive sub scale scores indicated three statistically 

significant variables that related to Expressiveness. Disabled chronic pain family 
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members (F (1, 70) = 7.05,p = .01) and the two-generation family type 

(F (3, 68) = 7.51, p = .001) were negatively related to Expressiveness scores, indicating 

that chronic pain family members who were disabled and had two-generation families 

in the same household predicted families that were not encouraged to express their 

feelings directly. In contrast, the divorced family type (F (2, 69) = 8.16, p = .001) was 

positively related to the Expressiveness scores. All other independent variables were 

not found to be statistically significant to predict Expressiveness. 
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Table 13 

FES Conflict Subscale Related to Demographics of Both Family Members and Family 

Members Diagnosed with Chronic Pain 

Results from Analysis of Variance 

df Sum of Mean F p 
Variable Squares Square 

Two-generation family type 1 63.209 63.209 12.009 .001 
70 368.444 5.263 

Total 71 431.653 

Age of family member 2 102.292 51.146 10.715 .001 
69 329.361 4.773 

Total 71 431.653 

Divorced family type 3 130.733 43.578 9.847 .001 
68 300.920 4.425 

Total 71 431.653 

Educational level of chronic 4 152.927 38.232 9.190 .001 
pain family member 67 278.726 4.160 

Total 71 431.653 

Gender of family member 5 167.407 33.481 8.363 .001 
66 264.246 4.004 

Total 71 431.653 

Results from Hierarchal Multiple Regression Analysis 

Variable B SEB p t p 

Two-generation family type 2.97 .80 .36 3.70 .001 
Age of family member -.05 .02 -.28 -2.79 .004 
Divorced family type -2.08 .87 -.24 -2.40 .01 
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Educational level of chronic 
pain family member 

Gender of family member 
-.28 
-.91 

.13 

.48 

Note. R = .62, R 2 = .39, ADJ-R2 = .34, SE= 2.00 

-.21 
-.19 

-2.14 
-1.90 

.02 

.03 

Results of the analyses of the Conflict scores indicated five statistically significant 

variables that were related to Conflict. Two-generation families were positively related 

to Conflict subscale scores (F (1, 70) = 12.01, p = .001). In contrast, the age of the 

family member (F (2, 69) = 10.72, p = .001), the divorced family type (F (3, 68) = 9.85, 

p = . 001 ), the educational level of the family member diagnosed with chronic pain 

(F (4, 67) = 9.19, p = .001), and gender of the family member (F (5, 66) = 8.36, 

p = .001) were all negatively related to Conflict scores. In this sample, as age of the 

family member and the educational level of the family member diagnosed with chronic 

pain increased, the amount of openly expressed anger and conflict decreased. Families 

in the survey represented by divorce in the family indicated lower Conflict scores while 

two-generation families and female family members reported being in families with 

more conflict. All other independent variables were not found to be statistically 

significant to predict Conflict. 

101 



Table 14 

FES Independence Subscale Related to Demographics of Both Family Members and 

Family Members Diagnosed with Chronic Pain 

Results from Analysis of Variance 

df Sum of Mean F p 
Variable Squares Square 

Adolescent family type 1 22.003 22.003 6.032 .01 
70 255.317 3.647 

Total 71 277.319 

Results from Hierarchal Multiple Regression 

Variable B SEB t p 

Adolescent family type -1.48 .60 -.28 -2.46 .01 

Note. R = .28, R 2 = .08, ADJ-R2 = .01, SE= 1.91 

Results of the Independence scores analyses indicated one statistically significant 

variable that was related to Independence. A family in which the oldest child living in 

the chronic pain family was 13 to 18 years old (F (1, 70) = 6.03,p = .01) was 

negatively related to Independence scores. The inverse relationship indicated that 

chronic pain families, with an adolescent as the oldest child, tended to be less assertive 

and self-sufficient. All other independent variables were not found to be statistically 

significant to predict conflict. 
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Table 15 

FES Achievement Orientation Subscale Related to Demographics of Both Family 

Members and Family Members Diagnosed with Chronic Pain 

Results from Analysis of Variance 

df Sum of Mean F p 
Variable Squares Square 

Participant family member 1 9.829 9.829 4.033 .02 
working full-time 70 170.615 2.437 

Total 71 180.444 

Families with no children 2 17.885 8.943 3.796 .01 
69 162.559 2.356 

Total 71 180.444 

Family attendance at a 3 26.012 8.671 3.818 .01 
chronic pain mgt center 68 154.432 2.271 

Total 71 180.444 

Gender of chronic pain 4 33.802 8.450 3.861 .004 
family member 67 146.643 2.189 

Total 71 180.444 

Results from Hierarchal Multiple Regression Analysis 

Variable B SEB p t p 

Participant family member 
working full-time 1.06 .37 .32 2.83 .003 

Families with no children .78 .36 .25 2.19 .02 
Family attendance at a 

chronic pain mgt center .88 .46 .21 1.92 .03 
Gender of chronic pain 

family member .73 .39 .21 1.89 .03 

Note. R = .43, R 2 == .19, ADJ-R2 = .14, SE= 1.48 
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Results of the Achievement Orientation analyses indicated four statistically significant 

variables that were positively related to Achievement Orientation scores. Participant 

family members who worked full-time (F (I, 70) = 4.03, p = .02) and chronic pain 

families in which there were no children (F (2, 69) = 3.80, p = .014) reported a higher 

degree of competitiveness in school and work. Families that had participated in a 

chronic pain management program (F (3, 68) = 3.82, p = .001) and female family 

members diagnosed with chronic pain (F (4, 67) = 3.86,p = .004) were also more 

achievement oriented. All other independent variables were not found to be statistically 

significant to predict Achievement Orientation. 
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Table 16 

FES Intellectual-Cultural Orientation Subscale Related to Demographics of Both 

Family Members and Family Members Diagnosed with Chronic Pain 

Results from Analysis of Variance 

df Sum of Mean F p 
Variable Squares Square 

Educational level of chronic 1 40.013 40.013 7.869 .004 
pain member 70 355.931 5.085 

Total 71 395.944 

Divorced family 2 61.434 30.717 6.336 .002 
69 334.510 4.848 

Total 71 395.944 

Disabled chronic pain 3 82.030 27.343 5.923 .001 
family member 68 313.914 4.616 

Total 71 395.944 

Race of family member 4 107.660 26.915 6.255 .001 
67 288.285 4.303 

Total 71 395.944 

Youngest child: Young adult 5 128.096 25.619 6.313 .001 
66 267.849 4.058 

Total 71 395.944 

Adolescent life stage 6 140.344 23.391 5.948 .001 
65 255.600 3.932 

Total 71 395.944 
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Results from Hierarchal Multiple Regression Analysis 

Variable B SEB ~ t p 

Educational level of chronic 
pain member .39 .14 .30 2.83 .003 

Divorced family 2.03 .86 .24 2.37 .01 
Disabled chronic pain 

family member -1.40 .50 -.29 -2.77 .004 
Race of family member 2.97 1.05 .29 2.84 .003 
Youngest child: Young adult -1.25 .67 -.19 -1.88 .03 
Adolescent life stage 1.19 .68 .19 1.77 .04 

Note. R= .60,R2 = .35,ADJ-R2 = .30, SE= 1.98 

Results of the Intellectual-Cultural Orientation analyses indicated six statistically 

significant variables that were related to Intellectual-Cultural Orientation scores. The 

educational level of the family member diagnosed with chronic pain (F (1, 70) = 7.90, 

p = .004), divorced chronic pain families (F (2, 69) = 6.34, p = .002), the race of the 

family member (F (4, 67) = 6.26, p = .001), and families whose oldest child was an 

adolescent (F (6, 65) = 5.95,p = .001) were positively related to Intellectual-Cultural 

Orientation scores. White, divorced chronic pain families with an adolescent as the 

oldest child indicated a higher level of interest in political, intellectual, and cultural 

activities. Negative relationships were found in two variables, disabled chronic pain 

family member (F (3, 68) = 5.92, p = .001) and families, whose youngest child living in 

the household was a young adult (F (5, 66) = 6.31, p = .001). All other independent 

variables were not found to be statistically significant to predict an Intellectual-Cultural 

Orientation in chronic pain families. 
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Table 17 

FES Active-Recreational Orientation Subscale Related to Demographics of Both 

Family Members and Family Members Diagnosed with Chronic Pain 

Results from Analysis of Variance 

df Sum of Mean F p 
Variable Squares Square 

Disabled chronic pain 1 62.505 62.505 12.947 .001 
family member 70 337.940 4.828 

Total 71 400.444 

Family member full-time 2 85.739 42.869 9.399 .001 
household duties 69 314.706 4.561 

Total 71 400.444 

Adolescent life stage 3 108.892 36.297 8.466 .001 
68 291.552 4.288 

Total 71 400.444 

Divorced family type 4 126.050 31.512 7.694 .001 
67 274.395 4.095 

Total 71 400.444 

Youngest child: Young adult 5 138.409 27.682 6.972 .001 
66 262.035 3.970 

Total 71 400.444 

Chronic pain member on 6 151.462 25.244 6.590 .001 
medical leave 65 248.983 3.831 

Total 71 400.444 
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Results from Hierarchal Multiple Regression 

Variable B SEB ~ t p 

Disabled chronic pain 
family member -1.76 .51 -.36 -3.47 .001 

Family member full-time 
household duties -1.57 .58 -.28 -2.70 .005 

Adolescent life stage 1.44 .64 .23 2.26 .01 
Divorced family type 1.92 .84 .23 2.28 .01 
Youngest child: Young adult -1.23 .65 -.19 -1.88 .03 
Chronic pain member on 

medical leave 1.88 1.02 .18 1.85 .03 

Note. R = .62, R 2 = .38, ADJ-R2 = .32, SE= 1.96 

Results of the Active-Recreational Orientation analyses indicated six statistically 

significant variables that were related to Active-Recreational Orientation. Three 

variables were positively related. Family members diagnosed with chronic pain who 

were on medical leave (F(6, 65) = 6.59,p = .001), divorced chronic pain families 

(F (4, 67) = 7.69, p = .001), and families in which the oldest child was an adolescent 

(F (3, 68) = 8.47, p = .001) were positively related, indicating more participation in 

social and recreational activities. Inverse relationships with Active-Recreational 

Orientation scores were found in family members diagnosed with chronic pain who 

were disabled (F (1, 70) = 12.95,p = .001), family members who were responsible for 

full-time household duties (F (2, 69) = 9.40, p = .001), and families characterized by 

the youngest member being a young adult (F (5, 66) = 6.91,p = .001). All other 
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independent variables were not found to be statistically significant to predict Active

Recreational Orientation scores in chronic pain families. 

