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Preface

This book has evolved over a very long time. The two of us started our
collaborative work in chronic pain nearly twenty years ago. In retro-
spect, our research activities have spanned virtually the entire adult
lifespan. It is this realization that led to our thinking about the possi-
bility of a book that would focus on epidemiological and psycho-
social aspects of chronic pain problems at various life stages during
adulthood. We finally decided to write this book some two years ago.

The book consists of eleven chapters divided into four parts and
an epilogue: (1) Introduction to issues of life transition and life events
with emphasis on common childhood chronic pain conditions, a
foundation chapter; (2) pain issues in early adulthood; (3) pain issues
in the middle years; and (4) pain issues in old age.

Chapter 1 provides an overview of life transition theories and
then examines two rather common chronic pain conditions: recur-
rent abdominal pain and headache in children from both epidemio-
logical and psychosocial viewpoints. Part II consists of three chapters
on adolescents and young adults. Chapter 2 considers the psychologi-
cal and familial issues in Juvenile Rheumatoid Arthritis. Chapters 3
and 4 focus on our work with a nonclinical pain population of young
adults. Chapter 3 reviews common chronic pain conditions in that
population, and Chapter 4 is concerned with the family functioning
of this group.

Part III contains three chapters on the middle-age chronic pain
population. Chapter 5 deals with the epidemiology of chronic pain
during this life stage, Chapter 6 covers the transitional issues during
midlife and their relationship to chronic pain, and Chapter 7 exam-
ines the pros and cons of family support for chronic pain patients.
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vi Preface

Part IV, also containing three chapters, is concerned with the elderly.
Chapter 8 addresses the epidemiology of chronic pain in the elderly,
Chapter 9 examines the role of psychopathology in chronic pain in
the elderly, and Chapter 10 deals with family and social issues. Fi-
nally, Chapter 11 gives us an opportunity to indulge in personal views
and perspectives.

It is our sincere hope that this book will fill a gap in the literature
and provide the reader with an overview of the intricate nature of the
relationship between life transitions and chronic pain.
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PART I

INTRODUCTION



CHAPTER 1

Life Transition Perspective
and Chronic Pain

An QOverview

Life transition is a simple concept with very complex implications.
From birth to death, we go through somewhat predictable physical,
psychological, and social transitions at specific periods of our lives.
In this book we explore the issues of pain as they are influenced by
developmental and psychosocial factors at each of the life transition
stages.

At this point a brief review of the different perspectives of life
transition issues may be instructive. The combined work of Jung,
Erikson, Vaillant, Levinson, and Neugarten cover most of this topic
during this century and provide a comprehensive understanding of
the key issues of life transition. Taken together, they illuminate and,
at the same time, dispel many myths. First and foremost, life transi-
tion must be seen as a naturally occurring phenomenon with some
universal features, especially in the physiological domain. The sec-
ond point worthy of note is that the theories under discussion are
rooted in the norms and values of the Western world. They exemplify
the cultural divergence, for an older adolescent leaving home is a
common and indeed an expected occurrence in the Western coun-
tries. In countries like India or China, there is no such expectation.
These cultural differences are niot entirely attributable to the level of
industrialization; cultural values and norms appear to transcend in-
dustrialization.

For the sake of economy, only an overview of some of the main

3



4 Chapter 1

theories of transition are discussed. Life transition is not an event,
but a passage through time. Each stage of transition is naturally
accompanied by multidimensional changes. Childhood to adoles-
cence is perhaps the most dramatic, as the status of the child is
relinquished in favor of a developing adult status. This phase is often
characterized by family tension and the parental struggle between
their desire to hold onto the child and at same time provide the child
with sufficient autonomy to grow into a responsible adult. This situa-
tion is further complicated by the child’s diminishing ties to the
family. This is also the time when children begin to experience physi-
cal changes that bestow upon them adult status.

Another transition of almost equal import, especially in the West
with its preoccupation for perpetual youthfulness, is the onset of
middle age, that is, the transitional phase from young to old. This
phase is characterized by personal reevaluation, profound changes in
the family structure, and often beginnings of chronic health prob-
lems. Children leaving home, the beginnings of potential “empty nest
syndrome,” new opportunities for many mothers to explore new
careers, and increasing caretaking responsibilities for elderly parents
and coping with parental deaths are common features. For women
onset of menopause and for men declining physical and sexual
prowess are some of the common physiological changes that accom-
pany the middle years.

Erikson’s (1980) classification of life stages is probably the most
widely known. In Erikson’s conceptualization, the entire lifespan is
composed of eight stages and each stage presents a crisis and a chal-
lenge. This crisis is not a threat but a turning point characterized by
heightened vulnerability and increased potential. The stages and the
struggles associated with them are as follows:

. Infancy: trust versus mistrust

. Early childhood: autonomy versus shame, doubt
. Play age: initiative versus guilt

. School age: industry versus inferiority

. Adolescence: identity versus identity confusion
. Young adulthood: intimacy versus isolation
Maturity: generativity versus self-absorption
Old age: integrity versus despair, disgust

O ND U W N R
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It is noteworthy that Erikson divided the entire adulthood spectrum
into three stages. On the other hand, it is apparent from his writing
that he viewed the adulthood stages as critically important. Even in
old age, there is opportunity for growth.

In more recent times, Levinson (1977) proposed a model to study
life stage issues by dividing the life cycle into five eras. Each stage has
its own specific tasks. In his conceptualization, based on a study of
men, transition to midlife presented a special hazard and his conclu-
sion was that crisis is inescapable during this transition. In his in-
vestigation, this period was one of crisis for 80% of his subjects. His
developmental categories comprised three transitional stages: (1) early
adult transition; (2) midlife transition; and (3) late-life transition. His
focus was adult developmental phases and the above three categories
were further subdivided into seven substages. Successful completion
of each phase depended in large measure on the choices made by
individuals and each transitional phase was generally predictive of
crisis and stress that, if present, interfered with the smooth transition
to the next stage. It must be stated that Levinson’s work was rooted in
empirical research, and some of his hypothesis and theories continue
to be investigated by contemporary researchers.

In a comprehensive review of the literature, Rosenberg and Far-
rell (1976) also found that midlife transition is associated with stress
and often maladaptive patterns of behavior. This particular life tran-
sition stage is especially relevant to any investigation of chronic pain,
as this syndrome tends to appear in the early 40s.

In an investigation of life cycle stage and depression, Mirowsky
and Ross (1992) found that depression reaches its lowest level at
about age 45 and then increases with age. They hypothesized that
losses in later life were the major contributory factors in the genesis of
depression. E. Murphy (1982) made similar observations of the role of
social factors in the genesis of depression in old age.

One purpose of this brief discussion about the life stage issues
and the challenges they present involves introducing another critical
element, the appearance of multifaceted problems including age-
specific pain problems. Family therapists have noted that families
often experience distress and loss of family cohesion during transi-
tional phases. Aa an example the marriage itself, which is easily
recognized as a major transition and the beginning of a new phase in
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the lives of two individuals; the birth of a baby would add another
level of complexity. Another point of note is that each life stage has
its own peculiar set of life events that may or may not be desirable.

One epidemiological study of psychiatric disorder in a gyneco-
logical population found that psychiatric morbidity is associated
with events such as divorce, separation, and widowhood (Byrne,
1984). In an investigation of 379 women between the ages of 18 and 61,
Bankoff (1994) found that female single parents and women without
major life roles such as spouse, worker, or student were the most
vulnerable group for poor mental health. The roles of a single-parent
mother or loss of social roles are generally associated with one or
more transitional life events.

Similarly, a study of an adolescent group revealed that exacerba-
tion of introspection, psychological pain, and symptoms are associ-
ated with discontinuities in family life, school, and peer relation-
ships (Mechanic, 1983). Fabrega and Miller (1995) postulated that
three specific adolescent problems (eating and bodily appearance,
psychological identity or selfhood, and social aggression and delin-
quency) are products of social and cultural changes produced by
unrelenting changes linked to the industrial capitalism of the Anglo-
American and Western societies. This study is important for the
reason that the problems we commonly associate with adolescent
transition phase are not only products of a complex interplay be-
tween biological, cultural, and social factors, but are also influenced
by political realities.

Sweeting (1995), in a study of children between the ages of 7 and
15 years, found that females over this lifespan showed higher levels of
morbidity that males. Reversal of the rates of illness was noted from
male children to females as they approached early to mid-adolescence.
The author hypothesized that increases in physical complaints among
females during this period may be related to the decline in their sense
of psychological well-being. It is noteworthy that preoccupation with
weight in this age group such as anorexia nervosa is clearly a product
of altered societal values where “thin is pretty and desirable.” The
point is that life stage issues cannot be isolated from prevailing cul-
tural beliefs and myths.

Transition to old age may augur retirement and late adolescence
may be the beginnings of the children leaving home. Middle years
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are filled with significant events such as onset of health problems,
death of parents, and not infrequently altered family situation. The
point about these events associated with life transition is that they
appear to have a relationship, albeit a complex one, with the genesis
of various kinds of morbidity. In many of the subsequent chapters, life
events as they relate to transition and their association with the
etiology of chronic pain syndromes will be discussed.

Transition to middle age has received an enormous amount of
attention both in academic and popular literature. Transition to old
age is not necessarily viewed with optimism, but there is mounting
evidence that retirement is welcomed by many and is not necessarily
equated with some kind of social death. In short, life transition is a
time of opportunity as well as a time for enhanced psychosocial dis-
tress. Since much of this book is a discussion of chronic benign pain
from adolescence to old age, we shall now briefly discuss the two
most common pain problems in childhood. They are recurrent ab-
dominal pain (RAP) and headaches. The discussion will center on the
epidemiology and psychosocial considerations including the signifi-
cance of life events for these two pain conditions.

RECURRENT ABDOMINAL PAIN

Apley (1975) published his classic paper on pediatric recurrent
abdominal pain (RAP) in 1958. Since then, there has been a veritable
explosion of research and clinical papers on this topic. He reported a
prevalence rate of 11%; of these, only 5% had an organic basis for
RAP. Environmental stress was identified as a major contributing
factor. Children with RAP were anxious, timid, and even more fussy
than those without RAP. A recent paper reported that only 5 to 10%
of all RAP cases have identifiable organic causes (Scott, 1994), ba-
sically supporting Apley’s observation.

In a recent article, Lindberg (1994) observed that several of
Apley’s findings continued to be confirmed. This observation leads
inevitably to the conclusion that psychological factors in the etiology
of RAP are predominant. In a large-scale study involving 2457 chil-
dren at the turn of the century in Norway, among other health prob-
lems RAP emerged as a significant childhood syndrome (Seip, 1994).
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As a result of this study, school physicians were employed for the
first time in that country. In a more recent epidemiological study of
abdominal migraine involving 549 boys and 534 girls between the
ages of 3 and 11 years, RAP was found in 8.4% of all children (Morti-
mer, Kay, & Jaron, 1993). A Danish study involving 664 children
found the frequency rate of 15% for RAP (Lundry, Sandback, & Juul,
1990). A Swedish study with 1333 children found that 47% children
presented a variety of symptoms such as headache, chest pain, and
abdominal pain, among other symptoms (Alfven, 1993). Specifically
RAP was reported by 19.2% of the children. A most intriguing finding
supporting Apley’s hypothesis of environmental stress was that chil-
dren living in areas with a high level of immigrants, low income, and
other attending social problems were twice as likely to have RAP
compared to children from stable neighborhoods (Alfven, 1993).

RAP is a rather heterogeneous syndrome with complex interac-
tions of biopsychosocial factors. Much of the literature on this topic
tends to classify its etiology in either/or terms, namely, biological
versus psychological. The limitations of this approach are somewhat
self-evident and have been addressed by Barr (1983) and Rappaport
(1989). Several alternative methods of classification of RAP have
emerged. Barr (1983) proposed a tripartite model that differentiates
between organic, dysfunctional, and psychogenic bases for this ill-
ness. Using this classification approach for determining etiology,
Barr (1983) reported finding only 6% with psychogenic, 34% with
organic, and 54% of uncertain etiology in a clinical sample of chil-
dren with RAP. An interesting aspect of this study was that absence of
clear organic factors did not inevitably lead to a psychogenic diag-
nosis. Yet that practice is alive and well. In a recent paper, Scott
(1994) reported that 90 to 95% of RAP cases are of psychogenic origin.
Another Swedish epidemiological study involving 1333 children also
concluded that headaches, RAP, and chest pains often coexist and are
often psychosomatic and probably have a central nervous system
(CNS) origin. However, a Romanian report provided further support
for Barr’s proposition that organic factors were critical in the genesis
of RAP (Popescu & Hurduc, 1992).

The Primary Forces Model is perhaps the most prevalent model
in the literature (Levine & Rappaport, 1984). Combinations of physio-
logical factors such as gastrointestinal motility with environmental
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circumstances are the underpinnings of this model. The environmen-
tal factors can involve nurturance issues, presence of identifiable
illness in the family, interactions with siblings, and level of domestic
stress and strain (Levine & Rappaport, 1984). Mogilevsky (1996) noted
that this model presented serious research limitations. Many of the
constructs described in this model did not have standardized assess-
ment instruments available and the number of variables that had to be
incorporated into any research design were too many. Yet, as an effort
to enlarge the etiologic field and abandon the Descartian duality, this
model remains attractive.

FAMILY AND LIFE EVENTS ISSUES

Family issues are of special import in any discussion pertaining
to children. This is for the obvious reason that for a child, family
remains the center of its existence for a prolonged period of time. This
tie and dependency does not begin to truly dissipate until the advent
of adolescence, and even then it continues for a few more years. So, in
any discussion of the child’s social environment, family assumes
great significance. Family environment with all its positive and nega-
tive attributes must and does affect the child and their pain behav-
iors. Hence, the focus on family issues in this chapter.

ABDOMINAL PAIN

In seeking an explanation for this condition, McGrath and Unruh
(1987) have suggested that psychological and psychiatric as well as
familial factors must be considered. Parental mental and physical
illnesses, family structure, modeling of pain behaviors, and family
and environmental stress can and do contribute to the genesis of RAP.

Life Events and RAP

In considering family stress, a reasonable point of departure is a
review of the association between negative life events and the advent
of RAP and abdominal pain disorders. Association between life
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events and morbidity has assumed greater significance since the orig-
inal work by Holmes and Rahe (1967) mainly because of improved
methodology. In the context of children, life events primarily involve
family-related issues, and hence the importance in understanding the
impact of life events as well as their contribution to the etiology of
abdominal pain.

Some of the early studies produced mixed findings. McGrath,
Goodman, Firestone, Shipman, and Peters (1983) found no such rela-
tionship between life events and pain in a controlled study of chil-
dren with RAP and pain-free controls. Similar negative findings were
reported by Raymer, Weininger, and Hamilton (1984) in their study of
children with ulcerative colitis, Crohn’s disease, RAP, and pain-free
controls.