Table 18 

FES Moral-Religious Emphasis Subscale Related to Demographics of Both Family 

Members and Family Members Diagnosed with Chronic Pain 

Results from Analysis of Variance 

df Sum of Mean F p 
Variable Squares Square 

Age of family member l 32.397 32.397 7.780 .004 
70 291.478 4.164 

Total 71 323.875 

Age of chronic pain 2 65.923 32.961 8.817 .001 
family member 69 257.952 3.738 

Total 71 323.875 

Youngest child: Young adult 3 78.566 26.189 7.260 .001 
68 245.309 3.607 

Total 71 323.875 

Relationship of chronic pain 4 97.006 24.251 7.162 .001 
member to family member 67 226.869 3.386 

Total 71 323.875 

Chronic pain member 5 108.936 21.787 6.690 .001 
working part-time 66 214.939 3.257 

Total 71 323.875 
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Results from Hierarchal Multiple Regression 

Variable B SEB ~ t p 

Age of family member .09 .02 .62 5.06 .001 
Age of chronic pain 

family member -.06 .02 -.45 -3.76 .001 
Youngest child: Young adult -1.51 .62 -.26 -2.44 .01 
Relationship of chronic pain 

member to family member -1.09 .46 -.25 -2.36 .01 
Chronic pain member 

working part-time 1.38 .72 .19 1.91 .03 

Note. R = .58, R 2 = .34, ADJ-R2 = .29, SE= 1.81 

Results of the Moral-Religious Emphasis analyses indicated five statistically significant 

variables that were related to Moral-Religious Emphasis. Age of the family member 

(F (1, 70) = 7. 78, p = .004) and chronic pain family members who worked part-time 

(F (5, 66) = 6.69, p = .001) were both positively related to Moral-Religious Emphasis 

scores. The remaining statistically significant variables were negatively related. Age of 

family members diagnosed with chronic pain (F (2, 69) = 8.81,p = .001), families in 

which the youngest child living in the household was a young adult (F (3, 68) = 7.26, 

p = . 001 ), and the relationship of the family member diagnosed with chronic pain to the 

participant family member (F (4, 67) = 7.16,p = .001) were variables with lower 

Moral-Religious Emphasis scores. Chronic pain families, in which the youngest child 

was a young adult and the chronic pain members were spouses of the family members, 

emphasized ethical and religious issues and values less. All other independent variables 
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were not found to be statistically significant to predict Moral-Religious Emphasis 

scores. 

Table 19 

FES Organization Subscale Related to Demographics of Both Family Members and 

Family Members Diagnosed with Chronic Pain 

Results from Analysis of Variance 

df Sum of Mean F p 
Variable Squares Square 

Disabled chronic pain 1 29.358 29.358 5.106 .01 
family member 70 402.517 5.750 

Total 71 431.875 

Remarried family type 2 57.405 28.702 5.289 .004 
69 374.470 5.427 

Total 71 431.875 

Families without children 3 89.994 29.998 5.967 .001 
68 341.881 5.028 

Total 71 431.875 

Relationship of chronic pain 4 131.779 32.945 7.355 .001 
member to family member 67 300.096 4.479 

Total 71 431.875 

Family attendance at a 5 155.861 31.172 7.454 .001 
chronic pain mgt. center 66 276.014 4.182 

Total 71 431.875 

Retired family member 6 171.326 28.554 7.124 .001 
65 260.549 4.008 

Total 71 431.875 
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Results from Hierarchal Multiple Regression Analysis 

Variable B SEB p t p 

Disabled chronic pain 
family member -1.85 .50 -.36 -3.68 .001 

Remarried family type 2.62 .66 .41 3.98 .001 
Families without children 1.64 .51 .33 3.19 .001 
Relationship of chronic pain 

member to family member -1.75 .52 -.35 -3.37 .001 
Family attendance at a 

chronic pain mgt center 1.61 .62 .25 2.58 .01 
Retired family member 1.36 .69 .20 1.96 .03 

Note. R = .63, R 2 = .40, ADJ-R2 = .34, SE= 2.00 

Results of the Organization sub scale analyses indicated six statistically significant 

variables that were related to Organization. Four variables were positively related to 

those of Organization scores. Families that were remarried (F (2, 69) = 5.29, p = .004), 

did not have children living in the household (F (3, 68) = 5.91,p = .001), had attended 

a chronic pain management program (F (5, 66) = 7.45,p = .001), and the family 

member was retired (F ( 6, 65) = 7.12, p = . 001) were more organized and structured in 

planning family activities and responsibilities. Two of the demographic variables that 

were negatively related were family members diagnosed with chronic pain who were 

disabled (F (1, 70) = 5.11, p = .01) and the relationship of the chronic pain family 

member to the participant family member (F (4, 67) = 7.36,p = .001). Family members 

diagnosed with chronic pain who were spouses of their family member and were 

disabled reported being less organized. All other independent variables were not found 

to be statistically significant to predict Organization scores. 
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Table 20 

FES Control Subscale Related to Demographics of Both Family Members and Family 

Members Diagnosed with Chronic Pain 

Results from Analysis of Variance 

df Sum of Mean F p 
Variable Squares Square 

First marriage family type 1 30.184 30.184 7.793 .004 
70 271.136 3.873 

Total 71 301.319 

Chronic pain family member 2 52.770 26.385 7.325 .001 
on medical leave 69 248.549 3.602 

Total 71 301.319 

Chronic pain family member 3 63.230 21.077 6.020 .001 
full-time household duties 68 238.089 3.501 

Total 71 301.319 

Family member part-time 4 72.838 18.210 5.340 .001 
household duties 67 228.481 3.410 

Total 71 301.319 

Family member full-time 5 82.163 16.433 4.949 .001 
household duties 66 219.156 3.321 

Total 71 301.319 

Educational level of 6 92.599 15.433 4.806 .001 
family member 65 208.720 3.211 

Total 71 301.319 

Adolescent life stage 7 105.307 15.044 4.912 .001 
64 196.012 3.063 

Total 71 301.319 
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Results from Hierarchal Multiple Regression Analysis 

Variable B SEB ~ t p 

First marriage family type -1.68 .48 -.38 -3 .51 .001 
Chronic pain family member 

on medical leave -1.86 .95 -.21 -1.96 .03 
Chronic pain family member 

full-time household duties 1.14 .66 .17 1.71 .05 
Family member part-time 

household duties 2.85 1.28 .23 2.23 .02 
Family member full-time 

household duties 1.04 .51 .21 2.05 .02 
Educational level of 

family member .26 .12 .24 2.21 .02 
Adolescent life stage 1.21 .60 .22 2.04 .02 

Note. R= .59,R2 = .35,ADJ-R2 = .28, SE= 1.15 

Results of the Control analyses indicated seven statistically significant variables that 

were related to Control. Two of the variables that were negatively related to the Control 

scores were first marriage families (F (1, 70) = 7.79, p = .004) and family members 

diagnosed with chronic pain on medical leave (F (2, 69) = 7.33, p = .001), indicating 

less need for setting rules and procedures to run their family life. In contrast, family 

members diagnosed with chronic pain who had full-time household responsibilities 

(F (3, 68) = 6.02, p = .001), family members who had part-time household duties 

(F (4, 67) = 5.34, p = .001) and full-time household duties (F (5, 66) = 4.95, p = .001), 

educational level of the family member (F (6, 65) = 4.81, p = .001), and families whose 

oldest child was an adolescent (F (7, 64) = 4.91, p = .001) were positively related to 
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Control scores. All other independent variables were not found to be statistically 

significant to predict control in chronic pain families. 

Research Question 5 and Hypothesis 5 

Research question 5 asked, "Is there a significant relationship between the 

scores of the Moral-Religious Emphasis, a Family Environment Scale subscale, and the 

scores of the Brief RCOPE?" Hypothesis 5 was stated: There is no statistically 

significant relationship between the Moral-Religious Emphasis scores and the scores of 

the Brief RC OPE. A Pearson Correlation analysis was administered using scores from 

the Moral-Religious Emphasis, a subscale of the Family Environment Scale, compared 

with scores from the two BriefRCOPE subscales, Positive Religious Coping and 

Negative Religious Coping. The Pearson correlation is reported (see Table 21 below). 

Table 21 

Pearson Correlation Analysis Between the Moral-Religious Subscale and Positive 

Religious Coping and Negative Religious Coping Subscales (N = 7 3) 

Variable 

Positive Religious Coping 
Negative Religious Coping 

Moral-Religious Emphasis 

r 

.670 
-.105 
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.001 
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Scores on the Positive Religious Coping subscale (r = .67) were statistically significant 

at the .001 level when compared with the Moral-Religious Emphasis scores, indicating 

a strong correlation. Negative Religious Coping scores were inversely related to Moral

Religious Coping but were not statistically significant. 

Qualitative Research Questions 

Research Questions 6 through 9 were open-ended and were analyzed using 

qualitative methods based on the phenomenological approach (Moustakas, 1994). The 

analysis included reading and rereading the participant responses and grouping the 

responses according to the significant statements. Each statement was treated equal in 

value to understand the coping phenomenon, and a list of nonrepetitive, nonoverlapping 

statements was compiled. These statements were then grouped into thematic units, and 

each mention of the thematic unit was counted mathematically for the number of times 

mentioned by the participant family members for each research question. Each method 

is listed in descending order of frequency, the essence of the method is provided, and 

direct quotes are included as examples of each method. 

It should be noted that family member responses to each question often 

contained more than one method, therefore, frequency counts may exceed the total 

number of participant family members (N = 73) and percentage totals may exceed 

I 00%. Each research question with methods and supportive data in the form of 

participant responses is presented. 
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Research Question 6 

Research question 6 asked, "What major coping methods have families found 

helpful in managing the stress of being closely involved with the adult family member 

diagnosed with chronic pain?" Participants in the study were asked to respond to the 

following question, "What coping methods (ways to manage stress) has your family 

found helpful in managing the stress of being closely involved with the adult family 

member diagnosed with chronic pain?" Eight methods emerged from the data in answer 

to research question 6: Building Relationships; Accepting Realities and Managing 

Changes; Using Religious and/or Spiritual Coping; Focusing on Family Health; 

Seeking Therap~utic Alternatives; Having a Family Focus; Accessing Support Systems; 

and Seeking Knowledge (see Table 22 below). 
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Table 22 

Coping Methods That Helped Manage Chronic Pain Stress 

Method 

1. Building relationships 

2. Accepting realities and 
managing changes 

3. Using religious and/ or 
for spiritual coping 

Sample Data 

"Open communication regarding anything that has to 
do with this condition." "Listening is more 
important." 

"Do not expect things to magically improve. ACCEPT 
the fact that this is now part of OUR reality." 

"PRAYER is at the top of the list." "Relying on God 
strength." 

4. Focusing on family health "Basic self care including detachment when 
appropriate." 

5. Seeking therapeutic 
alternatives 

6. Having a family focus 

"Biofeedback, Private counseling." "primary care 
physician support." 

"Strive to maintain normal activities to keep life fun 
exciting." "Having family meals together to talk." 

7. Accessing support systems " ... support groups ... " " ... talking with [others] in same 
situation." 

8. Seeking knowledge "Become INFORMED about the disease ... " "Going to 
educational seminars." 

1. Building relationships, the first method, developed from 32 responses (44% of the 

sample). Family members described the use of interpersonal methods related to 

communication and encouragement, and the avoidance of stressful situations. 
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• " ... the family just tries to be as sympathetic as possible ... " 
• "Talking, showing empathy ... "" We found that the best way to manage the 

stress is to talk, talk and more talk. You have to keep the lines of 
communication open regardless of how much at times you want to block 
everything out." 

• "Open communication regarding anything that has to do with this 
condition." 

• "Listening is more important than the suggestions! It allows [ the chronic 
pain family member] to get some of [the chronic pain family member's] 
frustrations out, and I think reduces [the chronic pain family member's] 
stress level." 

• "I find not discussing the problem is the best way to handle it. Some things 
are better left unsaid." 

• "Going with [the chronic pain family member] to listen to doctor's advice." 

2. Accepting realities and managing changes, the second method, described how the 

family accepted the reality of chronic pain experience and made changes to manage the 

stress. Twenty-seven family members (37% of the sample) mentioned this method. 

• "We have just accepted it as a part of life." 
• "We take one day at a time." 
• "Not being overly focused on the things that can't be accomplished or 

attempted, Instead, we try to enjoy the things that still have some 
enjoyment." 

• "Do not expect things to magically improve. ACCEPT the fact that this is 
now part of OUR reality." 

• "Being aware of [the chronic pain family member's] feelings and moods 
and knowing how to react and when to help and not to help." 

3. Using religious and/or spiritual coping, the third method, reported the family's use 

of faith, prayer, and meditation, and 17 participant family members (23% of the 

sample) described their particular methods. 

• "PRAYER is at the top of the list." 
• "prayer, meditation using imagery (imagining calm special place and sitting 

quietly)." 
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• "Relying on God for strength." 
• "For us the Love for each other and our faith in Jesus is really what makes it 

so easy to keep the lines of communication open." 

4. Focusing on family health, the fourth method, was mentioned by 15 participant 

family members (21% of the sample) and focused on the ways in which families took 

action concerning the health of the family. 

• "Basic self care including detachment when appropriate." 
• "Music for me is a great thing - even if I am going about the chores, putting 

on headphones and doing the work, listening to music I like helps reduce 
stress and motivates." 

• "Exercise and outside activities for myself." 

5. Seeking therapeutic alternatives, the fifth method, reported the therapeutic methods 

14 families (19% of the sample) had found helpful in managing stress. 

• " ... a prescription medicine that relieves the pain temporarily." 
• " ... trying to make sure [the chronic pain family member] goes to 

counseling/therapy to recognize stress factors and making sure our child 
with [problem] goes to therapy too for coping skills." 

• "Doctors finally being able to diagnose the pain and prescribe pain
controVrelief medication ... gave validation to the very real pain being 
suffered on a daily basis. Doctors tend to listen more if a patient and an 
advocate describe the pain. We have said many times that people entering 
the health care arena alone do not receive the same level of care (based on 
visits alone to Doctors versus visits together). 

• "Biofeedback, Private Counseling" 
• "primary care physician support" 

6. Having a family focus, the sixth method, described what 13 families (18% of the 

sample) did together that they believed was helpful. 

• "Fun time is important - trying to relieve stress by doing something fun 
with the kids." 

• " ... make an effort to do activities together that [the chronic pain family 
member] can do." 
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• "Strive to maintain normal activities to keep life fun and exciting. Allows us 
to keep our minds off the pain." 

• "Having family mealtimes together to talk." 
• " ... going for walks, going to movies, going to the zoo or other site seeing 

outings." 

7. Accessing support systems, the seventh method, described how 11 families (15% of 

the sample) accessed support systems and used them to manage the stress. 

• "Talking to friends and family about the problems." 
• " ... support groups through church." 
• " ... talking with other spouses in same situation ( well spouse support group) 

has been good - could identify well with others situations and felt they 
understood my situation better than someone not in same situation in life." 

• "Some one else giving me a break." 

8. Seeking knowledge, the eighth method, included helpful ways in which 7 chronic 

pain families (10% of the sample) had sought knowledge to manage the stress. 

• " .. . self-education - internet and sharing information with [the chronic pain 
family member]." 

• "Become INFORMED about the disease ... Gather as much as you can about 
current research and see what might work for you ... we subscribe to an 
internet newsletter of an organization researching [the chronic pain 
diagnosis]." 

• "Going to educational seminars." 
• "I learned about pain management. .. This helped me to explain these 

treatment modalities to [the chronic pain family member] ... " 

Four family members (6% of the sample) responded with the words "none" and 

"nothing yet" and three (4% of the sample) did not write a response. 

Research Question 7 

Research question 7 asked, "What major coping methods have families tried 

that have not been helpful in managing the stress of being closely involved with the 
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adult family member diagnosed with chronic pain?" Participants in the study were 

asked to respond to the following question, "What coping methods ( ways to manage 

stress) has your family tried that have NOT BEEN HELPFUL in managing the stress of 

being closely involved with the adult family member diagnosed with chronic pain?" 

Seven methods emerged from the data in answer to the research question 7: Not 

Building Relationships; Denying Realities and Ignoring Changes; Seeking Therapeutic 

Alternatives; Exceeding the Limits; Accessing Support Systems; Ignoring Family 

Health; and Seeking Knowledge (see Table 23 below). 
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Table 23 

Coping Methods That Had Not Helped Manage Chronic Pain Stress 

Method Sample Data 

1. Not building relationships "Showing my frustration of hearing about ... ' aches and 
pains'." "Trying to NOT talk about it ... " 

2. Denying realities and 
ignoring changes 

3. Seeking therapeutic 
alternatives 

4. Exceeding the limits 

"Trying to continue as if nothing is wrong." "Trying to 
'fix' the pain." 

"Occasionally, we tried something different, 
. t ) "" d ct " 1.e., acupunc ure . .. . .. o ors ... 

"Over involvement." " ... not plan too far in advance." 

5. Accessing support systems "support groups ... too many people just complaining." 
" ... sometimes [family members and friends] do not 
understand well." 

6. Ignoring family health 

7. Seeking knowledge 

"not taking care of myself" "Escaping with alcohol and 
drugs." 

"We haven't known where to tum." 

1. Not building relationships, the first method to emerge, was mentioned by 20 family 

members (27% of the sample) and included methods related to communication and 

negative emotional responses. 

• "Worrying - it doesn't change anything." 
• " . .. arguing and anger of the problems faced." 
• "Trying to NOT talk about it as opposed to open communication." 
• "Talking about [the chronic pain family member's] pain. [The chronic pain 

family member] does not like to discuss it, so we now tip toe around any 
discussion of it." 
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• "Nagging them about physical therapy or exercise." 
• " ... going to appointments with [the chronic pain family member]." 
• "Showing my frustration of hearing about [the chronic pain family 

member's] 'aches and pains.'" 

2. Denying realities and ignoring changes, the second method, was reported by 13 

family members (18% of the sample) and included methods of avoidance. 

• "Trying to continue as if nothing is wrong." 
• "Having the attitude that she can 'pull herself out of the pain if she tried'." 
• " .. thinking [the chronic pain family member] can keep up." 
• "Trying to 'fix' the pain. Ifwe keep searching, someone will be able to 

help." 
• " 'Leave it alone and it will go away' attitude." 

3. Seeking therapeutic alternatives, the third method, was cited by 12 family members 

( 16% of the sample) as ways their family had sought alternative therapies that they did 

not find helpful. 

• "Occasionally, we tried something different (i.e., acupuncture), but its 
overall effectiveness hasn't helped." 

• " ... doctors ... " 
• " ... poor physician (shrink) opinion ... did not even consider factor of 

permanent disabling condition." 
• " ... there aren't a lot of options being offered other than meds ... " 

4. Exceeding the limits, the fourth method, was described by 11 family members (15% 

of the sample) and centered on coping ways that proved excessive. 

• "Over involvement" 
• "Trying too hard to give healthy advice." 
• " ... we have to take one day at a time and not plan too far in advance." 
• "Some activities tend to hide the stress or make it worse rather than help it." 
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5. Accessing support systems, the fifth method, was mentioned by eight family 

members (11 % of the sample) as not been helpful in managing stress. 

• "support groups ... too many people just complaining" 
• "sometimes talking with friends or family is not good- they get upset or do 

not understand well, and may add to stress when they are not sympathetic, 
understanding, etc." 

• "Trying to educate family members and friends about the nature of the pain, 
and caring what they think. Unfortunately, many people believe pain that 
can't be seen or surgically fixed doesn't count. At first we constantly felt 
judged - by members of the medical community, family and friends. Over 
the years, we have come to care little what anyone except our primary care 
physician thinks." 

6. Ignoring family health, the sixth method reported by three family members (4% of 

the sample), described how ignoring family health was not helpful in managing stress. 