Positive associations, however, have been reported both by earlier
and more recent studies. Crossley (1982) found a positive association
between negative life events and increased rate of hospitalization for
children with abdominal pain compared to pain-free controls and
children hospitalized for appendicitis. Crossley’s findings received
further affirmation in a study by Hodges, Kline, Barbero, and Flanery
(1984). They compared 30 children with RAP with 67 behaviorally
disordered children and 42 healthy controls. Data on life events of
the previous 12 months were obtained. Parents of these children also
completed a schedule of recent events. Results showed that both
experimental groups experienced more life events than the healthy
controls. An interesting feature distinguishing the RAP and the be-
haviorally disordered group was that the RAP subjects reported sig-
nificantly more serious illness and/or hospitalization of the child,
serious illness and/or hospitalization of a sibling, serious illness/
hospitalization of a parent, death of a grandparent, decreased argu-
ments between parents, death of a close friend, and change in accep-
tance by peers. Both groups experienced more life events than the
healthy group. No significant differences emerged between the three
group of parents on life events. All the events but one noted to be of
significance were family related. The authors, however, cautioned
against drawing firm conclusions without the benefit of replication
studies.

Green, Walker, Hickson, and Thompson (1985) also found higher
levels of negative life events in a group of adolescents with RAP, chest
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pain, or headache compared to those attending for routine examina-
tion, organic pain, or acute minor illness. They also warned against
making any causal link between life events and morbidity.

Robinson, Alverez, and Dodge (1990) compared 40 children with
RAP with 41 children attending a dental clinic, 41 healthy controls,
and 17 children who had not been tested for RAP but who met all the
criteria for RAP. Results showed that RAP subjects experienced more
stressful experiences in the previous few months before the onset of
pain, stayed away from school more, showed anxiety in various ways,
and had parents who reported more symptoms. Robinson’s study is
important because the authors concluded that events such as parental
separation or divorce are “an important trigger factor in susceptible
individuals.” This conclusion was based on the finding that a signifi-
cant temporal relationship was found between stressful life events
and onset of abdominal pain. It is noteworthy that the events that had
the most noxious effect on the children were related to their primary
relationships.

Another study compared RAP patients with patients with peptic
disease and children with emotional disorders and found that RAP
patients reported fewer negative life events than emotionally dis-
turbed children. RAP patients and their mothers in their report of
negative life events did not differ from the well group (Walker, Gar-
ber, & Greene, 1993). They concluded that negative life events alone
were unlikely to cause RAP.

In a prospective study of 197 children with abdominal pain,
Walker, Garber, and Green (1994) examined the role of negative life
events along with a number of moderating variables 1 year after a
clinic visit by the children. Results showed: (1) an association be-
tween low social competence at the first clinic visit and subsequent
higher levels of negative life events predicting higher levels of so-
matic complaints at follow-up; (2) among boys in families with high
levels of negative life events, those whose mothers were charac-
terized by high levels of somatic symptoms had higher levels of
somatic complaints at follow-up; and (3) children whose fathers
showed high levels of somatic symptoms showed higher levels of
somatic complaints at follow-up regardless of the levels of life events.
A critical finding of this study was the buffering role of social compe-
tence (peer support) in protecting children against the negative con-
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sequences of stressful life events. Academic competence, however,
failed to produce a buffering effect. This study is important not only
for its breadth, but also because of its prospective design.

That temporal relationships between stressful life events and
onset of RAP exist is supported by albeit limited empirical evidence.
Despite this evidence, it would be unwise to view negative life events
as anything more than one of the contributory factors. Predisposition,
unknown organic factors, personality factors, family environment,
and illness behavior may all contribute to the genesis of this disorder.
Nevertheless, from a clinical point of view it may be perilous to
overlook the presence of negative life events, frequently involving
separation and loss, in the lives of RAP patients.

FAMILY ISSUES

Any discussion of family matters and pain and illness must, of
necessity, include the interrelated issues between role of family dy-
namics in the etiology and the role of family members in the mainte-
nance of illness behavior.

Family and Etiology of RAP

It can stated, without the fear of serious challenge, that the role of
family dynamics in the genesis of RAP are implicated in some com-
plex ways and yet the mechanisms remain unclear. Research that
flowed from Minuchin’s psychosomatogenic families failed to dem-
onstrate the causal relationship between specific family characteris-
tics and pediatric abdominal pain of uncertain origin (Roy & Frankel,
1995). A most notable problem encountered in any discussion of the
significance of family dynamics and other factors in the etiology of
RAP isrelated to the cause-and-effect issue. What is cause and what is
effect remains an unanswered question so far as family dynamics in
the etiology of RAP is concerned. McGrath and Feldman (1986) ar-
rived at this conclusion years ago and this tangled state of affairs
seems to hold true today. Apart from family dynamics, several studies
have shown that parents of RAP children tend to suffer from illnesses
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(often painful). Again, the consensus seems to be that modeling as a
mechanism for RAP remains suspect (Lavigne, Schulein, & Hahn,
1986).

Reinforcement of Pain Behavior

Fordyce’s (1983) most significant contribution to the psychology
of pain is his operant conditioning model which proposed that pain
behaviors are maintained and even enhanced by verbal reinforce-
ment by the intimates of the patient. This proposition has been tested
with RAP patients and their families and to date has some degree of
validation (Dunn-Geier, McGrath, Roucke, & D’Astous, 1986; Sanders,
Shepard, Cleghorn, & Woodford, 1994; Walker et al., 1993; Walker &
Zemen, 1992). We shall briefly review some of the more recent
studies.

Walker and Zeman (1992) reported on parental encouragement
of pain behaviors in a group of RAP children. Parents of children
with RAP were more inclined to reinforce pain behaviors than par-
ents of children with non-RAP symptoms. Some interesting gender
differences also emerged. Mothers were more likely to engage in
pain-reinforcement behaviors than fathers, and girls were more likely
to be at the receiving end of such behavior than boys. In other words,
mothers were more likely to reinforce pain behaviors in their daugh-
ters.

In a subsequent study, Walker et al. (1993) compared parental
reinforcement behaviors of RAP children, children with psychiatric
problems, and well children and found that RAP children perceived
greater parental reinforcement of their pain-related symptoms than
children with psychiatric disorders and well children. Another inter-
esting aspect of this study was that parents exhibiting and engaging
in pain behaviors were more likely to reinforce illness behaviors in
their children. A recent study by Sanders and colleagues (1994) dem-
onstrated the efficacy of cognitive—behavioral family intervention
compared to standard pediatric care with a group of children with
RAP. They found that the cognitive—behavioral family intervention
children reported lower levels of pain than the standard pediatric
care group, and that application of operant conditioning techniques
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to encourage nine healthy behaviors was highly predictive of lowered
pain reports at posttreatment.

Summary

The omission in this body of literature must be noted. Studies
specifically designed to investigate impact of RAP on family func-
tioning are conspicuously missing. Much of the psychological inves-
tigations are focused on parental reinforcement of pain behaviors.
This is a critical area of investigation. Nevertheless, understanding
of pain reinforcement behavior to the exclusion of other family dy-
namics draws an incomplete picture and often fails to explain under-
lying reasons for the existence of parental pain-reinforcement behav-
iors and problems associated with their elimination in treatment.
Second, a child’s illness is likely to induce significant changes in
family functioning and as well as on the normal development of the
child. Research is called for in the above areas if we are to have a
broad understanding of the developmental issues, both of the indi-
vidual patients and their families. Minuchin’s work made a begin-
ning, but that body of research came to a grinding halt all too soon.

In this next section we turn to headache as another specific
example of an early pattern of pain that is present by adolescence.
Headache is the most extensively investigated pain problem of child-
hood and adolescence (Goodman & McGrath, 1991). Before looking at
the specifics of some of the findings from epidemiological studies of
headache in children and adolescents, limitations to interpretations
need to be discussed. The pain literature on headaches in children
and adolescents spans a 20-year interval, which means some studies
are weak in design and methodology by today’s standards. For exam-
ple, pain is a subjective experience and any data not including self-
report, even if the subject is a child or adolescent, will inherently
be inaccurate; however, in many instances past studies reported only
parental pain ratings. There are also differences in methods of select-
ing subjects and criteria used for defining headache, so that even
when the same age group and questionnaire format are used there can
be highly conflicting findings. For example, Deubner (1977) reported
the prevalence of headache in adolescent females as 82%, while
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Passchier and Orlebeke (1985) found an 11% prevalence for the same
age group using the same questionnaire.

In reviewing the headache literature for children and adoles-
cents there appears to emerge some consistency in the prevalence
rates. The first important issue to address is that there are actually two
prevalence rates to be considered. There is the occurrence of head-
ache of a nonspecific type that includes all diagnostic categories
(e.g., migraine, tension, cluster, and mixed etiology). The nonspecific
type of headache appears to have a high prevalence rate typically
reported to be somewhere between 70 and 80% during a 1-year inter-
val. Waters (1970), using a sample of 963 subjects between the ages of
15 and 34 years, reported across a 1-year time span that 71% of males
and 92% of females reported headaches. Similarly, Sillanpaa (1983)
reported for a group of 3784 13-year-old adolescents that 82% had
reported headaches during the past year, while Deubner (1977) re-
ported 74% of males and 82% of females aged between 10 to 20 years
had headaches during the past year (N = 780). Most recently, Linet,
Stewart, Calentano, Ziegler, and Sprecher (1989), using a sample of
10,169 adolescents and young adults aged 12 to 29 years, reported
55.9% of males and 73.6% of females indicated they had headaches
during the past 4 months. Finally, Brattberg (1994), in an epidemiol-
ogy study of pain in Swedish school children and adolescents (N =
1245) ages 8, 11, 13, and 17, reported that 48% had experienced
headaches during the past year.

There are a few studies that report headache frequencies in ado-
lescents lower than the typical prevalence rates between 70 and 80%.
Sillanpaa (1983b) reported a 12% prevalence rate for the past year (N
= 3784) in 13-year-old adolescents, and Passchier and Orlebeke (1985)
reported a 12% prevalence rate for headache at least once a month in
2286 adolescents 10 to 17 years old. However, in the Passchier and
Orlebeke (1985) study, the lower prevalence figure may have been due
to the fact that the prevalence interval used was only a month rather
than across the past year.

The second prevalence rate for adolescent headaches across a
1-year interval is specifically for the diagnostic classification of mi-
graine headaches. This prevalence rate is typically much lower and
has greater variability, falling somewhere in the range between 3 and
20%. Vahlquist (1955) reported a rate of 7.4% for migraine for 1373
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16- to 19-year-olds and a 5.9% rate for 792 20- to 29-year-olds. One
serious methodological problem with the study is that since a time
frame for the recall was not specified, it does not represent a preva-
lence rate in the current usage of the term. Billie (1962) likewise did
not specify a time interval for the recall period and also did not use
self-report. The figures reported were for 9059 subjects, 4.6% for the
10- to 12-year-olds and 5.3% for the 13- to 15-year-olds.

In a stronger methodological study, Deubner (1977) reported
prevalence rates of migraine headache for the past year for 780 sub-
jects aged 10- to 20-years old as 15.5% for males and 22.1% for
females, while Sparks (1978) reported for 12,543 subjects between the
ages of 10 and 18 years that 3.3% males and 2.5% females indicated
migraines. Sillanpaa (1983b), using a sample of 2921 of 14-year-olds,
reported a 10.6% prevalence rate. Last, in a study with 10,169 adoles-
cents and young adults aged 12 to 29 years, Linet et al. (1989) reported
a prevalence rate of migraine of 3.8% for males and 6.6% for females
across a 4-week time interval.

- In summary, among pain prevalence rates in children and ado-
lescents for establishing possible patterns for pain that can be associ-
ated with life transition, headache is the most researched pain condi-
tion. A number of good epidemiological studies establish prevalence
rates during a 1-year interval for nonspecific headaches as somewhere
between 70 and 80%. With specific migraine headaches, the preva-
lence rates across 1 year intervals are less uniformly established in
the literature. There is greater variability reported, but most results
generally fall between 3 and 20%, with more studies reporting find-
ings in the lower range of figures. Clearly, adolescence is a time of
life transition, as was discussed in the earlier section on RAP and life
events. There is also evidence that adolescents who experience fre-
quent headache have more daily stress (Brattberg, 1994), such as a
mother having pain, not getting enough sleep, loneliness, and fear of
being bullied by other students in school. These findings again are
highly suggestive that there is a role that life events play during life
transition periods that contributes to the development of chronic
pain behaviors likely associated with attempts to cope with life diffi-
culties, resulting in the experience of frequent headaches with chil-
dren and adolescents.

In seeking explanations for headache prevalence rates among
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epidemiological pain studies generally, Dworkin, Von Korff, and
LeResche (1992) suggest a dynamic ecological model. In such a model
there is an interaction between biological psychological, and social
factors. Such a model allows for highly varied individual reporting
and pain behaviors. Of all the biological factors associated with pat-
terns of headache, there appears to be only one variable that is consis-
tently reported: A gender variable is present, with females reporting
higher prevalence rates. This is true for both nonspecific headaches
and migraines. Dalsgaard-Nielsen, Enberg-Pedersen, and Holm (1970)
have reported that hormonal factors may be present as systematic
causes of headaches. However, Brattberg (1994) reported that 75% of
females reporting headache reported no correlation between their
periods and headache. From the dynamic ecological model, however,
a biological factor once operative (such as development of regular
hormonal fluctuations) may dissipate but not before patterns are
established in pain perception, appraisal, and social reinforcement
that persist. Again, the high frequency of headaches and the hor-
monal changes occurring during the adolescent transition period of
puberty are a cooccurrence that is difficult to ascribe to coincidence
alone.

PSYCHOLOGICAL ISSUES

Developmentally, as children get older and assessment methods
that use self-report of pain become more reliable, there is increasing
research on psychological factors associated with pain. Zuckerman,
Stevenson, and Bailey (1987) and Goodman and McGrath (1991) each
discuss the importance of psychological distress in the epidemiology
of pain, especially for recurrent abdominal pain and headaches in
pediatric and adolescent populations. Specifically, the most common
psychological distress associated with the pain perception of head-
ache in children and adolescents is depression.

According to Stein, Golombek, Marton, and Korenblum (1991),
approximately 20% of adolescents experience marked mood dys-
function thought to be related to the physiological, psychological,
and social changes associated with this particular stage in life.
Chronic pain has even been described by some investigators as a
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variant of depressive disorders (Blumer & Heilbronn, 1982). Epidemi-
ological studies in adolescent depression suggest high prevalence
rates; the U.S. Department of Health and Human Services (1986)
reported that 9.5% of patients admitted to state and county mental
health facilities (n = 138,000) with the diagnosis of an affective dis-
order were under the age of 18 years. In summary, recent studies have
reported rates of depression within a variety of clinical samples that
range between 33 and 54% (Bernstein, 1991; Hagborg, 1992). Stein et
al. (1991) further found that older adolescents (i.e., 18-year-olds) are
more prone to depression compared to younger adolescents (i.e., 16-
year-olds) and that their depression is thought to be associated with
greater levels of stress experienced at that point in life. These findings
regarding adolescents and the high correlation between chronic
headache pain and reported depression demonstrate that later pat-
terns of depression and chronic pain in clinical populations during
adulthood are probably well established before later onset.