• " ... not taking care of myself i.e. Getting the sleep I need, eating reasonable 
well, some exercise, having a life of my own including some fun." 

• "escaping with alcohol, escaping with drugs" 

7. Seeking knowledge, the last method to emerge, was directly mentioned by only one 

family member but seemed to describe the tone of many answers. 

• "We haven't known where to turn to find any coping methods." 

Of the family member responses, 15 did not respond or answered, "NI A" (21 % of the 

sample) and 14 answered, "none" (19% of the sample). 

Research Question 8 

Research question 8 asked, "What methods of religious and/ or spiritual coping 

have families found helpful in managing the stress of being closely involved with the 

adult family member diagnosed with chronic pain?" Participants in the study were 
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asked to respond to the following question, "What methods of religious and/or spiritual 

coping (ways to manage stress) has your family found HELPFUL in managing the 

stress of being closely involved with the adult family member diagnosed with chronic 

pain?" This researcher made no distinction between religious coping methods as 

opposed to spiritual methods. Three methods emerged from the data in answer to 

research question 8: Having A Faith Or A Belief; Accessing Support Systems; and 

Seeking Knowledge (see Table 24 below). 

Table 24 

Religious and/or Spiritual Coping Methods That Helped Manage Chronic Pain Stress 

Method 

1. Having faith or a belief 

Sample Data 

"Our joint faith has been helpful in believing that things 
would eventually get better." "I pray - meditate - and 
do it a lot." 

2. Accessing support systems "Regularly attending church and some other church 
functions and having visits occasionally from minister." 

3. Seeking knowledge "reading scriptures" "Using Bible study." 

1. Having faith or a belief, the first method, was described by 49% of the family 

members (n = 36) in the form of faith-based or belief statements. Included in this 

method were any statements about prayer, meditation, or music. 

• "Our joint faith has been helpful in believing that things would eventually 
get better." 
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• "My [family member] is active in a fundamentalist church. My [family 
member] is more of a Universalist. And I practice my own relationship with 
a 'Higher Power' in my own way." 

• "we are atheists, and it is comforting. god has never answered me or helped 
us in any way, but people have, so I believe in education, people, science." 

• My church attendance has sharply, dramatically declined, and so has 
number of prayer times - but ... the prayers are more sincere, and just asking 
for strength quietly thinking thanking GOD and sort of meditating asking 
for strength and trying to trust GOD will help has been positive for me. 
Also, I found inspiration music, kinds I had never been exposed to I am 
Catholic ... ), have been enjoyable and can lift my spirits." 

• "I pray - meditate - and do it a lot." [prayer was mentioned by 28 of the 
participant family members (38%)] 

2. Accessing Support Systems, the second method, was reported by 36% of the family 

members (n = 26) and described helpful methods related to various support systems. 

• "Regularly attending church and some other church functions and having 
visits occasionally from minister and church visitors." 

• "Being in a small group of believers who share some of the same problems 
has been helpful as well." 

• "Attending church has sometimes helped the family feel closer to each 
other." 

• "Going back to my roots, I'm Roman Catholic, has been helpful. I feel that 
I'm part of a whole - not alone, that I belong! I enjoy lots of church 
services, love to sing all the hymns (not a good voice - just a joyful noise). 
To me that bonding with others is very therapeutic." 

3. Seeking Knowledge, the third method, was mentioned by six family members (8% 

of the sample). 

• "reading scriptures" 
• "Using Bible study." 

Twenty-three percent of the family members (n = 17) responded with the word, "none" 

and 10 did not write a response or wrote, "NIA" (14% of the sample). 
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Research Question 9 

Research question 9 asked, "What methods of religious and/or spiritual coping 

have families tried that have not been helpful in managing the stress of being closely 

involved with the adult family member diagnosed with chronic pain?" Participants in 

the study were asked to respond to the following question, "What methods of religious 

and/or spiritual coping (ways to manage stress) has your family tried that have NOT 

BEEN HELPFUL in managing the stress of being closely involved with the adult 

family member diagnosed with chronic pain?" Three methods emerged from the 

answers to research question 9: Feeling Conflicted; Having Faith Or A Belief; and 

Blaming (see Table 25 below). 

Table 25 

Religious and/or Spiritual Coping Methods That Had Not Helped Manage Chronic 

Pain Stress 

Method 

1. Feeling conflicted 

2. Having faith or a belief 

3. Blaming 

Sample Data 

" ... being told to attend churches where heatings have 
occurred ... " "expecting all prayers to be answered 
immediately." 

"Have tried spiritualist but this did not help." 
"attempting faith" 

"Blaming God." 
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I. Feeling conflicted, the first method, was mentioned by 12 family members {16% of 

the sample) concerning religious and/or spiritual coping methods that had not helped 

their families manage the siress of chronic pain. 

• "Getting involved with organized religion - church activities- is way too 
stressful ... I prefer to deal directly with God and his emissaries." 

• " ... being told to attend churches where healings have occurred is not helpful 
also. I have been told many, and while I am glad that things have happened 
well for others, it only frustrated me." 

• "expecting all prayers to be answered immediately." 
• "My [family member] prays constantly for us, and insists we pray too ... We 

try very hard not to insult [the family member] or [the family member's] 
beliefs ... it is an ongoing source of stress." 

2. Having faith or a belief, the second method, was mentioned by 7% of the family 

members (n = 5) and centered on faith or beliefs that families had tried but had not been 

helpful. 

• "Have tried spiritualist but this did not help." 
• "Believing the [the chronic pain family member] would be healed, 

e.g., having faith, and prayer has not been helpful." 
• "attempting faith" 

3. Blaming was reported by two family members as not being helpful. 

• "Blaming God" 
• "No discussion about God. My [chronic pain family member] blames God 

for [the] pain." 

Forty-four percent of the family members (n = 21) responded with, "none" and 23 had 

no response or wrote, "NIA" {32% of the sample). 
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Summary of Findings 

Chapter IV reported the results of the research study to explore coping, 

including religious coping, from the viewpoint of an adult family member as it relates 

to family functioning when another adult in the family has been diagnosed with chronic 

pain. The anonymous Internet-based survey combined both quantitative and qualitative 

research methodologies to answer nine research questions and five hypotheses. 

Descriptive statistics reported the means, standard deviations, and frequencies 

of the BriefRCOPE, the Family Environment Scale, and the demographics of the 

family member and the family member diagnosed with chronic non-cancerous pain. 

Quantitative results, of univariate analysis of variance (ANOVA) and hierarchal 

multiple regression analysis (MRA), indicated statistically significant relationships in 

all of the analyses, rejecting the null hypothesis in each of the five hypotheses. 

Qualitative analysis using the phenomenological approach revealed eight 

methods that described helpful coping strategies families had used to manage the stress 

of being closely involved with the chronic pain family member. Seven methods 

provided insight into coping strategies that families had tried that were not helpful. 

Three methods described helpful religious and/or spiritual coping strategies, and three 

methods revealed religious and/or spiritual coping strategies that were not beneficial in 

managing the stress of chronic pain in the family. 
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CHAPTER V 

SUMMARY, DISCUSSION, AND CONCLUSIONS 

Chapter V summarizes the research study and provides a discussion of the 

findings as they relate to previous research. The chapter also presents conclusions and 

implications based on the results of the study. Recommendations for future research are 

suggested, and limitations of the study are listed. 

Summary 

This study attempted to measure and describe, in a more comprehensive manner 

than in previous studies, the contribution of coping, including religious coping, from 

the perspective of the family as it relates to family functioning when another adult in 

the family has been diagnosed with chronic pain. The study was descriptive, 

theoretically based on the biopsychosocial and family systems models, and combined 

quantitative and qualitative measurements that were used to answer nine research 

questions and five hypotheses. An anonymous Internet-based survey included the Brief 

RCOPE (Pargament, Smith et al., 1998) and the Family Environment Scale 

(Moos & Moos, 2002). Qualitative inquiry followed the phenomenological approach 

(Moustakas, 1994 ). 
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Discussion of Findings 

Family Stress 

This study investigated whether religious coping was related to how families 

managed the stress of being in close contact with the family member diagnosed with 

chronic pain. A small group of family members in this study, who described their 

family environment as minimally stressful during the past month, used a higher number 

of positive religious coping methods. In contrast, a larger group of family members, 

who indicated their family environment was very stressful, used more negative 

religious coping strategies. Pargament (2002) distinguished between positive and 

negative religious coping methods that were used in this study' s survey in the following 

way: 

The pattern of positive religious coping methods ... are derived from a secure 

relationship with God, a sense of spirituality, a belief that there is meaning to be 

found in life, and a sense of spiritual connectedness with others. Positive 

religious coping methods include benevolent religious appraisals of negative 

situations, collaborative religious coping, seeking spiritual support from God, 

seeking support from clergy or congregation members, religious helping of 

others, and religious forgiveness. In contrast, the pattern of negative religious 

coping methods grows out of a general religious orientation that is, itself, in 

tension and turmoil, marked by a shaky relationship with God, a tenuous and 

ominous view of the world, and a religious struggle in the search for 
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significance. Negative religious coping methods include questioning the powers 

of God, expressions of anger toward God, expressions of discontent with the 

congregation and clergy, punitive religious appraisal of negative situations, and 

demonic religious appraisals. (p. 171) 

Thus, the degree of stress in the chronic pain family during the last month distinguished 

between the patterns of positive and negative religious coping that families were using 

to manage the stress. Chronic pain families with minimal stress used positive methods, 

and those, with very stressful family climates, used methods in which they were 

struggling with their religion or spirituality. 

A study (Ferraro & Kelly-Moore, 2001) that surveyed 6,486 Americans 

indicated that 66% of all respondents reported they 'sometimes,' 'often,' or 'almost 

always' seek spiritual or religious consolation during difficult times of life. Since a 

large number of chronic pain families in this study spontaneously reported that 

religious and spiritual methods of coping had been beneficial in managing stress, this 

study confirms these findings. 

However, other studies (Pargament et al., 200 I; Pargament, Koenig, 

Tarakeshwar, & Hahn, 2004) have documented the potentially unhealthy physical and 

emotional effects of selecting negative religious coping strategies when under stress. 

This study expands on the literature to indicate that a significant number of chronic 

pain families, who consider their chronic pain family environment as very stressful, are 

seeking consolation but are struggling with God or their spiritual life in managing the 
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stress, and this pattern of religious coping might be putting the family at risk for 

emotional and physical problems in the future. In this study, several family members 

explained their family's faith and spiritual turmoil: "church ... trying to talk to a 

pastor ... nobdy realy understands ... " "My [ chronic pain family member] blames God 

for the injury so [the chronic pain family member] will not let me talk about spiritual 

coping." " ... expectations to attend church when things are difficult at home can add to 

guilt and hurt and stress." 

Family Functioning and Religious Coping 

This study explored whether there was a relationship between family 

functioning and religious coping in families with an adult family member diagnosed 

with chronic pain. Results indicate that chronic pain families, who placed a high 

emphasis on ethical and religious issues and values, also used positive religious coping 

methods a great deal. In other words, chronic pain families, who function better, do so 

by their religious and ethical beliefs combined with their positive religious coping 

actions. This study agrees with the findings ofFolkman's research (1997) with AIDS 

caregivers in which spirituality and religiosity facilitated positive reappraisals of 

chronic situations that helped to maintain positive psychological states. 

However, this chronic pain family study also found that chronic pain families, 

who functioned with a low degree of commitment, help, and support for one another 

(Cohesion), used more negative religious coping strategies. This relationship between 

low family cohesiveness and negative religious coping further expands our 
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understanding of chronic pain family environments and might be important in light of 

research that has linked high Cohesion scores in chronic pain patients with less 

depression (Trief et al., 1995) and high negative religious coping with more depressed 

mood (Pargament, Zinnbauer et al., 1998). Although this chronic pain family study did 

not measure family mood, results of the study could provide further reason to explore 

chronic pain families' methods of religious coping if the family's mood is more 

depressed and the family climate is less cohesive. 

Another outcome of this study indicated that chronic pain families that were 

highly organized in their activities and responsibilities used more negative religious 

coping strategies. This last finding seems to contradict a study by Bush and Pargament 

( 1997) in which family rituals predicted more positive outcome for the chronic pain 

situation in chronic pain families. Family rituals and being organized are similar in that 

they both are predictable and structured interactions of the family as a group. However, 

they are different in that family rituals can have special meanings, including religious 

and spiritual, whereas organization does not necessarily have a religious or spiritual 

element. 

The relationship, of high organization with the use of negative religious coping 

strategies in this chronic pain family study, might indicate that chronic pain families are 

highly structured in their planning of family life and may be too inflexible to make the 

necessary changes for better family functioning under stress. Denying realities and 

ignoring changes was the number one coping method that chronic pain families in this 
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study indicated was not helpful in managing stress. One family wrote about coping 

methods that had not helped, "Trying to continue as if nothing is wrong." Another 

wrote, "not letting [the chronic pain member] hurt, thinking [the chronic pain member] 

can keep up." Kopp and colleagues (1995) also found a marked increase in family 

organization in families with a mother who had chronic headaches compared to pain

free families and concluded that more rigidity was evident in chronic headache 

families. 

Religious Coping and Chronic Pain Families 

This study explored whether the demographics of chronic pain families are 

related to the use of positive or negative religious coping methods. This researcher 

found that whether chronic pain families used positive or negative religious coping 

methods was related to their age, education, whether the family had a young adult 

living at home, whether the couple had remarried, and the level of disability of the 

chronic pain family member. 

Pargament ( 1997) suggested that the choice of religious coping might be 

dependent on personal factors (e.g., demographic, personality, or religious) and 

characteristics of the stressor event. This study found that older family members with 

more education used more positive religious coping strategies. In contrast, chronic pain 

families with a young adult as their youngest child still living at home used less positive 

religious coping methods, i.e., seeking less spiritual support from God, less religious 

helping of others, and less religious forgiveness. Since very little empirical information 

136 



exists concerning the interaction of chronic pain and the young adult life stage (Thomas 

and Roy, 1999), the information from this study expands the knowledge of how the 

presence of chronic pain can impact this particular life stage. In contrast to the high 

selection of negative coping strategies in families with a young adult in this study, 

Pargament et al. (2000) found a significant use of positive religious coping strategies in 

college students coping with major life stresses, i.e., looking for a stronger connection 

with God and seeking God's love and care. The difference in outcomes may rely on the 

fact that the major stressors in the college sample were one-time events, whereas, in the 

chronic pain family the stress of chronic pain is ongoing. 

Another significant outcome of this study indicated that families with a disabled 

chronic pain family member and remarried chronic pain families struggled more in 

their relationship with God, expressing anger towards God and expressing discontent 

with their congregations and clergy. In addition, older chronic pain family members 

placed less emphasis on moral and religious values. The outcomes of families with a 

chronic pain family member who is older and disabled are note worthy. Significant 

relationships with poor health and negative religious coping were documented in a 

study (Koenig et al., 1998) of medically ill, elderly, hospitalized patients. A two-year 

follow up of these same patients indicated that those, whose negative religious coping 

persisted, experienced significant declines in health (Pargament et al., 2004). However, 

with the longitudinal design, these researchers also discovered that negative religious 

methods of coping could be a time-limited phenomenon in a person with a chronic 
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illness without long-term health disadvantages. Therefore, since this chronic pain 

family study surveyed families at only one point in time, interpretation cannot be made 

as to how the health, of families in this study with a disabled chronic pain family 

member, might be affected by their struggle with God and spiritual matters over a 

longer period of time. 

Family Functioning and Chronic Pain Families 

Life stage and chronic pain. Families in the study, who did not have children 

living in the family, were more competitive in their activities and stressed the 

importance of planning family activities. Families with an adolescent as the oldest child 

were less assertive and self-sufficient but were more likely to set rules and procedures 

in family life. Chronic pain families with adolescents were also more interested in 

intellectual, cultural, and recreational activities. In contrast, families, with a young adult 

as the youngest member living in the house, did not place a high emphasis on political, 

cultural, and recreational activities, nor were they as concerned with ethical and 

religious matters. These findings increase the understanding, which is lacking in 

empirical studies (Thomas and Roy, 1999), of how chronic pain affects three different 

life stages in chronic pain families. 

Family type and chronic pain. Information from this study provides a better 

understanding of how non-traditional chronic pain families manage the stress of chronic 

pain. In this study, chronic pain families, in which this was the first marriage for the 

couple, set fewer rules and procedures (less control), and remarried families functioned 
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with more organization and planning. Despite the low number of participants who 

represented divorced chronic pain families, results indicate they were more committed 

to helping each other, encouraged each other to express their feelings more, participated 

in more intellectual, cultural, recreational activities, and expressed less anger in their 

families. Also, a small sample of two-generation families provided less support for each 

other, did not encourage open expression of feelings, and expressed more conflict 

openly, indicating low family functioning. These results are consistent with a study 

(Timko et al., 1992) of parents of children with Juvenile Rheumatic disease, in which 

family functioning was assessed with two of the FES subscales, Cohesion and 

Expressiveness, and one conflict subscale from another measurement. The one-year 

longitudinal study supported a link between high family cohesion and expressiveness 

and low family conflict, and the researchers concluded that these family functioning 

resources were the major determinants that helped the family adjust to an ongoing 

illness over time. 

Chronic pain families. From the results of a qualitative study (Smith & 

Friedemann, 1999) concerning the perceived family dynamics of chronic pain patients, 

researchers theorized that the chronic pain family struggles "to find a balance between 

control and connectedness and thereby congruence" (p. 548). Outcomes from this 

chronic pain study confirm this tentative theory and expand on the chronic pain family 

functioning profile. Chronic pain families, in which the family members diagnosed with 

chronic pain were disabled, were less supportive of each other, less encouraging to 
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openly express their feelings, and did not place a high priority on planning family 

activities. Chronic pain family members in this study, who wrote about their use of 

coping strategies, confirmed the beneficial effects of open communication. One family 

member wrote, "We found that the best way to manage the stress is to talk, talk and 

more talk. You have to keep the lines of communication open regardless of how much 

at times you want to block everything out." In the research literature, less 

expressiveness was also found in families in which the mother had chronic headaches 

compared with families with chronic backache and a control group (Kopp et al., 1995). 

In this study, older, well-educated family members had chronic pain families 

that set more rules and procedures to run their family life and had less openly expressed 

anger and conflict in their families. Chronic pain families, in which the family member 

did not live with the chronic pain family member, had less feelings of togetherness. 

Both family members and family members diagnosed with chronic pain, who were 

responsible for full-time household duties, had family environments that were less 

supportive of each other and had more set ways of doing things in the family. Chronic 

pain family members who were responsible for part-time household duties did not give 

as much time and attention to each other, and family members who were responsible 

for part-time duties placed a high emphasis on following the rules in the family. These 

findings support the results of other studies (Dura & Beck, 1988; Romano et al., 1997) 

in which lower cohesion and higher control have also been family functioning 

characteristics of chronic pain families. However, to the researcher's knowledge, this is 
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the first study to discover a link between the responsibility of household duties and the 

chronic pain family profile of low cohesion and high control. One possible explanation 

might have come from a comment written by a family member, "The term 'household 

duties' for employment really would be 'caring for spouse' because I cannot leave [the 

chronic pain member] for more than a couple hours at a time, and usually not more than 

once a day. I think it should be more identified because I know that from my 

experience, not being able to work - loss of my own independence." Another family 

member remarked that future research should include the question, " What extra 

responsibilities fall to you because of [ the chronic pain person's] situation? Do you 

resent this?" Therefore, this study expands the understanding of how the changes in 

responsibility and the increased burden of household duties, both full-time and part

time, impact the functioning of chronic pain families. 

Chronic pain families that had attended a chronic pain management program 

were more achievement oriented and had more organization. Because of the 

correlational relationship between these variables, it is not possible to know whether the 

family resources of high achievement and organization influenced their participation in 

a program or whether the program encouraged these family functioning qualities. 