Again, a dynamic ecological model of pain (which is one of the
most interactive and inclusive models) suggests that common psy-
chological and behavioral dysfunctions such as depression, anxiety,
and irritability will develop independent of pain location (such as
headache) due to effects beyond the biological etiology. In other
words, children and adolescents with chronic headaches that involve
dysfunctional behavior probably also come to share common psycho-
logical and social characteristics related to life transitions. Dworkin
et al. (1992) argue that chronic pain regardless of location shares
common psychological mechanisms of pain perception and appraisal
and that these in turn reflect the changing cognitive skills associated
with transition from child to adult thinking (Piaget, 1972).

FAMILY ISSUES

Clinicians have suggested that many types of pain problems
aggregate or cluster in families (Apley & Hale, 1973; Goodman &
McGrath, 1991; Thomas, 1994). The family is the focus of several
studies looking at headache in children and adolescents (Roy, Thomas
Mogilevsky, & Cook, 1994). For this age group the family of origin and
the current family are typically the same. Several mechanisms are



Life Transition Perspective and Chronic Pain 19

hypothesized as occurring in families that likely impact on headache
reporting in children and adolescents. These include learning ge-
neric dysfunctional responses to pain, learning specific dysfunc-
tional responses to headache, modeling of social roles (sick role), and
behavioral contingencies.

Children develop pain behavior patterns early in life, which is
consistent with the fact that childhood is a period of intense multi-
dimensional life transitions. What is not clear is how family factors
interact specifically with life events related to life transition that lead
some children into deficient coping skills such that emotional issues
become expressed through reports of chronic headaches (Edwards,
Zeichner, Kuczmierczyk, & Boczkowski, 1985). The literature that
exists, which is very limited, suggests that children from families
where chronic pain is present tend to develop pain problems them-
selves; this is especially the case when the chronic pain is headache
(Apley, 1975; Craig, 1978; Violon, 1984, 1985). Chronic pain, which
often has a very simple beginning such as a minor trauma, over time
becomes a complex epiphenomenon incorporating the biological,
psychological, and social aspects established during adolescence. If
one were to speculate, the common factor among chronic headache,
life events, and periods of life transition is simply change.

SUMMARY

Overall, the developmental roots of attitudes toward pain and
illness remain largely indeterminate. The influence of modeling, vi-
carious conditioning, and personality correlates on pain and illness
behavior have been studied primarily in clinical populations (Gentry,
Shows, & Thomas, 1974; Ziesat, 1978; Turkat, 1982; Turkat, Guise, &
Carter, 1983; Violon & Giurgea, 1984). One useful model for predicting
influential mediating variables of health attitudes and behavior for
both clinical and nonclinical populations is using life events as a way
to help organize understanding pain across the lifespan. This ap-
proach uses age as a measure of time to study risk factors and disease
presentation through human development.

The focus of this chapter has been on the time span of child-
hood and adolescence. Already at this early age of development,



20 Chapter 1

chronic pain patterns appear in epidemiological studies in the loca-
tions of recurrent abdominal pain and headache. Looking at pain
across time allows data involving age effects such as pain prevalence
associated with aging or cohort effects to become evident. The epide-
miological and clinical pain literature clearly show that chronic pain
conditions in both populations and individuals vary over time
(McGrath & Unruh, 1987; Harkins, 1988). However, there is little
systematic evidence regarding how pain varies across different stages
of human development. The concept of life transitions in relation to
RAP and headaches allows one to see the different patterns between
biology, psychology, and social context between childhood, adoles-
cence, and young adulthood. Headache and RAP are conceptualized
more often though biological factors and social context rather than
psychological factors. This phenomena may reflect in part the fact
that there are extremely few reliable ways to assess psychological
features associated with headache and stomach pain in children.
Not only are there powerful life transition forces acting upon chil-
dren, but the rapid changes occurring are easier to describe physi-
cally and socially through external evaluation when they involve
pain. In contrast, psychological introspection, which subjective in-
terpretive pain self-reporting requires, varies tremendously depend-
ing on the child’s cognitive development, which is undergoing con-
tinuous development.
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CHAPTER 2

Coping with Chronic Pain
during Adolescence

Juvenile Rheumatoid Arthritis
(JRA) in Perspective

Adolescence, a time of physical, social, and emotional transition, by
definition is a period of heightened vulnerability. The central pre-
occupation in the developmental literature on adolescents is fixated
on the struggle around identity formation—transition from child to
adult, from girl or boy to woman or man. Health-related problems are
capable of generating enormous psychic as well as interpersonal
conflict in an adolescent. The need to conform and to be acceptable to
peers is at its peak during this phase. Any threat to this developing
sense of selfhood can pose challenges of extraordinary proportion to
an already fragile individual.
Erikson (1980), in his discussion of the adolescent life stage, ob-

served that

Youth after youth, bewildered by some assumed role, a role forced on him

by the inexorable standardization of American adolescence, runs away in

one form or another; leaving school and jobs, staying out all night, or
withdrawing into bizarre and inaccessible moods. (p. 97)

The poignancy of this observation is that this “forced role” is further
challenged and made more complex if the child is in the throes of a
chronic and potentially disabling illness. Adolescence is a time for
the emergence of sexual identity. The emergence or presence of a
chronic disease poses a further threat to the very process of successful

23
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completion of this life stage and the emergence into healthy adult-
hood. Chronic illness in a child has serious ramifications for the
family, school, and social environment.

Some years ago, Mitchell (1975) succinctly summarized Cantril’s
(1964) observations about the human requirement as applied to ado-
lescents. The central purpose for summarizing Cantril’s observations
is to further emphasize that illness during adolescence poses a quali-
tatively different challenge than perhaps at any other stage of human
development. We shall directly quote Mitchell (1975) to avoid any
misinterpretation:

(1) The adolescent wants security in both its physical and its psychologi-
cal meaning to protect gains already made and to assure a beachhead from
which further advances may be staged; (2) The adolescent craves suffi-
cient order and certainty in his life to enable him to judge with fair
accuracy what will or what will not occur if he does or does not act in
certain ways; (3) Adolescents continuously seek to enlarge the range and
enrich the quality of their satisfactions; (4) Adolescents are creatures of
hope and are not genetically designed to resign themselves; (5) Adoles-
cents have the capacity to make choices and the desire to exercise this
capacity; (6) Adolescents require the freedom to exercise the choices they
are making; (7) Adolescents want to experience their own identity and
integrity; (8) Adolescents want to experience a sense of their own worth;
(9) Adolescents seek some value or system of beliefs to which they can
commit themselves; and (10} Adolescents want a sense of surety and
confidence that the society of which they are a part holds out a fair degree
of hope that their aspirations will be fulfilled. (p. 224)

A close examination of the needs and aspirations of the adoles-
cent, as outlined above, reveals the depth to which their sense of who
they are, their place in society, and their future goals and aspirations
are placed in jeopardy in the face of a chronic illness. In developmen-
tal terms they are often caught between their emerging autonomy and
the inevitable dependency needs created by the illness, thus further
exacerbating interpersonal conflict. The greatest impact of this con-
flict is often felt by the parents.

This chapter purports to explore the key aspects of chronic pain
in adolescents first through a general discussion of the impact of
chronic illness in an adolescent child on the family, and the child
her/himself. Second, the epidemiology of juvenile rheumatoid ar-
thritis (JRA) will be briefly discussed, followed by the individual and
family consequences of this disorder.
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IMPACT OF CHRONIC ILLNESS
IN AN ADOLESCENT ON THE FAMILY

The chronic illness literature pertaining to the adolescent is
voluminous. Thus, only some of the more general observations noted
in recent literature will be reported. In a recent editorial, Eiser and
Berrenberg (1995) made the following observations. Recognizing that
diagnosis of a chronic disorder in an adolescent poses major chal-
lenges for the parents and their children, they noted that the theoreti-
cal explanations or models to explain various family-related phe-
nomena were basically inadequate.

Psychoanalytic models that tended to be prevalent in clinical
settings generally lacked empirical validation. Furthermore, the no-
tion that adolescence was inevitably a time of distress and tension,
perpetuated by the psychiatric clinical models of the 1950s and
1960s, also lacked empirical validation. These models presumed con-
flict and tension as necessary accompaniments of adolescence. On
the other hand, sociorelational models emphasized the inherent sta-
bility of close relationships. These models emphasized continuity
rather than change. While at a theoretical level this approach is
appealing, Eiser and Berrenberg (1995) found very little work that has
investigated the impact of chronic disease on parent—child relation-
ships in any thoroughly systematic and empirically sound way. This
will be borne out in the context of JRA and family issues.

Eiser and Berrenberg identified five methodological shortcom-
ings in research on the impact of chronic illness of children on
parents. One major source of these shortcomings is the assumption
that parental overprotection lies at the heart of this problem. The
methodological problems are as follows: (1) Lack of concordance
between the responses of parents and children. Questionnaires must
be so written to ensure that parents and children interpret the ques-
tions the same way. (2) Samples are almost inevitably drawn from
clinical populations. In addition, the study population tends to be
between the ages of 8 and 21. This creates a serious problem in
identifying the developmental issues that tend to vary substantially
among the age groups. These factors must be taken into account.
(3) As a direct consequence of the disease, pubertal growth can be
retarded or even halted. The implications of this factor for family
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relationships often go unrecognized. Attention should be paid to some-
thing as obvious as developmental arrest due to disease. (4) Issues
such as “conflict” emanating from parental overprotection have been
overemphasized in the literature, whereas the same behavior is inter-
preted as “monitoring” in the parents of healthy adolescents. (5) Peer
relationship among chronically ill adolescents are often seen as ob-
structive, which is not necessarily so.

Yet, a relatively respectable body of literature exploring the fam-
ily issues of ill children from a systemic perspective exists. In their
comprehensive review of that literature, Roy and Frankel (1995)
also arrived at a similar conclusion to Eiser and Berrenberg (1995),
namely, that methodologically sound studies were few and far be-
tween. Yet, Patterson (1991), citing studies of varying methodological
soundness, made a strong plea for the adoption of the systemic per-
spective for working with youths with disability. In her extensive
review of the literature, the quality of studies she chose to report were
inevitably presented as acceptable. From a theoretical point of view,
the systemic perspective, which attempts to delineate the intercon-
nections and avoid linear relationships, is appealing. It is not just the
child’s behavior toward the parents but their behavior toward the
child that determines their mutual relationship. For a host of meth-
odological reasons, research to demonstrate such an interplay of
relationships and their consequences remains in its infancy. Out-
come studies of family therapy based on systemic principles with
medically ill or disabled persons are sparse and methodologically
wanting.

It is against this background that the family issues of JRA must
be investigated. First we present a brief summary of the literature on
the epidemiology of JRA.

EPIDEMIOLOGY OF JRA

This is a large topic and as such beyond the scope of this chap-
ter. The main purpose of this section is to acquaint the reader with the
scope of the problem in terms of its incidence and prevalence. It
should also be acknowledged that even with these constraints, the
amount of recent work remains significant. Literature is also interna-
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tional in scope, from Kuwait and Turkey to Australia, the United
States, Canada, the Caribbean, Britain, France, Germany, Sweden,
Belgium, and so on. Reasons for this global interest become self-
evident when the scope of the disease and its deleterious effects are
fully appreciated. Also, a great many of these studies investigate
juvenile chronic arthritis (JCA), which includes JRA. We shall briefly
report the incidence and prevalence of JRA and JCA separately.

JRA

Peterson and associates (1996) conducted a retrospective study
to investigate trends in the incidence and prevalence of JRA over 33
(1960-1993) years. They screened medical records from 1978 to 1993
for all Rochester, MN residents with a history of JRA, and combined
that data set with their own database of JRA from 1960 to 1979. Of
1240 medical records reviewed, 65 cases of JRA were screened be-
tween 1960 and 1993. The overall incidence rate per 100,000 popula-
tion was 11.7. Incidence (shown in brackets) seemed to decline over
three discreet periods of between 1960 and 1969 (15.0), 1970 and 1979
(14.1), and 1980 and 1993 (7.8). The authors speculated that environ-
mental factors may indeed influence incidence of this disease.

In a methodologically similar (data collected from existing regis-
tries) study where the data for JRA were derived from a disease regis-
try of a local children’s hospital in Winnipeg, Manitoba, the inci-
dence rate for JRA between 1975 and 1992 was estimated at 5.34 per
100,000 population (Oen, Fast, & Postl, 1995). Some peaks in the
incidence were apparent in 1979, 1982, 1986, and 1990-1991. This
study, which attempted to seek correlations between cyclic infections
and JRA, raised the possibility of an infectious etiology for JRA. It is
noteworthy that the incidence rate in the Manitoba study is 50%
less compared to the previous study. The extent to which this differ-
ential could be explained by methodological differences, despite
similar methods employed for sample selection, remains an impor-
tant question.

In an earlier, 1-year prospective study of Finnish schoolchildren
under the age of 16, the incidence of JRA per 100,000 population
was established at 19.6 (Kunnamo, Kallio, & Pelkonen, 1986). A some-
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what comparable rate of incidence for JRA—23.6 per 100,000—was
found among Inuits of the Canadian High Arctic (Oen, Postl, Chal-
mers, Ling, et al., 1986). In contrast, the incidence was found to be 6.6
per 100,000 in an urban black population in the United States (Hoch-
berg, Linet, & Sills, 1983).

JCA

A report in 1983 estimated that the prevalence of JCA in the
United States was 0.5 cases per 1,000 children or 50 per 100,000;
based on 1980 census data, 32,000 children suffered from JCA (Ge-
wanter, Roghmann, & Barin, 1983). A Swedish epidemiological study
conducted in 1983 also found a prevalence rate of 56 per 100,000
children in western Sweden. The peak age of onset was 0 to 4 years,
and girls predominated over boys in a ratio of 3:2 (Andersson, Fasth,
Andersson, Berglund, 1987). A Scottish study also reported a preva-
lence rate of 2.0 per 1000 for children aged 15 years or younger
(Steven, 1992).

A Swedish study reported an average annual incidence of 6.4 per
100,000 in boys aged 12 to 15 years (Gare & Fasth, 1992). In a major
study of an urban Belgian adolescent student population of children
between the ages of 12 and 18, a prevalence of 167 per 100,000 for
definite JCA and 301 per 100,000 for possible JCA was found (Mie-
lants, Veys, Maertens, Goemaere, 1994). In contrast, an Australian
study of children 12 and under reported a prevalence rate of 4.0 per
1000 or 40 per 100,000 (Manners & Diepeveen, 1996).