Coping Methods, Including Religious Coping 

In this study, universal themes of acceptance and change emerged from the 

following eight coping methods written by almost all of the family members 

concerning helpful ways their families managed the stress of being closely involved 
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with a chronic pain family member: Building Relationships; Accepting Realities and 

Managing Changes; Using Religious and/or Spiritual Coping; Focusing on Family 

Health; Seeking Therapeutic Alternatives; Having a Family Focus; Accessing Support 

Systems; and Seeking Knowledge. In addition, the following three coping methods 

specific to religious and/or spiritual coping contributed to the universal themes: Having 

Faith or a Belief; Accessing Support Systems; and Seeking Knowledge. Koenig et al., 

( 1998) found a similar response to stress in which accepting the inevitable reduced 

stress once medically ill hospitalized older adults had done everything possible to 

change a situation. 

The universal themes of denial and ignoring change emerged from the following 

seven coping methods written by over half of the family members concerning coping 

methods their families had tried that had not helped to manage the stress of chronic pain 

in the family: Not Building Relationships; Denying Realities and Ignoring Changes; 

Seeking Therapeutic Alternatives; Exceeding the Limits; Accessing support Systems; 

Ignoring Family Health; and Seeking Knowledge. In addition, the following three 

coping methods specific to religious and/or spiritual coping contributed to the universal 

themes: Feeling Conflicted; Having Faith or a Belief; and Blaming. 

Conclusions 

This study was unique in that it explored the experiences of the chronic pain 

family rather than the chronic pain patient. Chronic pain in the family influences family 

relationships in many ways, and this research study provided insights into the methods 
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that families use to cope, including their reliance on religious coping strategies to 

manage the stress of chronic pain. Based on the quantitative and qualitative results of 

nine research questions and five hypotheses, the following conclusions are reported: 

I. Family functioning is not necessarily affected adversely by the presence of 

stress caused by chronic pain in the family. A majority of families who reported 

the experience of moderate to severe family stress during the last month also 

reported managing their family stress the same or better than when the chronic 

pain was first diagnosed. 

2. Although some chronic pain families seem to have trouble coping with the 

stress of chronic pain, nearly all of the families have found beneficial ways in 

which to cope, such as, building relationships, accepting realities and managing 

changes, and religious coping, and do not appear to be adversely affected. 

3. Religious coping, such as, having a faith or a belief, praying and meditating, and 

accessing support, helps chronic pain families manage the stress of chronic pain. 

4. Some families try religious coping methods, such as, having a faith or a belief, 

praying, trying to get support from clergy and congregations, and find religious 

methods fail to help them manage the stress of chronic pain. 

5. Specific forms of religious coping strategies have a direct effect on family 

functioning. Families with high cohesion, a marker of more resilient chronic 

pain families, struggle less with their relationship with God, express less 
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discontent with their clergy and congregations and use fewer demonic 

appraisals of their situation. 

6. Positive religious coping is a specific form of religious coping linked to better 

family functioning in chronic pain families. Families, who place a high 

emphasis on ethical and religious issues and values, access a greater number of 

positive religious coping strategies, i.e., benevolent religious appraisals of 

negative situations, collaborative religious coping, seeking spiritual support 

from God, seeking support from clergy and congregations, and religious 

forgiveness. 

7. Chronic pain families with certain family functioning and religious coping 

profiles could be at risk for using more negative coping strategies. Chronic pain 

families in which the family member diagnosed with chronic pain is disabled 

and who also have low cohesion, low expressiveness, and low organization 

were an identifiable profile in this study. In addition, chronic pain families, who 

report very stressful family environments, low cohesion, and the need for more 

organization, could be at risk for using more negative religious coping 

strategies. 

8. The responsibility of full-time and part-time household duties could be a factor 

to identify at risk family functioning. Low cohesion and high control were both 

factors related to the responsibility of household duties. 
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Therefore, the results of this research study indicate there are identifiable coping 

methods, including positive and negative religious coping strategies, which can help or 

hinder family management of the stress from being in close contact with an adult 

chronic pain family member and can contribute to either resilient or disruptive family 

functioning. 

Imp Ii cations 

Results of the study led to implications for use of the findings. Implications are 

offered for family science professionals, health care agencies and providers, religious 

institutions, and policy makers. 

Implications for Family Science Professionals 

1. Recognize that chronic pain will have a lasting impact on the family system so 

that the professional needs to understand the specific characteristics of the 

effects of an enduring illness on the family. 

2. Investigate peer reviewed research literature and attend seminars for 

information concerning the evolving methods of pain management. 

3. Consider a target chronic pain family population and devise programs that help 

chronic pain families learn beneficial coping strategies and improve stress 

management within the family. 

4. Become an advocate for increased research concerning the family and chronic 

pain management. 
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Implications for Health Care Agencies and Providers 

1. Recognize the need and include all family members, who consider themselves 

closely involved with the chronic pain family member, in multidisciplinary 

chronic pain programs. 

2. Prepare programs that target better family management of the stress of being in 

close contact with the adult family member diagnosed with chronic pain. 

3. Increase community awareness of programs offered and facilitate family 

interaction with pain management professionals and pastoral counselors who 

understand the implications of religious coping strategies. 

4. Use multiple and valid measurements to profile at risk families and provide 

assistance in making the changes necessary for healthy family functioning. 

Implications for Religious Institutions 

1. Recognize the changes families need to make in family life due to the effects of 

chronic pain and provide educational opportunities for pastoral staff to be 

trained to understand and respond to the specific needs of chronic pain families. 

2. Consult with chronic pain families concerning their particular needs and provide 

methods for accessing institutional support specifically related to their situation. 

3. Reevaluate institutional religious requirements and make adjustments for the 

unique needs of chronic pain family members. 
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4. Consult with chronic pain families concerning their particular religious coping 

strategies and the degree of stress in the family. Be aware of the possible 

negative effects of long-term use of negative religious coping methods. 

Implications for Policy Makers 

1. Recognize the impact that chronic pain has on the family. 

2. Adopt, fund, and evaluate programs that promote family management of 

chronic pain with better family functioning. 

Recommendations for Future Research 

Recommendations for future research are suggested. Each of the following 

recommendations emphasizes the importance of addressing the stress of chronic pain 

on the family when an adult family member is diagnosed with chronic pain: 

1. Influence of gender in managing chronic pain 

2. Spouses vs. non spousal influence in family functioning and coping 

3. Families with disabled chronic pain family members vs. non-disabled 

4. The relationship of chronic pain diagnoses and family functioning and coping 

5. The role of household duties in the management of chronic pain stress 

6. Chronic pain family rituals and family functioning 

7. The effects of support or non-support from the extended family on coping and 

family functioning 
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8. Comparison of a program specifically designed for chronic pain families based 

on beneficial coping methods with comparison pre- and post-testing of family 

functioning with control group 

9. Non-traditional families and cross cultural chronic pain families 

10. Financial impact on family functioning and coping 

Limitations 

This study was a self-report survey, and generalizing the results must be done 

with caution. Limitations of this research include the following: 

1. Sample size: while 73 is a respectable number, this researcher would have liked 

to have had more participants. 

2. Participants were recruited by self-selection using the web and may not 

represent a generalizable chronic pain family population. 

3. This research study was cross-sectional and participants were studied at only 

one point in time, thus limiting a broader view. 

4. Reactivity to the sensitive nature of the subject of religious and/ spiritual coping 

may have affected the participants' responses. 

5. The lack of a control group prevented comparison of outcomes with a non-pain 

sample. 
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List of Websites 

Website Organization Website URL 
AARP http:/ /www.aarp.org 
The Arthritis Foundation http ://www.arthritis.org 
National Fibromyalgia Association http:/ /www.fmaware.org/ 
National Headache Foundation http://www.headaches.org/ 
Reflex Sympathetic Dystrophy Syndrome Association http ://www.rsds.org/ 
Senior Net http://www. seniomet 
The TMJ Association http://www.tmj .org/ 
Trigeminal Neuralgia Association http://www.tna-support.org/ 
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Dear Webmaster: 

My name is Barbara Kirk Jackson, and I am a doctoral student in Family Studies at 
Texas Woman's University (TWU) in Denton, Texas. I am interested in understanding 
how families manage stress. Although it is widely accepted that the stress of a chronic 
illness impacts the family as well as the patient, very little research is available to 
understand how families manage the stress of chronic pain. As part of the TWU 
doctoral degree requirements, I am conducting a research project to explore how 
families cope when an adult family member has been diagnosed with chronic pain. At 
the conclusion of this research, I plan to submit articles to professional journals and to 
chronic pain organizations to encourage the development of programs, policies, and 
continued research to benefit chronic pain families. 

I would like to post a notice of this research on your organization's website so that 
chronic pain family members can be recruited to participate. This study has been 
approved by the Institutional Review Board at TWU and meets all standards of ethical 
requirements, assuring rights to voluntary participation and withdrawal at any time plus 
complete confidentiality. The research website is designed so that absolutely no 
identifiable information, including email addresses or routing numbers, will be attached 
to the survey when it is submitted, and no participant will be contacted by anyone. 

If your organization would be willing to post a recruitment notice of this research 
opportunity, please email me your requirements and instructions. I appreciate your 
consideration of my request. 

I have attached a copy of the recruitment page that informs potential participants and 
includes a link to the actual survey. 

Barbara Kirk Jackson (Research Investigator) 
bcjacks@wt.net 

ANNOUNCING AN ANONYMOUS 

ONLINE RESEARCH STUDY AT 

http://www.FamilyPainStudy.com 
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DO YOU HA VE A FAMILY MEMBER WHO IS 

DIAGNOSED WITH CHRONIC PAIN? 

If so, your experience and insights will provide important information for a current 
research study. Although many individuals suffer from chronic pain, very little research 
is available to understand how families cope (manage the stress) when an adult family 
member has been diagnosed with chronic pain. Your help is needed to provide a better 
understanding of what it is like for families to be in close contact with a family member 
experiencing chronic pain. 

A potential benefit to you for your participation in this research is the opportunity to 
receive a summary of the results once the study is completed and learn about the 
responses of other participants. Significant findings will also be submitted to 
professional journals and to chronic pain organizations to encourage the development 
of programs, policies, and continued research to benefit chronic pain families. 

You are invited to become a participant in this research if ALL of the following 
statements are TRUE for you: (Note: In this research, family is defined as people, living 
together or in close contact, who take care of one another and provide guidance for any 
dependent members of the group.) 

• I am an adult, 18 years old or older, and I am not currently diagnosed with chronic 
pam. 

• I consider myself a family member closely involved with the family member who 
is diagnosed with non-cancerous chronic pain (i.e., chronic low back pain, arthritis, 
fibromyalgia, migraines, abdominal pain, facial pain, RSD, etc.). 

• My family member has been diagnosed with non-cancerous chronic pain for a 
minimum of 6 months and is an adult, 18 years or older. 

If all of the above statements are true for you and you are willing to help researchers 
learn more about families and chronic pain, click on the Internet address below to learn 
more about the study and to take the survey. 

http://www.FamilyPainStudy.com 

Note: This research study is part of a doctoral degree requirement in Family Studies at Texas Woman's University (TWU) in 
Denton, Texas and has been approved by the TWU Institutional Review Board, which means the study meets all standards of 
ethical requirements, assuring rights to voluntary participation and withdrawal at any time plus complete confidentiality. The 
research website is designed so that absolutely no identifiable information, including email addresses or routing numbers, will 
be attached to the survey when it is submitted, and no participant will be contacted by anyone. The survey will take 
approximately 30 to 45 minutes to complete. 
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ANNOUNCING AN ANONYMOUS 

ONLINE RESEARCH STUDY AT 

http://www.FamilyPainStudy.com 

DO YOU HAVE A FAMILY MEMBER WHO 

IS DIAGNOSED WITH CHRONIC PAIN? 
If so, how do you manage the stress? Your experience and insights will provide 
important information for a current research study. Although many individuals suffer 
from chronic pain, very little research is available to understand how families cope 
(manage the stress) when an adult family member has been diagnosed with chronic 
pam. 

A potential benefit to you for your participation in this research is the opportunity to 
receive a summary of the results once the study is completed and learn about the 
responses of other participants. Significant findings will also be submitted to 
professional journals and to chronic pain organizations to encourage the development of 
programs, policies, and continued research to benefit chronic pain families. 

You are invited to become a participant in this research if ALL of the following 
statements are TRUE for you: (Note: In this research, family is defined as people, living 
together or in close contact, who take care of one another and provide guidance for any 
dependent members of the group.) 

D I am an adult, 18 years old or older. 
D I consider myself a family member closely involved with the family member 

who is diagnosed with non-cancerous chronic pain. 
D I do not have a chronic pain diagnosis. 
D My family member who is diagnosed with non-cancerous chronic pain is an 

adult, 18 years old or older. 
D My family member has been diagnosed with non-cancerous chronic pain for a 

minimum of 6 months. 

If all of the above statements are true for you and you would like to participate, you 
may go to the Internet address below to learn more about the study and to take the 
survey. 
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http://www.FamilyPainStudy.com 

Note: This research study is part of a doctoral degree requirement in Family Studies at Texas 
Woman's University (TWU) in Denton, Texas and has been approved by the TWU Institutional 
Review Board, which means the study meets all standards of ethical requirements, assuring 
rights to voluntary participation and withdrawal at any time plus complete confidentiality. The 
research website is designed so that absolutely no identifiable information, including email 
addresses or routing numbers, will be attached to the survey when it is submitted, and no 
participant will be contacted by anyone. The survey will take approximately 30 to 45 minutes to 
complete. 
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Locations for Distribution of Flyers 

Pain management clinic waiting rooms: 
• Dallas, TX 
• Fort Worth, TX 

Doctor's office waiting rooms: 
• Dentist 

o Midlothian, TX 
• Family practice 

o DeSoto, TX 
o South Fork, CO 

Other waiting rooms: 
• Pastoral Institute, Columbus, GA 
• The Cedars Hospital, DeSoto, TX 
• Counselors who specialize in working with chronic pain patients and families 

o Dallas, TX 
o Duncanville, TX 
o Fredericksburg, TX 
o Houston, TX 
o Irving, TX 
o Midlothian, TX 
o Seattle, WA 
0 

• Methodist Central Hospital Senior Access (Pain Management Group monthly 
meeting) 

Bulletin boards: 
• TWU campus 
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ATTENTION!! 

DO YOU HA VE A FAMILY MEMBER WHO IS 
DIAGNOSED WITH CHRONIC PAIN? 

If so, how do you manage the stress? Your experience and insights will provide important 
information for a current research study. Although many individuals suffer from chronic 
pain, very little research is available to understand how families cope (manage the stress) 
when an adult family member has been diagnosed with chronic pain. 

A potential benefit to you for your participation in this research is the opportunity to 
receive a summary of the results once the study is completed and learn about the 
responses of other participants. Significant findings will also be submitted to professional 
journals and to chronic pain organizations to encourage the development of programs, 
policies, and continued research to benefit chronic pain families. 

You are invited to become a participant in this research if ALL of the following 
statements are TRUE for you: (Note: In this research, family is defined as people, living 
together or in close contact, who take care of one another and provide guidance for any 
dependent members of the group.) 

D I am an adult, 18 years old or older. 
D I consider myself a family member closely involved with the family member who 

is diagnosed with non-cancerous chronic pain. 
D I do not have a chronic pain diagnosis. 
D My family member who is diagnosed with non-cancerous chronic pain is an adult, 

18 years old or older. 
D My family member has been diagnosed with non-cancerous chronic pain for a 

minimum of 6 months. 

If all of the above statements are true for you and you would like to participate, you may 
go to the Internet address below to learn more about the study and to take the survey. 

http://www.FamilyPainStudy.com 

Note: This research study is part of a doctoral degree requirement in Family Studies at Texas Woman's 
University (TWU) in Denton, Texas and has been approved by the TWU Institutional Review Board, which 
means the study meets all standards of ethical requirements, assuring rights to voluntary participation and 
withdrawal at any time plus complete confidentiality. The research website is designed so that absolutely 
no identifiable infonnation, including email addresses or routing numbers, will be attached to the survey 
when it is submitted, and no participant will be contacted by anyone. The survey will take approximately 
30 to 45 minutes to complete . . 
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DENTON DALLAS HOUSTOR 

December 21, 2004 

Ms. Barbara Kirk Jackson 

~ ... -;.. ··--

Dear Ms. Jackson: 

Institutional Review Board 
Office of Research and Sponsored Programs 
P.O. Box .425619, Denton, 1X 7 6204-5619 
9.cto-898-3378 Fax 940-898-34 l 6 
e-moil: lRB@twu.edu 

Re: Families Coping with Chronic Pain 

The above referenced study has been reviewed by the TVy"J Institutional Review Board (IRB) and 
appears to meet our requirements for the protection of individuals' rights. 

If applicable, agency approval letters must be submitted to the IR.B upon receipt PRIOR to any data 
collection at that agency. Because you do not utilize a signed consent form for your study, the filing 
of signatures of subjects with the IRB is not required. A copy of the annual/final report is enclosed. 
A final report must be filed with the Institutional Review Board at the completion of the study. 

This approval is valid one year from December 3, 2004. According to regulations from the 
Department of Health and Human Services, another review by the 1R.B is required if your project 
changes in any way, and the mB must be notified immediately regarding any adverse events. If you 
have any questions, feel free to call the T\VU Institutional Review Board. 

Sincerely, 

QcJl_JI\J,j 
Dr. David Nichols, Chair 
Institutional Review Board - Denton 

enc. 

cc. Dr. Glen Jennings, Department of Family Sciences 
Dr. Linda Ladd, Department of Family Sciences 
Graduate School 
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Family Pain Study 
Welcome to a research study about 

. "Families Coping With Chronic Pain" 

Do you have a family member who is diagnosed with chronic 
pain? 

If so, your experience and insights will provide important information for this research 
study. Although many individuals suffer from chronic pain, very little research is 
available to understand how families cope (manage the stress) when an adult family 
member has been diagnosed with chronic pain. Your help is needed to provide a better 
understanding of what it is like for families to be in close contact with a family member 
experiencing chronic pain. 

A potential benefit to you for your participation in this research is the opportunity to 
receive a summary of the results that will show the many ways that family members cope 
with the experience of chronic pain in the family. 

You are invited to become a participant in this research if ALL of the following 
statements are TRUE for you: (Note: In this research, family is defined as people, living 
together or in close contact, who take care of one another and provide guidance for any 
dependent members of the group.) 

• I am an adult, 18 years old or older, and I am not currently diagnosed with 
chronic pain. 

• I consider myself a family member closely involved with the family member 
who is diagnosed with non-cancerous chronic pain (i.e. chronic low back pain, 
arthritis, fibromyalgia, migraines, abdominal pain, facial pain, RSD, etc.). 
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• My family member has been diagnosed with non-cancerous chronic pain for a 
minimum of 6 months and is an adult, 18 years old or older. 

If ALL of the above statements are true for you and you are willing to help researchers 
learn more about families and chronic pain, click on the link below to read the 
Information/Consent Letter that will link you to the survey. 

Families Coping With Chronic Pain Survey 

If ANY of the above statements are NOT true for you, we regret that you do not qualify 
as a participant in this research study. Thank you for taking your time to inquire. You are 
invited to email the research investigator at bcjacks@wt.net to request a summary of this 
project when it is completed. If you know anyone who might qualify for this study, 
please tell them about this website. 
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TEXAS WOMAN'S UNIVERSITY 
CONSENT TO PARTICIPATE IN RESEARCH 

Title of Study: "FAMILIES COPING WITH CHRONIC PAIN" 

Barbara Kirk Jackson, M.Ed. (Research Investigator) 
P.O. Box 3278 Cedar Hill, TX 75106-3278 

214.908.5486 hgacks@wt.net 

Linda Ladd, Ph.D., Psy.D., CFLE (Research Advisor) 
Texas Woman's University Department ofFamily Sciences 

P.O. Box 425769 Denton, TX 76204-5769 
940.898.2685 Lladd@mail.twu.edu 

Purpose: This research study is being conducted by the Research Investigator as part of 
the requirement for a Doctor of Philosophy degree in Family Studies at Texas Woman's 
University in Denton, Texas. The purpose of the research project is to explore how 
families cope when an adult family member has been diagnosed with chronic pain. 
Although it is widely accepted that the stress of a chronic illness impacts the family as 
well as the patient, very little research is available to understand how families function 
and how they manage the stress of Jiving with or being in close contact with the adult 
member who has a chronic pain diagnosis. This study will investigate these questions. 