This brief incursion into the epidemiological literature was
meant to show the great variation in the estimated rate of incidence
and prevalence for JCA. For example, the estimate of children with
JCA ranges from 60,000 to 250,000 in the United States (Jaworski,
1993). As was noted earlier, any effort to draw general conclusions are
impractical and perhaps of little use because of the sheer variability
in design and population under study in these investigations. Yet, the
numbers do manage to convey, albeit somewhat erratically, the mag-
nitude of this problem. For the children with this affliction and their
families, the breadth and depth of psychological, familial, and gen-
eral psychosocial problems can be substantial.
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PSYCHOPATHOLOGY AND
PSYCHOSOCIAL PROBLEMS

As an introduction to the psychosocial and other related matters,
we narrate the case of a 21-year-old patient with RA. It must be
acknowledged that this patient, by all definition, is an adult. Yet, she
contracted the disease as an adolescent and some of the conflicts of
adolescence are all too clearly visible in this patient.

A Case of JRA

The case of Gloria encapsulates many of critical psychosocial
issues that will be presently reviewed. Gloria, aged 21, was diagnosed
with JRA in her teens. She was referred to the authors’ pain clinic by
her family physician for an investigation of her general mood. The
referring physician was very concerned that for Gloria coming to
terms with her disease was posing a major challenge. Although this
patient was no longer an adolescent, we chose to discuss her situation
because many of the common concerns expressed by older adoles-
cents were embedded in this case.

The poignant aspects of Gloria’s story were as follows. She mar-
ried a year earlier, which happened to coincide with a rather unex-
pected deterioration of her disease. She resisted visiting her rheuma-
tologist for several months. In the meantime, she was finding her job
in an animal center rather taxing. Just prior to her arrival at the pain
clinic, she received a mild reprimand, and then a week later she was
unceremoniously dismissed from her job. This job, which entailed
looking after animals, was more a vocation than a job. She had always
owned horses, enjoyed riding, and spent an extraordinary amount of
time caring for them. She was not a very promising student, just
managing to complete grade 12, and had her mind set on getting into a
horse-related business, perhaps operating a riding school. Her dream
came to a somewhat abrupt end.

She came from a well-to-do family and was the younger of two
siblings; her brother was now a successful businessman. Her father
was a retired professional and her mother a homemaker. Her family
members did not find it easy to discuss her health. Gloria’s husband
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was very understanding and sympathetic. Nevertheless, Gloria’s
main problem was herself and her almost complete unwillingness,
perhaps even inability, to begin to accept the reality of coping with
what was potentially a debilitating disease.

Her sense of loss was enormous. In a very real sense, she felt
robbed of her one and only dream: to raise horses. To counter her in-
creasing aches and pain, she redoubled her effort to undertake more
physical work. She and her husband moved into a new home and this
gave Gloria a fresh reason to be physically active.

Visits to her rheumatologist began to assume great importance.
Her sense of well-being was severely tested any time her blood tests
showed any sign of increase in disease activity. She began to make
mental notes of her subjective feelings and increased disease activity,
failing to find any direct relationship. This caused her to feel even
more frustrated, as her personal feelings of well-being were now and
again contraindicated by the level of her disease. She could not
always trust her own judgment about how well or ill she was.

Over time, Gloria began to express with great clarity her fears and
concerns. Not many of her relatives had any understanding of her
diseases. Some were even critical about her job loss, thus compound-
ing her already deflated self-image. Even her parents lacked under-
standing. Only her husband understood. She began to distance her-
self from her immediate family. In therapy, she vacillated between an
acceptance of the facts that surrounded her disease—that it had an
unpredictable course, that she was responding reasonably well to
treatment, and her almost total reluctance to consider her options—
and the challenging task of redefining herself as someone whose
physical abilities were beginning to be compromised.

This redefinition of self, when the sense of self is an adolescent
or young adult is still emerging, is most torturous. It is not a simple
matter of finding another job or perhaps not working; rather, it is
the loss of something profound: Loss of physical prowess, living with
at times severe pain, loss of activities, increased dependency and
conflict around it, sadness, anger, even depression, temptation to give
up, or acting out are all part of this struggle. This struggle depicts the
conflict of being forced to give up something familiar and valued for
something unknown. Gloria put it this way: “Everything I ever
wanted to do does not seem possible any more. Now I have no idea
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who I am.” Erikson’s concept of crisis of identity is apparent in that
rather sad statement. Gloria’s story creates a background for the rele-
vant psychosocial literature that follows.

JRA and Psychopatholegy

It is a matter of some curiosity that the quantity and quality of
literature on this topic are somewhat wanting. The actual amount of
attention given to this topic is rather limited. Much of the literature
is given to older subjects and varied diagnostic groups. There is some
suggestion of enhanced anxiety and depression in this population,
some difficulties in coping, and more family problems and increased
negative life events.

Hagglund (1995) failed to find any association between pain and
a variety of social and psychological factors. On the other hand, level
of pain was correlated with duration of disease and age. Children
tended to report more pain as they grew but curiously less pain the
longer they had JRA. They noted that recently diagnosed children
were more likely to report more pain. An interesting finding of this
study was the failure of psychological factors including depression to
predict levels of pain.

In contrast, a Finnish study found a high rate of prevalence of
psychopathology in a group of 54 children with JRA. Two interesting
findings were worthy of note: (1) There was a lack of consistency in
the personality profile of these children, meaning from a personality
point of view the group was heterogeneous; and (2) onset of the dis-
ease in a striking 37% of the children was preceded by stressful life
events.

This study confirmed an earlier study in the United Kingdom
where 80 subjects with RA ranging in age from 18 to 78 years were
investigated for psychiatric disorders (Creed, Murphy, & Jayson,
1990). Social stress was a major contributor to psychiatric morbidity
in these patients. Based on two separate measures the rate of preva-
lence was 21% and 24%. The authors warned that symptoms directly
attributable to RA may inflate the estimated prevalence and errone-
ously indicate a direct relationship between the severity of RA and
psychiatric morbidity. Vandvik (1990) reported an even higher rate of



32 Chapter 2

psychiatric and psychosocial morbidity. Positive psychiatric diag-
nosis was made in 50% of a group of 98 children recently diagnosed
with arthritic disorders. Psychosocial problems of mild severity were
evident in 64% of the children.

King and Hanson (1986) noted that children with JRA did not
have unique personality characteristics and provided little evidence
of social maladjustment. The precise role played by social stress in
the onset or exacerbation of the disease remained unclear. '

In their review of the impact of JRA on the family, Quirk and
Young (1990) concluded that the research findings on this topic were
often contradictory. They offered three reasons for this state of affairs:
(1) The use of retrospective research designs that do not system-
atically control for a number of important variables such as duration
since diagnosis of the illness, age of the child, and developmental
state of adaptation; (2) inadequate sampling techniques; and (3) fail-
ure to study the interrelationships among physical signs and symp-
toms and psychological and interpersonal functioning.

FAMILY ISSUES

Family issues can be divided broadly into three categories:
(1) The etiologic significance of family dynamics; (2) the impact of the
disease on the various aspects of family functioning; and (3) family
treatment issues. It can be stated without fear of contradiction that the
role of the family dynamics in the etiology of JRA is unknown. The
second aspect is the main focus of this section. The final aspect of
family intervention will be briefly reviewed.

Family’s Role and Function and JRA

Before we review the pertinent literature, it may be instructive
to return to Gloria’s case for a brief discussion of relevant family
issues. Gloria’s parents were not seen by us, but she and her husband
John were seen together as a part of a routine psychosocial assess-
ment. As noted earlier, the marriage appeared to be based on a solid
foundation. John had taken considerable trouble to make himself
knowledgeable about her disease. In a relatively short time, he ad-
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justed to the vagaries of the disease in that he was able to take over
family chores when Gloria was unwell. Their sexual relationship was
good, though Gloria’s level of pain was always a factor. In spite of his
considerate attitude toward her, he was never unduly protective of
Gloria. He relied on Gloria’s judgment to determine her level of
activity on a given day.

The situation, however, was vastly different with her parents and
relatives. Her father was overly concerned and her mother was pre-
occupied with her own problems. Some of Gloria’s close relatives
were dismissive of her condition and were, in fact, incredulous
about her level of disability. Gloria tried to resolve these matters by
distancing herself from her intimates.

In summary, other than her husband, few members of her family
showed much understanding her dilemma, let alone being a source
of support and understanding. Parental support could be a key factor
in coping with the disease. This lack of support was a factor contrib-
uting to Gloria’s level of distress, who was in serious conflict about
coming to terms with her condition.

One of the factors that impinges on the capacity of the parents to
be helpful is their own health and level of social stressors in their
lives. Several studies attest to this observation. Vandvik and Forseth
(1994), in a study of ten adolescents with fibromyalgia, seven of the
mothers and three of the fathers had chronic disorders. High parental
expectation was evident in eight families. In an earlier study, Vand-
vik, Hoyeraal, and Fagurtun (1989) reported high prevalence of fam-
ily difficulties and recent stressful life events in a study of 116 fami-
lies of children with JRA. A surprising 75% of the families were faced
with chronic family difficulties. The authors regretted the absence of
longitudinal studies to assess the long-term impact of the chronic
difficulties on the outcome of JRA.

In another study of JRA patients, a strong relationship was found
between the level of emotional distress of the mother and level of the
child’s pain. A somewhat paradoxical finding was that higher levels
of family harmony also showed a positive correlation with level of
reported pain (Ross, Lavigne, Hayford, Berry, et al., 1993). The precise
implication of this last finding is not self-evident.

Nevertheless, there is evidence to the contrary showing that
family harmony is an asset rather than a negative force, and at times
responses are reciprocal. In a study of 25 young subjects with JRA,
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Chaney and Peterson (1989) concluded that effective family function-
ing led to compliance with self-medication. Yet, family functioning
was not related to regimen knowledge or disease activity. A study
by Wallander and Varni (1989) also showed the value of family re-
sources in the psychological adaptation of 153 chronically ill chil-
dren, including children with JRA. Their central finding was that
variation in the psychological well-being of the children was related
both to psychological and utilitarian family resources. Furthermore,
psychological family resources contributed significantly to the pre-
diction of adjustment beyond that provided by utilitarian family
resources. In other words, the family as a whole played a major role
in determining the adjustment of the children to chronic illness.

Timko, Stovel, and Moos (1992) tested a stress and coping model
in which parental functioning was affected by ongoing life stressors,
family resources, and parents’ illness-related coping. To test their
model, they explored the adaptation of mothers and fathers of chil-
dren with JRA. The sample comprised 159 married couples; 111 of
these couples were followed up for a year.

A key finding was that poorer concurrent functioning among
both parents was explained partly by patients having more functional
disability, pain, and psychosocial problems. The reciprocal aspect of
this finding is critical to understanding the essence of the systemic
dynamics of family functioning. Change in any part of a given sys-
tem will influence all related subsystems. Mothers reported both
more depression and mastery, but both parents were similar in terms
of stress and coping factors that determined their levels of function-
ing. However, it is noteworthy that both parents had considerably
lower scores compared to a group of clinically depressed adults.
More family resources were related to less depression.

The authors concluded that the main findings of this complex
study had implications for intervention. Since similar types of risk
factors were involved in both parents’ functioning, common inter-
ventions could be helpful to both parents. The goal of such an inter-
vention would be to help parents improve their functioning in the
disrupted areas. Otherwise, the problems are likely to continue.

A literature review by Ross and associates (1993) concluded
that a variety of family, parental, and child variables influenced child
and sibling adaptation to JRA. Despite serious methodological defi-
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ciencies, new advances were facilitating improved understanding of
children and adolescents with JRA. In his review of the psychosocial
literature pertaining to JRA, Jaworski (1993) noted that in recent years
significantly improved methodologies have been employed by re-
searchers in this field. Longitudinal studies were called for to investi-
gate lasting or long-term effects of family factors on JRA. This body of
literature tends to confirm a generally held belief that the family plays
an intricate role in JRA. The family impacts on the child and vice
versa. Families with resilience, those who adapt to the changing
demands of living with a young person with JRA, those who show
psychological family resources, or families that are “healthy” are best
suited to provide a nurturing environment and enable their children
to cope successfully with their disease. The centrality of the family
in the treatment of JRA is well illustrated by the group of studies
we discussed above.

Social Support and JRA

Social support has emerged as a major area of investigation over
the past few decades. The theory underlying the concept is that effec-
tive social support acts as a buffer against morbidity, or in the pres-
ence of morbidity its effects are modified. A limited body of literature
in relation to arthritic diseases in juveniles and mixed age groups
now exists that tends to confirm the usefulness of effective social
support (Doeglas et al., 1994; Revenson, Schiaffino, Maljerovitz, &
Gibofsky, 1991; Timko, Stovel, & Baumgartner, 1995; Varni, Wilcox, &
Hanson, 1988; Wallander & Varni, 1989). Three of these studies are
related to children and clearly show the benefits of social support
(Timko et al., 1995; Varni et al.,, 1988; Wallander & Varni, 1989).
However, there is also some evidence to the contrary, where the value
of social support is not evident (Hagglund et al., 1995). A brief discus-
sion of the key findings of these studies follows. It should also be
noted that social support is intricately related to family support.

Varni and associates (1988) explored the mediating power of
social support on psychological adjustment in 23 subjects aged 5 to
15 years with JRA. Family social support was found to be a significant
predictor of psychological adjustment, accounting for 22% of vari-
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ance in each of the areas of internalizing and externalizing behavior
problems. The importance of family support received endorsement
in this study.

Wallander and Varni (1989) confirmed the above finding. In addi-
tion, however, they found that peer support in conjunction with
family support contributed to significantly better adjustment than
high social support from any one of the two sources alone.

In a study of 94 adolescents aged 12 to 23 years with JRA, Timko
and colleagues (1995) examined the relationship between acute and
chronic life stressors, stable social resources, and psychosocial func-
tioning. Their key finding was that despite a lack of any association
between life stressors and social resources to disease outcomes, sub-
jects who experienced more acute negative events and chronic life
stressors and who lacked stable social resources showed worse psy-
chosocial functioning. From the view of family support, family re-
sources moderated the relation of acute and chronic life stressors to
psychosocial functioning.

The significance of these three studies is that (one way or an-
other) they confirmed the value of family support as well as family
resources in moderating the negative effects of the disease or in
exerting a protective barrier to psychosocial problems. The value of
the family as a major, if not the main, support system in these studies
lends further credence to the adoption of a family-oriented approach
in the overall treatment of JRA. Yet, as the following section reveals,
family intervention, at least as reported in the literature, remains an
underutilized therapy.

Family Intervention

Generally, the use of family therapy has not found much favor
with the medically ill and their families. A recent comprehensive
review of the literature showed that while clinical application of
this method of treatment has been extensively reported in the litera-
ture, there is a remarkable absence of any outcome studies (Roy &
Frankel, 1995).

Despite clear empirical evidence that families affected by JRA
encounter a variety of problems, the family therapy literature is con-
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spicuous by its absence. A careful literature search failed to demon-
strate research using family therapy. Finney and Bonner (1992) con-
ducted a review of the family therapy literature, especially behavioral
family interventions designed to treat a variety of medical conditions
including JRA, and concluded that behavioral oriented family ther-
apy had not been rigorously evaluated for its efficacy. These authors
did indicate, however, optimism for systems-based family therapy
approach with medical conditions. The virtual absence of family
therapy outcome studies for JRA is a serious omission in the litera-
ture. Yet, it is possible that health care practitioners do employ family
therapy as an adjunct treatment with this group of patients and their
families. There is limited evidence to support this belief. A Univer-
sity of Minnesota survey of the activities of family therapists showed
that physical illness was indeed one of the presenting problems that
family therapists encountered with some degree of frequency (Sim-
mons & Doherty, 1995). Another investigation of the referral patterns
of a child psychiatry liaison service revealed that reasons for referral
were management of physical illness or nonorganic physical com-
plaints. Furthermore, a frequent diagnosis was of “anomalous family
situation,” and the main intervention was family therapy (McFayden,
Broster, & Black, 1995). However, literature on the entire topic of
family therapy with adolescent physically ill patients and their fami-
lies is virtually nonexistent. The general family therapy literature on
the problems of adolescence is voluminous but mostly pertains to
psychiatric conditions.

In the absence of pertinent literature, a summary of brief family
therapy with a 16-year-old patient, Joan, an only child, with JRA and
her parents is presented. This patient was referred to one of the
authors for her noncompliance with the treatment regimen. She was a
model inpatient, but once she returned home, there were drastic
changes in her behavior. She would party till late hours, often engage
in arduous physical activities such as baseball, fail to take her medi-
cation, and almost totally ignore her parent’s concerns. The parents
were beside themselves with worry and in desperate need of help. As
a first step, a meeting between the rheumatologist and the family was
arranged, during which the physician reinforced the need for compli-
ance, emphasizing that unless Joan listened to her parents and com-
plied with treatment regimen, she would be spending more time in
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the hospital than was necessary. Need for family intervention was
also reinforced, although Joan let it be known that she was in no
mood to waste her precious time “talking to a shrink.”

This type of resistance is very common in medically ill pa-
tients who fail to see any obvious connection between their condition
and the need for psychotherapy. In that situation a simple common-
sense explanation is called for. In this instance, Joan was asked to
consider that life at home was filled with conflict with her parents.
She complained constantly of being cramped by them and of course
there was no end to their nagging. Would it not be useful if all of them
could sit down for a chat to make life a easier for all of them? Joan
reflected on this proposition and halfheartedly agreed that she would
attend one session to determine if this was not a complete waste of
time for her.

In the main, the first session was a catalogue of complaints from
Joan. She felt misused by all. The following is a telescoped view of
five sessions with this family over a period of 2 months:

Joan seemed most concerned with being different from her friends.
She had to work hard to be like the others, but her mother, according to
Joan, was singularly incapable of understanding this fact. Her mother
became visibly angered by Joan’s outbursts and her father seemed to
retreat further into himself. The battle of wills between mother and
daughter was very obvious. Father’s peripheral role in the family was
also apparent. This was a source of great distress for his wife, as she
felt—quite correctly—that she had ended up carrying most of the fam-
ily burden, and to top it all was regarded by Joan as the enemy.

The task of the therapy was to join the parents in common goals
and to prescribe homework that would promote joint decision making
and common goals and purposes. The other aspect of this intervention
was to modify the nature of the struggle between mother and daughter.
This had two elements. First, that Joan should be able to engage in some
activities that would not jeopardize her health, and second, that her
mother would stop being so overprotective. Father’s task was to sup-
port his wife to achieve this goal. In other words, it was important that
Joan saw her parents as working together. To determine what sorts of
activities Joan could safely engage in, consultation was sought with
physical and occupational therapists, who, along with Joan, worked
out a plan. The parents and therapists were to ensure that Joan adhered
to the plan. However, the most important aspect of this plan was that
Joan herself had to take responsibility for her own actions.

A number of issues are noteworthy. First, Joan’s concern about her
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identity and her fear of being different from her peers accounted for
some of their noncompliance. Mother’s overinvolvement and protec-
tiveness, very common and understandable in this situation, contrib-
uted to Joan’s rebelliousness. Father’s peripheral role in the family and
his failure to support his wife led Joan to believe that her father was on
her side. Therapy resulted in bringing the father into the family orbit
and becoming a source of support for his wife and lowering her sense of
isolation and anxiety. By having the parents and the health care profes-
sionals ensure Joan’s adherence to the activities plan, but most of all by
making Joan responsible for her own behavior, much of Joan’s noncom-
pliance disappeared. The family was seen in long-term follow up, and
the changes in the family system seemed to be holding.

A note of caution must be injected at this point. This brief and
successful account of family intervention is anecdotal. There is, as
yet, a complete absence of outcome studies in family therapy to claim
success for this method of intervention with JRA or in counteracting
noncompliance through the application of family therapy.

SUMMARY

This chapter has presented JRA as a prototype for chronic pain.
The literature on JRA does not always differentiate between younger
children and the adolescent population. This made the focus on the
adolescent group somewhat diluted. Nevertheless, the problems dis-
cussed in this chapter generally confirm that JRA is not an uncom-
mon medical problem. This illness is often associated with complex
family problems and related psychosocial issues. The value of effec-
tive support systems is reinforced in study after study. Again, the
value of the family as a source of support for the patient is reiterated.
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Common Chronic
Pain Conditions in
a Nonclinical Population
of Young Adults

The distinction between adolescence and young adulthood is not
always clearly delineated in terms of physical and psychological
maturity. Thus, in looking at issues of life transition as conceptually
related to pain in young adults, there is overlap both with adoles-
cence and middle age. Functioning as a young adult brings with it
many first experiences (career and marriage) with new responsi-
bilities and accompanying increased levels of stress. First, this chap-
ter will look at prevalence rates of pain at common locations for
individuals across this age interval.

There are a number of nonclinical chronic pain conditions fre-
quently reported in late adolescence through young adulthood. Stern-
bach (1986a,b) conducted a phone survey on pain complaints that
included individuals ranging in age from 18 to 35 years. One conclu-
sion was that younger adults are more likely to experience pains of
every type than are older persons, with the exception of joint pains,
which increase sharply with age. This reported finding of a general
inverse relationship between increasing age and pain complaints
with the exception of joint pains has been found by others (Roy &
Thomas, 1986, 1987; Thomas & Roy, 1988; Thomas, Roy, & Maka-
renko, 1989; Mobily, Herr, Clark, & Wallace, 1994), although not uni-
versally (Helme & Gibson, 1996).

41
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Chronic pain patients are typically profiled in the research litera-
ture as middle-aged individuals in their 40s. In contrast, pain in
nonclinical general populations is stereotypically viewed as a prob-
lem of the elderly. As a result of these common public perceptions,
little interest and research has focused on chronic pain and nonclini-
cal pain in the young adult. What research there is in the pain litera-
ture for this age group primarily focuses on unusual illnesses or
accident-related trauma. It would appear that the expectations sur-
rounding life events for most young adults typically is focused on
establishing careers and lifelong partnerships leading to their own
families. However, recent studies in nonclinical populations (Stern-
bach, 1986a,b; Thomas, Roy, Cook, & Marykuca, 1992) have reported
high frequencies (18 to 23%) of self-reported pain in this age group.

Thomas, Roy, and Cook (1992) reported that 23% of a university
population had current pain and 10% indicated chronic pain. Demo-
graphic studies of pain in general nonclinical populations that in-
cluded young adults have not systematically looked at the distribu-
tion differences in frequency and location of pain with these age
groups. However, those pain studies that have looked at young adults
all report frequent, intermittent, and even chronic pain (Jack, 1981;
Sternbach, 1986; Thomas, 1993; Thomas & Roy, 1995).

Thomas (1993a) reported findings from a 5-year series of studies
looking at pain complaints in approximately 1300 young adults
(mean age, 19.5 years). Included in this series of studies were pain
reports not only from university students but also accompanying
pain reports from smaller samples of parents, siblings, and dating
partners. Subjects were 1363 first-year university students recruited
through introductory psychology courses. Criteria for selection of
subgroups of subjects varied. For example, 202 students were se-
lected on the basis that they and their parents both filled out a general
health and pain questionnaire to look at family pain patterns. In the
next subgroup, 108 were students selected on the basis of having
chronic pain that was not responding to current medical treatment.
Another 201 students were selected on the basis that they their par-
ents and their long-term dating partners all filled out a health, pain,
and sympathy questionnaire. In another subgroup of subjects, 408
students were selected to answer questions about their pain as well
as the severity of parental physical punishment during their child-
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hood. In the last subgroup of subjects, there were 222 students and an
additional 222 of their closest-aged siblings who filled out a health
and pain questionnaire. All subjects, however, answered a core of
common questions composed of demographic questions, health his-
tory, pain descriptions, depression scores, and self-esteem scores.
Different subjects selected by different criteria responded to varied
other psychological measures. A demographic profile of this large
Canadian student sample based on age, sex, family income, religious
affiliation, and employment status indicated that this sample was
representative of first-year university students along most social eco-
nomic status dimensions.

In one of the first investigations conducted in this multigrouped
young adult university sample was a comparison between a group
that reported chronic clinical pain and a group that reported only
intermittent pain. The two groups were compared on their medical
histories for common childhood diseases, injuries, and handicaps. In
almost all instances the young adults reporting chronic pain also
reported higher frequencies of common childhood illnesses and dis-
eases. These findings suggested that a “sick role” was probably al-
ready established prior to their current chronic pain experiences.
Thus, life transition to young adulthood may impact those individ-
uals with already well-established pain behaviors differently than
young adults reporting pain related to stresses of transition in becom-
ing adults.

Next, those subjects with and without chronic pain were com-
pared on most frequent pain locations, severity, duration, and ad-
ditional collateral information regarding treatment. The chronic
pain group reported higher frequencies of pain at all five common
pain locations surveyed. As well, the young adults in the chronic
pain group also reported higher incidence of collateral pain behav-
iors such as missing school and taking medication more frequently
(see Table 3.1). Of particular interest, however, was the finding that
the pain reported by all the young adult subjects from both the
chronic pain group as well as the non—chronic pain group tended to
be of low severity. There were two exceptions to these reports of
frequent but low pain severity. The exceptions to generally low pain
severity ratings were headache and back pain in the chronic pain
group. These findings of overall low pain severity reported by young
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Table 3.2. Average Ratings
of Pain Severity by Pain Location®

General student sample  Chronic pain sample

(n = 638) (n = 108)
1. Head 2.62 3.03
2. Neck 2.00 2.67
3. Back 2.41 3.31
4. Muscle 2.11 2.53
5. Chest 1.73 2.01
6. Joint 1.94 2.57

dRating scale 1-5: 1, no pain to 5, most severe pain.

adults are consistent with those reported in other studies (Von Korff
etal., 1988) (see Table 3.2). In addition, the psychological functioning
profile of scores for depression, self-esteem, disability, denial, and so-
matizating for the chronic pain group did not fall within psycho-
pathological ranges. It would seem that although there was wide-
spread pain reported across a typical week for the subjects in the
larger sample of young adults (N = 1363) ranging from 30% to 62%
depending upon the location (see Tables 3.3-3.5), the pain was mini-
mally disabling due to low levels of severity reported.

Next, Thomas and Roy (1995) conducted a series of regression
analyses with the larger composite sample of university students that
looked at combinations of demographic, health history, ratings of
disability, and psychological functioning as factors associated with

Table 3.3. Illness Behavior Questionnaires (IBQ) Mean Score?

General student sample  Chronic.pain sample

(n = 522) (n = 108)
1. General hypochondriasis 1.49 1.89 (0-9)®
2. Disease conviction 1.27 2.36 (0-6)
3. Psychological vs. somatic 1.87 1.55 (0-4)
4. Affective inhibition 0.97 0.93 (0-5)
5. Affective disturbance 0.86 1.27 (0-5)
6. Denial of life 2.13 1.85 (0-5)
7. Irritability 0.75 1.07 (0-5)

aAll scores were in the nonclinical range.
bNumbers in parentheses are the range.
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Table 3.4. Additional Psychological Measures

General student sample  Chronic pain sample

(n = 840) (n = 108)
Beck-Depression 8.07 10.18¢
Rosenberg Self-Esteem Scale 31.54 31.19P

aNondepressed.
bNormal range.

reported pain locations, severity, duration, and helpfulness of treat-
ment. Of the regressions only one predicting pain duration was strong
enough to have practical implications. Pain that was likely to be
longer-lasting in a young adult population was associated with higher
pain intensity, caused by an accident, were more debilitating socially,
and was related to lower self-esteem as well as taking antidepressant
medication (Table 3.6).

PREVALENCE BY PAIN LOCATION
Following the Thomas and Roy (1995) study, Thomas (1994)

reported detailed information on comparative frequencies for differ-
ent pain locations during a past-week interval. The sample surveyed

Table 3.5. Student Mean Pain Disability Scores

General student sample  Chronic pain sample

(n =522) (n=108)
Questions: How much does pain
interfere with your ...72

1. Family/home duties 1.18 2.56
2. Recreation 1.62 4.28
3. Social activity 1.25 241
4. Occupation 1.27 3.18
5. Sexual behavior 0.77 1.53
6. Self care 0.72 1.47
7. Life support activity 0.66 1.43
Total disability scoreb 7.53 16.53

aIndividual disability question scale range 0-10.
bTotal disability scale range 0-70.
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Table 3.6. Regression Models for Students
in Canadian General Population:
Variables Predicting Duration of Pain Today

Variables® R? partial RZmodel Prob > F value
1. Pain dis:life supt® 0.19 0.19 0.009
2. Rain due accident 0.13 0.33 0.019
3. Self-concept 0.13 0.47 0.009
4. Pain intensity 0.07 0.54 0.037
5. Taken meds depress 0.07 0.61 0.034
6. Pain dis: total sc? 0.10 0.72 0.004

aSix variables account for 72% of variance (n = 502).
bPain disability scale.

was a young adult sample of university students and their siblings
closest in age (N = 444, age range 13 to 25 years old). The university
subjects and their siblings were assigned to one of four groups. Thg
first group comprised full biological siblings; the second group com-
prised identical twins; the third group comprised half siblings; and
the fourth group comprised step siblings (Table 3.7). All the young
adults in this study reported on pain during the past week at six
common locations: (1) headache, (2) neck, (3) back, (4) chest, (5) mus-
cle, and (6) joint. For all groupings, headache, muscle, and back pain
were the most frequent locations of reported pain and chest pain was
the least frequently reported pain location. This finding was consis-
tent with the previous literature (Crook, Rideout, & Browne, 1984;
Thomas, Roy, & Cook, 1992).