Survey: You are invited to participate in this anonymous online survey by taking 30 to 
45 minutes of your time to respond to the entire survey. You will be asked to provide 
some information about yourself and your family member who has been diagnosed with 
chronic pain. Since this study is not designed to survey everyone in your chronic pain 
family, you will be asked to answer some questions based on your general impressions of 
your chronic pain family. You will also be asked some open-ended questions about the 
ways your chronic pain family has tried to cope with the stress of chronic pain. 

Confidentiality: The risk ofloss of confidentiality will be protected to the extent that is 
allowed by law, however, there is a potential risk of loss of confidentiality through all 
email and downloading transactions. Therefore, the survey is located with a Safe Harbor 
organization that takes reasonable precautions to protect personal information from loss, 
misuse and unauthorized access, disclosure, alteration, and destruction. Your identity will 
be completely anonymous as the research website is designed so that absolutely no 
identifiable information, including email addresses or routing numbers, will be attached 
to the survey when it is submitted. You will not be asked to provide identifiable 
information such as your name or address, and no participant will be contacted by the 
investigator or by anyone else. 
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Survey Data: All information collected in this study will be deleted from the survey 
website within 30 days after the survey ends and will only be available to the investigator 
for research purposes. Information will be stored in a locked cabinet in the investigator's 
office until it is shredded and incinerated within one year after study completion. The 
results of this study will be published in the investigator's dissertation as well as in other 
research publications. However, no identifying information will be included in any 
publication. 

Risks: Potential risks related to your participation in the study include fatigue and 
physical or emotional discomfort as you answer the survey questions. To avoid fatigue, 
you may take a break ( or breaks) as you need them. In the event you want to exit the 
survey and return later, you may do so provided you reconnect to 
http://www.FamilyPainStudy.com using the same computer. The survey will begin where 
you left off. If you experience physical or emotional discomfort regarding the survey 
questions, you may withdraw from the study at any time without penalty. If you feel as 
though you need to discuss this physical or emotional discomfort with a professional, 
click on a List of Referrals. 

Problems: The researcher will try to prevent any problem that could happen because of 
this research. You should let the investigator or advisor know at once if there is a 
problem, and they will help you. However, TWU does not provide medical services or 
financial assistance for injuries that might happen because you are taking part in this 
research. 

Benefits: A potential benefit of your participation in this study is the opportunity, at the 
completion of the study, to receive a summary of the study results. You may request a 
copy of the outcome by contacting the investigator at the address at the top of the page. 
Your request for a summary will not be linked to any response you may have made as a 
participant. 

Questions: If you have any questions about the research study, you may ask the 
investigator or advisor; contact information is at the top of this page. If you have 
questions about your rights as a participant in this research or the way this study has been 
conducted, you may contact the Texas Woman's University Office ofResearch and 
Sponsored Programs at 940.898.3378 or via e-mail at IR8@twu.edu. 

Participation: Your participation in this research is completely voluntary and 
anonymous. You will need to set aside approximately 30 to 45 minutes to complete the 
survey, or you can exit the survey at any time and return later using the same computer. If 
you choose to participate, you are encouraged to complete ALL items in the survey. 
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Informed Consent: Once you have completed the survey questionnaire, clicking on the 
"Submit Survey" link will serve as your informed consent to act as a participant in this 
research. 

Click here to BEGIN the survey 

OR 

Click here to REVIEW THIS PAGE 

© 2005 by Barbara Kirlc Jackson 
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American Counseling Association 
5999 Stevenson Avenue 
Alexandria, VA 22304 
800.347.6647 
http://www.counseling.org/ 

List of Referrals 

American Association for Marriage and Family Therapy 
112 South Alfred Street 
Alexandria, VA 22314-3061 
703.838.9808 
Therapist Locator~ http://www.aamft.org[fherapistLocator 

American Association of Christian Counselors 
PO Box 739 
Forest, VA 24551 
800.526.8673 
http://www.aacc.net/ 
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The purpose of this study is to explore coping (how a family 
manages) as it relates to family functioning when an adult 
member of the family has been diagnosed with chronic pain. 
Most questions have answers for you to choose the one that 
best suits your situation. Four questions ask you to type 
information about your personal experiences in coping with 
the stress of having a family member diagnosed with chronic 
pain. 

FAMILY is defined in this research as people, living together 
or in close contact, who take care of one another and provide 
guidance for the dependent members of the group. 

CHRONIC PAIN is defined in this research as pain that 
persists longer than six months in duration and is not 
relieved by conventional medical treatment and/or surgical 
treatment. 

1. Family Stress 

Minimal stress Moderate stress Very stressful 

2. Criteria to be a participant in this study 

True False 

Next>> 
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Instructions: Please click on the butto11 or type in the text box 
the statement that best describes your adult family member 
who is diagnosed with chronic pain. 

3. What is the type of non-cancerous chronic pain diagnosis of your 
adult family member? 

•:~J Other (please specify) 

I 

4. Who diagnosed your adult family member's pain as chronic pain? 

.;.,,). Other (please specify) 

I ....... ., ................................................ · 

S. How long (years and/or months) has it been since your adult family 
member was first diagnosed with chronic pain? 

6. Chronic pain description 

Constant Flair-up at least once a month 

192 



7. Instructions: Please click on the rating that best describes the adult 
in your family who is experiencing chronic pain. 

Use the following scale to rate the intensity of pain: 
0 = No pain 

1-3 = Mild pain (nagging, annoying, interfering little with activities of 
daily living) 

4-6 = Moderate pain (interferes significantly with activities of daily 
living) 

7-10 = Severe pain {disabling; unable to perform activities of daily 
living) 

During an episode of pain experience, what is your adult chronic pain 
family member's average intensity of pain? 

0 - No 
pain 

1 - Minimal 
pain 2 3 4 5 6 7 8 

8. Chronic pain management program 

. Yes No 

<< Prev Next>> 
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9. Instructions: Please click on the rating (on a scale from 1 = better 
to 10 = worse) that best describes your chronic pain family. 

Think about the time when your family member was first diagnosed 
with chronic pain and how your family managed the stress in the 
beginning. Now, think about·how your chronic pain family has 
managed the stress IN THE LAST MONTH. Compared to the stress in 
the beginning, how would you rate the way your chronic pain family 
has managed the stress of chronic pain THIS PAST MONTH? 

· 1 Better 
than at the 
diagnosis 

2 3 4 

SThe 
same as at 

the 
diagnosis 

6 7 8 
10 Worse 

9 . than at the 
diagnosis 

10. Which of the following stages of life BEST describes your chronic 
pain family? 

::;;,,.J Other (please specify) 
s··~ -

l ........ .. ... ·-· 

11. Which of the following t';pes of families describe{s) your chronic 
pain family? (Check all that apply) 

r:~:: Other (please specify) 
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Please click on the button or type in the textbox the statement 
that best describes your adult family member who is diagnosed 
with chronic pain. 

12. What is the age of your family member who is diagnosed with 
chronic pain? 

13. What is the gender of your adult family member who is diagnosed 
with chronic pain? 

Female Male 

14. What is the race or ethnicity of your adult family member who is 
diagnosed with chronic pain? 

.,,~J Other (please specify} 

L - ------- ............ . 

15. What is the highest educational level of your adult family member 
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16. What is the employment status of your adult family member who is 
, diagnosed with chronic pain? (Check all that apply) 

17. What is your relationship to your adult family member who is 
diagnosed with chronic pain? 
The adult family member who is diagnosed with chronic pain is my 

.,ji Other (please specify) 

<< Prev Next>> 
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Instructions: Please click on the button or type in the textbox 
the statement that best describes YOU. 

18. In what state do you currently live? If applicable, click on 
"Outside the United States" at the top of the list. 

19. Do you live with the family member diagnosed with chronic pain? 

20. What is your age? 

21. What is your gender? 

Female Male 
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22. What is your race or ethnicity? 

·::~J Other (please specify) 

i .. ... ~ ........... .. ...... ~.:~ ................. : .~~--~·· 

23. What is your highest educational level? 

24. What is your employment status? (Check all that apply) 

25. Since your adult family n1ember has been diagnosed with chronic 
pain, have YOU participated in any educational sessions or family 
therapy as part of a chronic pain management center? 

<< Prev Ngxt >> 
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Instructions: In the box, please type your answer to the 
following questions about your family's experience managing 
the stress of having an adult family member diagnosed with 
chronic pain. {The box will expand to fit your response.) 

26. What coping methods (ways to manage stress) has your family 
found HELPFUL in managing the · stress of being closely involved with 
the adult family member diagnosed with chronic pain? 

27. What coping methods (ways to manage stress) has your family 
tried that have NOT BEEN HELPFUL in managing the stress of being 
closely involved with the adult family member diagnosed with chronic 
pain? 
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For purposes of this research: 
RELIGIOUS COPING is defined as INSTITUTIONAL religious 
expressions used to manage stress. 
SPIRITUAL COPING is defined as PERSONAL religious 
expressions, beliefs about the sacred, and religious practices 
used to manage stress. 

28. What methods of religious and/or spiritual coping (religious 
and/or spiritual ways to manage stress) has your family found 
HELPFUL in managing the stress of being closely involved with the 
adult family member diagnosed with chionic pain? · 

.. . .... .... 11d 

29. What methods of religious and/or spiritual coping (religious 
and/or spiritual ways to manage stress) has your family tiied that 
have NOT BEEN HELPFUL in managing the stress of being closely 
involved with the adult family member diagnosed with chronic pain? 

-,.u,,,,,_,,,.,.,,,.,u~·-------N-uuuu,;.•·:r_L.~_m __ i_ • .. 

lltrJ: 
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Thank You 

Thank you for participating in this survey. 
If you have any questions or you would like a copy of the research summary at the 

completion of the project, please email or write to one of the researchers below. 

If you think this is a worthwhile effort and you know anyone who might qualify for this study, 
please tell them about this website. 

http://www.FamilyPainStudy.com 

Barbara Kirk Jackson, M. Ed. (Research Investigator) 
P.O. Box 3278 Cedar Hill, TX 75106-3278 

214.908.5486 
bcjacks@~ .. ne1 

Linda Ladd, Ph.D., Psy.D., CFLE (Research Advisor) 
Texas Woman's University 

Department ofFamily Sciences 
P.O. Box 425769 Denton, TX 76204-5769 

940.898.2685 
L1add@mai1.twu.edu 
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