Table 3.7. Demographic Data for Sibling Subsample

Identical ~ Natural Half Step
twins siblings  siblings  sibling
Variable (n=18) (n=360) (n=34) (n=32)
Age 17.9 19.1 19.8 19.2
Males 66.7% 56.6% 55.9% 62.5%
Females 33.3% 43.4% 44.1% 37.5%
Family income 72,000 68,000 67,000 86,000

Average number of siblings 1.8 2.3 2.7 2.1
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It would appear that because chest pain was the least common
site for pain for these young adults, it generated greater concern when
it occurred, since typical pain behaviors indicated that for all subjects
chest pain was the pain location rated most likely to prompt a visit to
a physician and the location most likely to cause subjects to miss
work or school. In contrast, for all subjects, headache was the pain
consistently rated as most severe, the pain location most likely to
prompt taking medication, and the location that interfered most with
social activities and responsibilities (Table 3.8).

The demographics in this sample of students and their siblings
strongly suggested that it was a representative sample on several
dimensions of Canadian university students between 18 and 25 years
old. For example, the ratio of sex of pairs sampled was the same as
would be expected from a random population sample (Table 3.9).
Prevalence rates for current pain reported in this sample of young
adults was 25.3%, which is generally consistent with other studies
where current pain ranged between 15% (Jack, 1981), 20% (Crook,
Rideout, & Browne, 1984), 18% (Sternbach, 1986a), and 20% (Thomas,
Roy, & Makarenko, 1989). Thus, the reported pain frequencies by
location in these series of studies continue to contradict the view that
normative health in a general sample of young adults is generally
pain free.

Table 3.8. Reports of Pain by Location
in Past Week in Sample®

Identical Natural Half Step

twins siblings  siblings  siblings
Pain location (%) (%) (%) (%)
Headache 72.2 54.1 52.9 71.8
Neck 22.2 23.3 26.4 34.3
Back 33.3 32.2 38.2 46.8
Muscle 44.4 34.7 26.4 34.3
Chest 11.1 9.4 5.8 31
Joint 11.1 17.2 235 25.0

dPercentages are greater than 100% because reports for location were
not mutually exclusive.
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Table 3.9. Subject Demographics from Intact
Families of Twins and Biological Sibling Pairs

Twin pair distribution by sex

Male/male 6 pairs 67%

Female/female 3 pairs  33%
Biological sibling pair distribution by sex

Male/female 90 pairs 50%

Male/male 51 pairs 28%

Female/female 39 pairs  22%

FAMILY PATTERNS OF PAIN
FOUND IN YOUNG ADULTS

Thomas (1994) found that the distribution of pain complaints in
young adults was not random across individuals but instead was
focused frequently within some families and not present or mini-
mally so in other families. For example, it was found that both mem-
bers of sibling pairs within families reported pain in the same loca-
tion at one of six possible sites with high frequency in the past week
(Table 3.10). This result was generally consistent with the clinical
pain literature where Payne and Norfleet (1986) reported that 78% of
family members of chronic pain patients also reported pain. Apley

Table 3.10. Siblings Pairs Where Both Reported
Pain at the Same Location During the Past Week
(Only from Subjects Reporting Pain)?

Identical Biological Half Step
twin siblings  siblings  siblings

Pain location (%) (%) (%) (%)
Headache 61.5 55.3 33.3 78.2
Neck 50.0 30.9 22.2 36.3
Back 33.3 39.6 46.1 53.3
Muscle 50.0 40.0 22.2 54.5
Chest 00.0 11.7 00.0 00.0
Joint 00.0 16.1 25.0 50.0

9Pain locations are greater than 100% because data reports for multiple
pain locations across the week interval.
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(1975) also found that clinical pain in one sibling was associated with
six times the frequency of pain in other siblings compared to controls.
Family influences appear to be critical in the distribution of clinical
pain behaviors in young adults. Yet, it is still not clear what mecha-
nisms are responsible for a skewed distribution of pain complaints
within family units rather than having pain complaints randomly
distributed on an individual basis in young adults. These findings
suggest that life transition factors operate not only on individuals but
families of origin as well with regard to pain features such as location
for most frequent pain complaints.

In another study, Thomas, Roy, and Cook (1992) also investigated
the distribution of reported pain location within families. This time,
however, the investigation looked at similarities in pain locations
between young adult university students and their parents as well as
their long-term dating partners. Two hundred university students
responded to a pain questionnaire on different pain locations. As
well as similarities in location of most frequent pain complaints, the
subsamples of dating partners and parents (31 dating partners, 37
mothers, and 30 fathers) also provided a validity check on students’
reports of location for their pain complaints. Results indicated ap-
proximately 23% of the students in this sample reported current
pain, with 15% reporting currently taking medication for their pain.
Nineteen percent stated they had chronic pain and 21% of these
reported being in treatment for their chronic pain. In regard to family
patterns for pain location, male students and their fathers tended to
complain of back pain most frequently, while female students and
their mothers had the greatest similarity in headache complaints.

EXPLANATIONS FOR REPORTED
PAIN DISTRIBUTIONS

The pain literature has investigated several possible explana-
tions that could account for biasing factors in distribution of pain
complaints in young adults. Possible explanations include such
widely divergent transmission mechanisms as reinforcement and
modeling to genetic predispositions for the development of pain
behaviors (Edwards et al., 1985; Violon & Giurgea, 1983). As can be
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seen from the most common factors investigated in the pain litera-
ture, there is almost no discussion of the role age and life stage may
play on changing demographic patterns of pain complaints between
young adults and children or middle-aged individuals. There also is
no discussion of the impact of life transition on changes in trends for
most common pain locations as a function of age.

Attempts to explain systematic patterns of location for pain com-
plaints by age, family, or gender have focused most often on learning
theory. This theory asserts that reinforcement patterns of family
members for pain behaviors are the primary mechanism to influence
individuals’ pain complaints (Flor, Turk, & Rudy, 1989). For example,
reinforcement of pain behaviors by parents at an early age could
influence lifetime pain experiences of individuals (Turk, Flor, &
Rudy, 1987), such that parents who positively respond to their chil-
dren when they express illness behaviors may predispose their chil-
dren to chronic pain problems in the future (Turkat & Adams, 1982).
Vicarious learning by observing family models is another possible
explanation that might influence distribution of pain complaints,
causing them to be focused within families. This process could also
be responsible for transmitting physiological responses, which are
associated with the experience of pain, from parents to children (Vio-
lon & Giurgea, 1983).

Alternately, the skewed distribution of pain reports within fami-
lies may indicate the possibility that certain pain experiences are
inherited (Edwards et al., 1985). Wolf (1978), for example, through his
comparisons of the prevalence of migraine headaches in mothers and
their children, asserted that migraine pain is transmitted through a
recessive gene. The possibility that individuals inherit vulnera-
bilities of certain organ systems or “hypersensitivity to nociceptive
stimuli” (Turk et al., 1987) that contribute to the occurrence of pain
experiences have also been suggested.

Another possible genetic explanation has been that particular
physical conditions are inherited, such as lower physical energy
levels or excessive sympathetic arousal, which would have implica-
tions for the experience of pain (Edwards et al., 1985). In the pain
literature, chronic headaches, lower back pain, dental pain, and gen-
eral pain indicate some possibility of a transmission process of pain
complaints in families (Turkat, Kuczmierczyk, & Adams, 1984; Turk
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etal., 1987). Although most research dealing with the transmission of
pain behaviors to younger children and adolescents has focused on
clinical populations, these data indicate that the transmission of pain
behaviors in non—chronic pain families may also occur, resulting in
nonuniform distribution of pain complaints in young adults (Thomas,
1994). Although it might appear that genetic explanations for distri-
bution of pain complaints in families would be incompatible with life
transition concepts regarding pain, this is not the case. By their very
nature, important life transitions (such as puberty) along some di-
mensions occur primarily as the result of genetically triggered and
determined physical events.

SYMPATHY AND DISTRIBUTION
OF PAIN COMPLAINTS

Continuing to look for an explanation for the nonrandom distri-
bution in pain reporting in young adults, Thomas (1993a) investi-
gated sympathy and family constellations. One type of life transition
that is becoming a more frequent experience for individuals and
families is divorce and remarriage. Patterns of pain complaints from
families experiencing divorce and remarriage were compared with
families remaining intact. There were four family patterns investi-
gated. Intact families were defined as those with children where one
child was a young adult attending university and their sibling was an
(1) identical twin or (2) full biological sibling, while blended families
were defined as having one child who was a young adult attending
university and their sibling was either a (3) half or (4) stepsibling.

Perceived sympathy by family members has been shown to influ-
ence pain reporting in clinical populations (Edwards et al., 1985;
Romano, Turner, Jensen, Friedman, et al., 1995). Results indicated
that mothers were perceived as the most sympathetic family member
independent of all pain locations. Fathers were perceived as the next-
most sympathetic family member but only in natural biological fami-
lies (composed of twins and full siblings). In contrast, in the blended
families, siblings and fathers were perceived as roughly equal in
sympathy across pain locations. Interestingly, parental sympathy for
their children’s pain appeared highest in biological families as com-
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pared to blended families. For blended families with genetically un-
related stepsiblings, perceived sympathy for pain was generally seen
as equal when coming from fathers and stepsiblings. Although cir-
cumspect, these findings are suggestive that life transition events
such as divorce and remarriage indeed do impact on factors influenc-
ing pain behaviors in young adults.

To summarize, the highest ratings of perceived sympathy within
the family were not systematically related to the most frequently
reported pain locations in young adults. As well, the high and consis-
tent ratings of sympathy from mothers toward pain did not neces-
sarily explain the skewed distribution of pain complaints in young
adults, since ratings of perceived sympathy were not significantly
higher within families where both siblings reported pain as com-
pared to families where only one or even no siblings reported pain.
These findings, along with the lack of equivalent levels of frequencies
in pain locations between parents and children, suggest that neither
sympathy alone nor modeling appear to explain the distribution of
pain complaints found in families with young adult siblings. Life
transition events in the families of origin appear to be a factor influ-
encing pain in young adults (Table 3.11).

Another theoretical explanation for the apparently nonrandom
distribution of pain complaints individually across young adults is
genetic. The biological relatedness between siblings has been investi-
gated for the similarity in frequencies and locations of pain com-
plaints. The data reported did not indicate a significant relationship
between reported pain locations and the degree of genetic common-
ality between siblings. In fact, there were indications to the contrary,
emphasized by the group of stepsibling pairs who reported similarity
for pain locations (with one exception) greater than the pairs of
identical twins. However, there was a significant interactive effect
between genetic relationship and the environmental factor of time
living together in a family setting for similarity in pain complaints in
siblings. This finding appears to be consistent with the clinical litera-
ture, where it has been reported that clinical pain in one sibling was
associated with six times the frequency of pain in other siblings as
compared to controls {Apley, 1975). Similarly, Payne and Norfleet
(1986) reported 78% of family members of chronic pain patients
also reported pain.
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Table 3.11. Reported Sources of Sympathy Ratings for Pain Locations

Father (n = 18) Mother (n = 18) Sibling (n = 18)
Twins
Headache 5.7 11.5 2.9
Neck 6.2 10.4 3.1
Back 6.8 11.7 3.7
Muscle 6.2 10.7 3.7
Chest 5.5 9.4 3.7
Joint 6.6 10.1 3.2
Total 38.1 64.1 20.2

Father (n = 360) Mother (n = 360) Sibling (n = 360)

Biological siblings

Headache 7.3 11.7 5.9
Neck 7.6 11.6 6.1
Back 8.2 12.4 6.8
Muscle 7.7 11.4 6.2
Chest 7.6 11.2 6.1
Joint 7.2 10.8 6.0
Total 46.3 68.6 37.2
Father (n = 34) Mother (n = 34) Sibling (n = 34)
Half siblings
Headache 5.3 11.7 5.9
Neck 5.8 11.2 5.5
Back 6.6 12.6 6.0
Muscle 5.8 10.9 4.8
Chest 6.9 11.7 5.4
Joint 5.5 10.6 6.0
Total 36.2 69.3 38.9

Father (n = 32) Mother (n = 32) Sibl‘ing (n=32)

Step siblings

Headache 6.4 11.4 6.9
Neck 6.9 12.1 6.8
Back 7.6 12.7 7.4
Muscle ’ 6.3 11.3 6.7
Chest 6.7 10.4 6.4
Joint 6.6 10.9 6.5
Total 40.5 68.1 40.8

aScores range from —42 top 156.
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PARENTING STYLES
WITH HIGH CORPORAL PUNISHMENT
AS A FACTOR IN PAIN REPORTS
IN YOUNG ADULTS

The proposition that somatic pain in young adults can be an
expression of childhood neglect and abuse has been proposed by
Engel (1959). Violon (1985) and Violon and Giurgea (1983) suggest
_that nonorganic pain in adults is frequently related to childhood
abuse and neglect. However, the fact remains that psychological
abuse does not invariably lead to somatizing behavior. The pain
literature has not previously assessed the impact of punitive parental
practices of discipline and current pain reporting. The results of
Berger, Knutson, Mehm, and Perkins (1988) showed that their sam-
ple, which consisted primarily of middle-class young adults, had
experienced a wide range of physical discipline during childhood.
Over 12% of their sample described being injured by the discipline of
their parents and identified the specific injuries. It is interesting to
note that even though 12.1% of respondents identified themselves as
being injured by parents, fewer than 3% of respondents labeled them-
selves as having been physically abused as a child. This suggests a
disparity between what one considers to have been abuse toward
oneself and professional or public criteria for abuse. Of those who
received broken bones, only 43% classified themselves as being
physically abused. Also, only 35—-38% of those receiving burns, cuts,
dental injuries, or head injuries classified themselves as physically
abused.

Marykuca (1994) investigated the relationship between abuse
and pain in a young, nonclinical population (N = 409) of first-year
university students. He reported that the perception of having had a
punitive childhood was not significantly related to current pain re-
ports in a young adult university student population.

In a collateral study by Roy, Marykuca, Thomas, and Cook (1993),
the association between childhood abuse and complaints of pain was
investigated. A survey of 409 first-year university students yielded
18 abused persons. They were closely matched for demographic char-
acteristics with 18 nonabused students. The two groups were com-
pared for presence of pain problems, their severity, and methods of



56 Chapter 3

treatment. The 18 abused subjects were 4.4% of the total sample. This
figure is higher than prevalence of self-rated abuse in the student
population in the normative group for surveys. Pain as an ongoing
symptom was relatively common in both groups. The following pain
sites were reported by the abused and the nonabused students, re-
spectively: back pain, 33% and 44%; headache, 44% and 28%; neck,
22% and 17%; muscle, 22% and 28%; joint, 28% and 39%; stomach,
17% and 11%; and internal pain, 11% and 6%. The average duration
of pain for the abused group was 57 months, with a range of 3 to 192
months. For the control group, the mean duration of pain was 46
months, with a range of 4 to 99 months. These differences were non-
significant, although the trend was for the abused group to report
longer duration of pain. Overall, in a young adult nonclinical but
abused group, reported pain was not more prevalent than in a
matched control group. In this instance it would appear that negative
life events do not necessarily have an impact through modifying pain
behaviors.

MEMORY AS A FACTOR INFLUENCING
PREVALENCE OF PAIN REPORTS
IN YOUNG ADULTS

One mechanism that links life events, transition periods, and
current pain functioning in young adults is their memory for child-
hood and adolescence. Retrospective reports of pain are almost uni-
versal as the method of data collection for prevalence rates of pain
in epidemiological studies with all age groups and not just young
adults. However, reliability of memory becomes a critical meth-
odological issue as time increases between earlier life events and the
recall of that event. Life transitions are an ongoing process that do not
interact uniformly across individuals.

Research has found that typically an adult’s earliest memories
are reported as being from between the third and fourth years of
childhood (Kihlstrom & Harackiewicz, 1982). Memories are usually
incomplete before the age of 7, and those that are remembered are
often linked to some event that is of personal significance.

Heuer and Reisberg (1990) have suggested that memory for pain-
ful events is susceptible to change. Clearly, the turbulence of life
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transitions would be a factor capable of metamorphosing memories of
previous pain experiences. Kihlstrom and Harackiewicz (1982) found
that one characteristic of unpleasant and traumatic memories is that
they are quite susceptible to change. In contrast, Conway (1990) re-
ported that vivid memories, which include pain memories, seem to
be consistent over time. Christianson and Loftus (1990) looked at the
characteristics of traumatic memory in which painful physical events
were considered. They found that individuals exhibited relatively
accurate memory for the central details of an emotional event but
inaccurate recollection of the details surrounding the event.

One study on memory for everyday painful events compared
young adult university students and seniors from the general commu-
nity for worst pain memories (Roy, Thomas, & Makarenko, 1990). It
was found that both groups had a tendency to recall more recent pain
events as more painful than past pain events. It was also found that
when a pain memory was recalled from the past, it was usually
associated with something traumatic, emotional, or meaningful.
These findings are consistent with those reported by Usher and
Neisser (1993) that being hospitalized during the third and fourth
years of life persisted into adult memory. Morley (1993) found that of
memories for everyday events, vivid memories of painful events were
the most easily retrieved.

Studies suggest that postevent information can be a factor that
leads to the inability to accurately remember an original event (Belli,
1989; Loftus & Hoffman, 1989; Weinberg, Wadsworth, & Baron, 1983).
The literature also suggests credibility of the individual presenting
misleading information is another important factor that must be con-
sidered when examining the influence of suggestion on memory
(McGinnies & Ward, 1980).

Thomas et al., in an unpublished work presented at the Canadian
Psychological Association Annual Conference in 1996, reported on
the influence of suggestion of pain location and the credibility of the
suggestion source on memory for the most physically painful event
before the age of 10. Young adult university students received a
suggestion from a high- or low-credible source of either a neutral,
head, or stomach location as the most common location for childhood
pain. Subjects then reported their memory for their worst pain before
age 10.

The sample consisted of 111 students (49 males and 62 females)
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ranging in age from 18 to 39 years. In addition, a random subsample of
mothers (25%) were given questionnaires to verify the participant’s
reports of past traumatic pain in childhood. Findings indicated a
significant inverse correlation between memory and suggestibility.
However, memory and suggestibility were not significantly corre-
lated with suggested pain location. In 25% of the subjects, responses
were compared to mothers’ responses; 70% of the mothers indicated
the same location for worst pain before age 10 of pain as the young
adults reported from their memory.

The results from the study did not support the hypothesis that
prevalence rates of retrospectively reported pain in young adults
were significantly influenced by postevent factors such as suggestion.
The inverse relationship between memory and suggestibility sug-
gested that if reported pain prevalence rates are unreliable, then it
most likely occurs with subjects with poor memories who tended to
be more susceptible to suggestion than those subjects with good
memories.

CONCLUSIONS

Pain is a multidimensional concept with physical, biochemical,
neurological and psychological aspects, as well as context influences
such as life events and transition factors. Because the phenomenon of
pain is complex, the theoretical understanding of the physical mech-
anisms underlying pain often differ from patients’ perceptions of the
experience (Benjamin et al., 1988). Given this complexity, there are a
number of contextual factors such as family stability and form, child-
hood discipline practices, and memory for past pain experiences that
appear capable of influencing the reported prevalence rates at differ-
ent locations for pain in young adults. Only recently have studies
investigating distribution of reported pain in young adults included
general populations rather than relying solely on selected clinical
samples (Jack, 1981; Sternbach, 1986a,b).

The demographics of the young adult samples investigated in the
series of studies reported by Thomas (1993a) do not lend themselves
to direct comparisons with most chronic pain populations. With this
caution, the young adult multisamples of university students and
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their siblings still reported high frequencies of weekly pain. The high
levels of pain reported were of particular interest: current pain, 25%,
while pain during the past week exceeded 60%. The report of one of
four university students experiencing pain at some location at any
given time indicates this age group has frequent pain, which is con-
sistent with the average in previous studies, which ranged from 15%
(Sternbach, 1986a) to 20% (Roy, Thomas, & Makarenko, 1990).

The psychological and disability scores for these students, how-
ever, suggest that the pain experienced is minimally disruptive to
their daily functioning. These findings suggest that frequent and/or
“chronic” pain experiences are more common than thought in young
adults, but that high pain frequency is not necessarily associated with
psychological pathology or daily functional disability. For all sam-
ples reported by Thomas (1993a), headache, muscle, and back pain
were the most frequent locations of reported pain and chest pain was
the least frequently reported pain location. Thus, the reported pain
frequencies by location in this study continue to contradict the view
that normative health in a general sample of young adults is generally
pain free.

In conclusion, the sibling subjects in this study appear to be a
representative nonclinical pain sample of this age group in their
reported pain frequencies and locations. However, interpretation of
the findings from these series of studies is limited in its gener-
alizability because the samples were drawn primarily from a univer-
sity population. Also, the data from all the siblings in the families
were not assessed; only data from those siblings closest in age to the
university part of the sample were assessed (the average number of
siblings in the families surveyed was slightly greater than three).
Thus, the representativeness of the data from the reporting sibling
pairs in a family is unknown. Even with the limitations in this
study, the findings still strongly suggest that pain reports are not
randomly distributed in sibling pairs of young adults in a nonclinical
population.

The results in this study also appeared nonsupportive of a direct
genetic explanation as a general theoretical family factor that ex-
plains the highly similar pain patterns found in the siblings. The
findings further seem to indicate that family sympathy is not signifi-
cantly related to pain locations most frequently reported by young
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adults in this sample. However, there were a number of findings that
were consistent with the theoretical view that past life events and
current life transition processes likely have a role (as yet most unde-
fined by direct research findings) in pain behaviors in young adults.

Although attendance is greatest at pain clinics during middle
age, the origin of the ongoing patterns of pain complaints would
appear to be during adolescence and young adulthood (Thomas,
1994; Thomas & Roy, 1995). Without longitudinal studies, there is no
certainty that those individuals who report frequent pains during
adolescence and young adulthood will eventually be the group from
whom individuals who will develop chronic pain. At this time it is
evident that pain complaints are focused within families rather than
randomly distributed individually. This finding, however, still al-
lows understanding of the relative importance of various categories
of variables such as genetic—biological vulnerability and social learn-
ing such as family modeling or reinforcement versus individual dis-
positions such as depression and/or somatic anxieties for young
adults. The findings in this chapter do suggest, however, that etio-
logic understanding of chronic pain in middle age will likely need to
take a longer time—age perspective and to see chronic pain as a
pattern that is likely present far earlier than previously thought. The
mechanisms of how the earlier subclinical patterns of pain and ac-
companying psychological dysfunction transform into chronic pain,
however, is still to be determined.



CHAPTER 4

Chronic Pain
and Family Functioning
in College Students

Entering university is an enormous transition in the lives of most
young people. The extent of change is determined by a number of
factors such as leaving home or even going to another country and
culture. University life itself is quite different from high school and
demands a great deal of adaptive skills to adjust to an environment
where the student has an unprecedented level of personal freedom.
A quick search reveals a burgeoning literature on family-related
stress issues for college students. These issues cover a wide spectrum,
ranging from withdrawing from university (Sartoris & Vanderwell,
1981) to parental financial support (Bunnett, 1975) to psychological
problems in students (Teoh, 1974). Health problems for students re-
lated to life events have also come under scrutiny (Anderson & Ar-
noult, 1989; Bunce, Larsen, & Peterson, 1995; Cohen, Simons, Rose, &
McGowan, 1986; Diedricks, 1995; Duckitt & Broll, 1982; Evans, Pitts,
& Smith, 1988; Flett, Blankstein, Kirk, Hicken, & Watson, 1995). A few
of these studies are briefly discussed.

In a retrospective study of 159 college students, Anderson and
Arnoult (1989) found that negative stress (caused by undesirable life
events) was directly related to both psychological and physical
health as a main effect, but positive stress (caused by desirable
events) was not.

The role of social support as a moderator or buffer against nega-
tive stress was tested in a population of 77 undergraduates during
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transition from high school to college (Diedricks, 1995). Negative
events were not related to distress symptoms, and the relationship
between life events, social support, and psychological symptoms was
not clear. An earlier study by Duckitt and Broll (1982), involving 139
students who participated in a prospective study, also failed to con-
firm the hypothesis that social support had a moderating effect on
health impairments due to negative life events.

A prospective study of 30 undergraduate students explored the
role of minor life events and onset of minor infections (Evans, Pitts,
& Smith, 1988). Students kept a daily journal of desirable and unde-
sirable events, as well as information regarding their physical health.
Results showed that compared to carefully matched controlled days,
illness episodes were followed by a significant decrease in desirable
events of the previous 4 days. This is a rather unique and important
study for demonstrating the very short-term effects of lack of positive
events and not just the presence of negative events on minor ill-
nesses.

This brief excursion into life events and social support literature
points up some existing uncertainties about the protective power of
social support to mitigate or obliterate the negative consequences of
undesirable life events. On the other hand, some level of consensus
on the question of the effects of undesirable life events on health does
exist. Yet, a vast majority of students seem to go through this phase
without much trial and tribulation. For a few, university life becomes
a daily test of will and power of perseverance. Anxiety, especially in
the early days of university life, is relatively common.

Over the past 10 years or so, we have conducted a series of studies
to investigate many of the social and clinical dimensions of chronic
pain in a nonclinical population of university students. In the pre-
vious chapter, we discussed some of our more salient findings about
the nature and extent of pain. This chapter explores the psychosocial
aspects, mainly focusing on the family issues, as they impinge on the
overall functioning of the students. It must be stated at the outset that
in exploring the pain-related issues in this population we are examin-
ing mainly a basically healthy population, who have demonstrated
sufficient intellectual and other skills to avail themselves of univer-
sity education.

Before embarking on the main purpose of this chapter, which is
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to present and discuss our own research, the broad literature pertain-
ing to the pain and family issues in this population is presented.
Surprisingly, the family aspects of college students have not been a
popular topic for researchers. The existing literature, albeit slender
in scope, examines the family problems of college students from
varied perspectives, ranging from general emotional problems to
drug addiction to reasons for withdrawal from university education.
This literature is presented in the hope that it will acquaint the reader
with a general appreciation of family problems encountered by col-
lege and university students. The literature review that follows is
more of an annotation than a critical review, although serious meth-
odological problems, when called for, will be discussed.

LITERATURE REVIEW

The literature is so disparate that it defies convenient classifica-
tion. In broad terms, however, it is the population under study that
unites them. A few studies have addressed family issues in relation to
addiction and health problems in students (Blotcky, 1981; Buelow,
1995; Buelow & Buelow, 1995; Hill, Nord, & Blow, 1992; Siksna, 1988;
Wampler, Fischer, Thomas, & Lyness, 1993; Wright & Moore, 1982).
These studies tend to confirm that family issues appear to play some
role in the drug and alcohol addiction among college students.

Wright and Moore (1982) surveyed 619 undergraduate students.
Just over 13% of male and 4.2% of female students reported addic-
tion problems. It should be noted that no independent verification
was sought for the students’ perceived drug abuse. Both groups
showed significant family problems, ranging from parental abuse to
parental anger and rejection. For male students, in addition to abuse,
drug addiction was significantly related to perceived maternal emo-
tional problems, parental rejection and anger, feelings of boredom,
and lack of appreciation by parents. For female students, factors were
similar except for maternal drinking. Major methodological flaws in
this study were the sole reliance on the survey data and the complete
absence of standardized instruments, such as a family functioning
scale, to assess with some degree of authenticity and veracity stu-
dents’ self-reports.



64 Chapter 4

A Swedish study involving 190 university students also reported
serious family and addiction problems in 36 students, who did not
have the necessary qualifications for university entrance but were
nonetheless admitted (Siksna, 1988). Compared to other students,
this group demonstrated a much higher rate of consultation with the
university psychiatric services.

Hill, Nord, and Blow (1992), in a study of alcoholism among 40
adults aged 18 to 30 years (somewhat older age group than university
students), assessed the consequences of family history and environ-
ment on their drinking. Twenty parents were alcohol dependent and
another 20 were social drinkers. Family information was based on an
home environment interview.

Parental alcoholism was also investigated by Wampler and col-
leagues (1993), who examined relationships among addiction in fam-
ily members, family functioning, which was assessed by Family
Adaptability and Cohesion Scale II, and risk estimation for 169 col-
lege students. Both family functioning and presence of an alcoholic
parent contributed significantly to offspring alcoholism. However,
alcoholism in a parent showed a direct relationship with a high risk
of alcoholism in their children. Family functioning was an indirect
risk. High levels of drinking were noted in both parents and childen.
Yet, the most significant family factor related to alcohol abuse was
parental alcoholism. Abusive punishment and poor emotional health
also emerged as significant factors with the alcohol-dependent stu-
dents. The authors concluded that the environmiental interactions
with alcohol-dependent parents were the most powerful predictors
of alcohol abuse in young people.

Two studies were conducted by Buelow (1995) and Buelow and
Buelow (1995). Buelow and Buelow (1995) examined the gender dif-
ferences in the etiology and consequences of drug abuse in 28 female
and 25 male undergraduates. The Family Function Inventory was
used to assess family-related problems. No significant differences
emerged between the two groups. As for the consequences, male
subjects were more likely to neglect their duties, whereas women ran
the risk of blacking out and losing friends.

In the second study, Buelow (1995) investigated family relations,
college adjustment, and chemical dependence in 245 college stu-
dents. These students were divided into three groups: (1) homes with
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serious drug dependency problem, (2) dysfunctional homes where
addiction was not an issue, and (3) nonabusive and well-functioning
families. Among other measures, the Family Function Inventory and
the Role Relationship Inventory were used. Slowed adult role assimi-
lation in families emerged as a significant predictor for alcohol
and drug abuse. Children were also more likely to encounter prob-
lems in their transition to adult roles.

Finally, in a study of 72 university students, Blotcky (1981) found
that family dysfunction was a major contributory factor in the dura-
tion of physical health problems, but was not significant in the eti-
ology of physical illness. This study was correlational, and while
showing an interesting association between family dysfunction and
ill health, the mechanisms involved in that process were not self-
evident.

The family literature on the university student population is
limited. In this overview, we have tried to show that family dysfunc-
tion due to health and social problems is not uncommon. In the
remainder of this chapter, we shall present our research, spanning
some 10 years, on pain and family issues in an university (nonclini-
cal) population. As was evident from the previous chapter, our work
with this population involves several samples, although all were
drawn from first-year university students. For that reason, we shall
present six previously published studies, and each will be discussed
in some detail. In the final section of this chapter, we shall synthesize
our major findings.

THE STUDIES
Study 1

In our first study in this series, we surveyed 18 freshman from
an introductory psychology course (Roy, Thomas, & Cook, 1991).
These students were selected from a larger population of students
and both parents who were headache sufferers. This study popula-
tion consisted of 18 mothers, 18 fathers, and 18 first-year university
students. Twelve of the students were female and six male. The mean
age of the mothers was 35.7 and fathers 44.5. The mean age of the
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students was 20 years. The average family income was $49,510.00 per
annum (SD = 28.76). The purpose of the study was to investigate the
impact of headache when more than one member of the family suf-
fered from headache.

Measures. Measures used across most of the studies discussed
below were the same with some variations. (1) A demographic and
health questionnaire (developed by ourselves) was used. (2) The
Family Assessment Measure (FAM), which consists of 50 items and
has nine subscales was used. The subscales are task accomplishment,
role performance, role performance, communication, affective ex-
pression, affective involvement, control, values and norms, social
desirability, and denial (Skinner, Steinhauer, & Santa-Barbara, 1983).
FAM was developed using a large sample of normal and clinical
families and has the capacity to differentiate significantly between
clinical and nonclinical families. (3) The Visual Analog Scale (VAS)
has been used extensively to measure pain intensity in clinical re-
search and has been shown to have high degree of reliability and
validity (Huskisson, 1983). Finally, (4) the Beck Depression Inven-
tory, Standard Form (BDI), which consists of 17 sets of statements was
used. Answers are provided on a Likert-type scale for each section,
ranging from absence of the problem to extreme problem (Beck &
Beamesdefer, 1974). The BDI is probably the most common instru-
ment used to measure depression in the pain literature.

Results. Respondents were asked to report the number of head-
aches they had during the previous 4 weeks. Mothers reported 3.4 epi-
sodes (SD =1.17), fathers 2.5 (SD = 1.21), and students 4.4 (SD = 5.13).
On the VAS, the headache emerged to be of a mild nature. Mothers
reported a pain intensity of 2.75 (SD = 2.8), fathers 2.0 (SD = 2.28),
and students 1.8 (SD = 1.72). Despite these low levels of pain, use of
medication was reported by 23.5% of mothers, 22.5% of fathers, and
27.5% of the students. Alcohol to control pain was used by 11.8% of
fathers, 18.8% of the students, and none by mothers. On the BDI, all
but one of the population scored well below the clinical range of 21.

On the FAM, scores between 30 and 40 suggests family strength,
between 40 and 60, average family functioning and score 60 repre-
sents family problems. The families in this study presented a very
complex picture:
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1.

In relation to Task Accomplishment, which determines the
families’ capability to meet certain tasks, the participants
scored near the 50 mark, thus suggesting average family func-
tioning in this area. Role Performance assesses two tasks:
(1) assignment of specific tasks, and (2) the actual execution
of the tasks. On this scale, all three groups scored on the
borderline of 60, on the border of “average” and “problem”
functioning.

As for Communication, which is the only means of exchang-
ing information, all three groups scored from the low to the
high end of 60s, thus revealing difficulties with Communica-
tion. In Affective Expression, which addresses the feeling
component of family life, students were functioning on the
borderline of average and problem range, but both groups of
parents scored over 60, thus placing their Affective Expres-
sion in the problem category.

. The task of Involvement determines the quality of involve-

ment family members have with each other, which can help or
hinder the accomplishment of tasks. This was a very problem-
atic area for all subjects, as all of them scored around 65, the
‘“problem” range of FAM.

Control is defined as the process by which family members
influence one another. This aspect shows the predictability
and consistency of family life as well as the constructive
feelings of responsibility for one another. Control emerged as
a highly problematic area for these 18 families, with scores in
the high 60s.

The Values and Norms, which examines family rules, flex-
ibility with which these rules are implemented, and, impor-
tantly, consistency of family norms with cultural norms. All
three groups scored in the high 60s, revealing an elevated
level of disaffection and difficulties in this very critical area.

. Social Desirability and Denial scores tend to be higher for non-

problem families. On both dimensions, the families scored in
the low 50s, demonstrating an average level of problems (Ta-
ble 4.1).

It must be recognized that this was a very preliminary study,
without the benefit of a control group. The findings, however, re-
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Table 4.1. FAM Score of Student and Parents

FAM scales Students Mothers Fathers
Task Accomplishment 49.67 (SD = 5.4) 49.11 (SD = 3.6) 50.22 (SD = 6.9)
Role Performance 60.61 (SD = 6.4) 59.22 (SD = 4.7) 58.11 (SD = 6.9)
Communication 63.94 (SD = 10.25) 67.28 (SD = 7.00) 64.67 (SD = 8.8)
Affective Expression 59.39 (SD = 5.5) 61.67 (SD = 7.1) 61.00 (SD = 7.8}
Involvement 65.67 (SD = 4.3) 65.44 (SD = 4.7) 65.72 (SD = 3.7)
Control 69.67 (SD = 7.5) 68.89 (SD = 7.9) 69.11 (SD = 5.00)
Values and Norms 68.56 (SD = 10.9) 68.72 (SD = 7.1) 68.94 (SD = 8.3)
Social Desirability 52.61 (SD = 4.9) 54.39 (SD = 3.5) 53.00 (SD = 4.8)
Denial 56.89 (SD = 7.3) 59.39 (SD = 6.1) 58.94 (SD = 6.00)

vealed a number of interesting facts. The most critical finding was
that while pain problem itself was of a nominal kind, family prob-
lems encountered by these 18 families bordered on serious. It may be
surmised that the late adolescence phase of the students combined
with the advent of middle age, especially in the fathers, created a
period of strain in the families. This study failed to establish any
direct relationship between headache and overall family functioning,
other than to note that late adolescence, middle-age parents, and
headache in all three may contribute to an unhappy home.

Study 2

In this study, we broadened the scope of our investigation, first
by increasing the number of subjects and adding a measure to assess
illness behavior (Thomas, Roy, & Cook, 1991). Our sample comprised
145 college students and 55 of their parents. As we reported in the
previous study, the parent sample was composed of both parents of
18 students; for this study, an additional 19 students, whose one
parent agreed to take part in this study, were added. Parents of the
remaining 108 subjects declined our invitation. All students and
participating parents completed the standard health and demo-
graphic questionnaire and the following questionnaires: the BDI,
FAM, and VAS.

The demographic profile for this group was similar to the pre-
vious group. As for pain, we investigated presence of headaches as
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well as back pain during the previous 4 weeks. The parent group (N =
55) reported having 2.78 episodes of backache (SD = 3.31) and 2.82
headaches (SD = 1.46). During the same period students recorded 3.07
episodes of backache (SD = 5.82) and 3.7 episodes of headaches (SD
= 2.7). These differences failed to attain statistical significance.

Nearly 70% of the parents and 62% of the students knew the
diagnosis of their pain-related conditions. At least one quarter of both
groups had received treatment for pain and 26.3% of parents and
17.04% of students were on analgesic medications. Alcohol use to
control pain was reported by 7.3% parents and 12.76% students.
Statistically significant differences were found on all of the above
factors. On the VAS, both groups reported very mild pain. Parents and
students scored well below the clinical range on the BDI.

The final area of investigation was family functioning. We shall
report our findings in two different ways. First, overall comparison of
all students and all parents, and second, 19 students where one
parent responded. We have already presented our findings on the 18
students and their parents.

In the following areas the parents and the students were func-
tioning in the average range of the FAM: Task Accomplishment,
Role Performance, Affective Expression, Social Desirability, and De-
nial. On the Communication scale, both groups scored in the “family
problem” range. Involvement, Control, and Values and Norms were
all in the problem range for both groups.

It is noteworthy that compared to the FAM profile of 18 students
and their parents, the profile of this group was not dissimilar, except
that the former’s profile indicated higher levels of problems. The
FAM profile for 19 students and 19 parents was remarkably similar to
the others. Communication, Involvement, and Control were all in the
“family problem” range (Table 4.2).

The FAM score of 145 students is worthy of attention (Table 4.2).
In keeping with the general pattern, family functioning in the areas of
Communication, Involvement, and Value and Norms were in the
problem range. These scores were compatible with the overall pattern
of all groups (Table 4.2). This observation strengthens the argument
that family problems may be endemic in this age group with or with-
out pain. The task ahead is to explore in more specific terms the
impact if any of pain on family functioning.
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Study 3

In the final study in this group, we compared university students
and their siblings with and without headache (Roy, Thomas, & Cook,
1996). The purpose again was to investigate whether the presence of
pain in the students and one of their siblings impacted family func-
tioning. A matched control group was established for comparison.

Subjects were 34 pairs of biological siblings, both reporting head-
aches during the previous week, and a comparison group of 16 pairs
of biological siblings who did not report any headaches during the
previous week. All subjects completed the demographic question-
naire as well as the FAM and the Family Environment Scale (FES).
FES is a well-tested instrument that measures family function, but
the properties are somewhat different from FAM. T tests and dis-
criminate function analyses were used for data analyses.

The findings of the study corroborated results from the two ear-
lier studies, showing that pain tends to be of low intensity. Family
functioning in the headache and nonheadache groups on the FAM
was less problematic than the previous two studies. On only one
scale—Affective Involvement—the siblings in the nonheadache
group scored in the family problem range (Table 4.3). However, the
differences between the two groups of FAM failed to attain statis-
tically significant values. Scores were also very similar between the
two groups on FES (Table 4.4).

The most intriguing aspects of this study was that discriminant
function analyses based on 20 scores of family functioning (10 from
FAM and 10 from FES) revealed that siblings from headache families
could be predicted with 97.33% accuracy. Again, using the same test
based on 20 scores of family functioning, it was found that siblings
from nonheadache families could be predicted with 92.59% accuracy.

In the first two of these studies, several points are worthy of
attention. First and foremost, these preliminary studies were con-
ducted with the objective of exploring the relationship between pain
in a nonclinical population and its effect(s), if any, on family func-
tioning. On measures of pain and psychopathology, students and
their parents emerged as relatively healthy. They suffered from mild
pain, and depression was conspicuous by its absence. Yet, the family
profiles revealed a pattern of common areas of problems. It is quite
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Table 4.3. Family Functioning Scores

Family Assessment Means of siblings Means of siblings
Measure (FAM)2 with headaches without headaches
Task accomplishment 6.64 6.30
56.20 54.50
Role performance 6.70 7.04
54.50 56.20
Communication 6.46 7.00
56.30 59.00
Affective expression 6.67 7.59
56.68 60.95
Affective involvement 4.98 6.74
53.92 61.96
Control 5.95 4.81
55.75 50.05*
Values and norms 6.46 6.04
57.84 56.16
Social desirability 8.89 9.44
46.67 47.88
Defensiveness 7.90 8.74
41.70 44.96
Total 59.59 53.00*

?No significant difference emerged between the two groups in any of the
subscales of the Family Assessment Measure.

*P > 0.06.
Table 4.4. Family Functioning Scores

Family Environment Scale Means of siblings ~ Means of siblings
(FES) with headaches without headaches
Cohesion 7.21 9.89
Expressiveness 5.08 7.30
Conflict 3.95 5.41
Achievement orientation 5.75 6.04
Intellectual—cultural orientation 5.45 4.89
Independence 6.50 6.32

Moral religious emphasis 4.77 4.96
Active recreational 6.24 5.21¢
Organization 4.98 5.93¢
Control 4.65 4.82

ap > 0.05.
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feasible that family problems revealed by these studies are not atypi-
cal in this population in general. The other possibility is that even
mild pain in several members of the family is capable of engendering
family conflicts.

The patterns of family functioning revealed by these studies led
us to the tentative conclusion that, perhaps in spite of pain com-
plaints and not because of them, family issues encountered by young
adults attending university were problematic. Perhaps life transition
problems were major contributory factors to family dysfunction.

Study 3 did have a control group, but the study population was
different. Students and their siblings, unlike their parents in studies
1and 2, were the subjects. Yet, their family functioning both on FAM
and FES were in the average and functional ranges of those scales. On
the other hand, family functioning was found to be a powerful dis-
criminating factor in predicting families with members with frequent
headaches from families with infrequent headaches. Explanation for
this is not self-evident. Perhaps those families where pain is a family
affair, at least when siblings are involved, learn to adapt and cope
with it in a more effective manner. This proposition is tentative at
best as we found no evidence of effective family coping in studies 1
and 2, where pain was very much a family affair. Nevertheless, the
most important finding of this particular study was the predictive
power of family functioning with frequent sibling headaches from
those without. From that perspective, the value of investigating fam-
ily functioning is reiterated.

In the following section, we wish to report three studies from
rather varied perspectives involving students and their family mem-
bers. These studies encompass issues beyond family functioning. For
that reason, we shall focus, to the extent possible, only on family-
related issues.

Study 4

In the first of these studies we investigated the expression of
pain behaviors in young adults from a learning perspective (Thomas,
Roy, & Cook, 1992). The influence of family models on pain in one or
both parents was explored. Subjects were 141 first-year university
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students. For 33 students (23%), a family subsample of parents (33
pairs of mothers and fathers) provided a validity check for students’
perception of family members’ pain frequency and severity.

All students were administered an expanded questionnaire mod-
ified from one developed by Prohaska, Laventhal, Laventhal, and
Keller (1985). One or more parents of 67 students (47.5%) returned
completed questionnaires. Both parents of 33 students also re-
sponded. Respondents rated their pain and illness experiences and
their perception of each other family member’s pain for ten catego-
ries: (1) headache, (2) neck pain, (3) back pain, (4) muscle pain,
(5) chest pain, (6) stomach pain, (7) joint pain, (8) tooth- or earache,
(9) nausea, and (10) cramps. An expanded demographic and health
questionnaire included questions of pain attribution regarding family
members and personal experiences with pain.

Results. Selected demographic data were compared between
the student subjects without cross-validated family data and with a
student subsample with cross-validated family data using descriptive
statistics (Table 4.5). The proportion of males and females between
the sample and smaller subsample was the only significantly differ-
ent variable. About 50% of the subjects reported current pain (past 24
h), the most common of which was headache. Surprisingly, 18%
students reported chronic pain of 1 to 5 years’ duration.

The students reported that on average one (mean = 0.98) family
member was concurrently experiencing pain. Of those with concur-
rent pain, 39.4% were mothers, 18.3% fathers, and rest were siblings.
Intensity of pain was of a mild nature for all groups.

A descriptive analyses of the parental subsample determined
that the mean age of the parents was 47 years. The fathers were on

Table 4.5. Ratings of Students’ Perceptions of Family Expression of Pain?

Fathers Students Mothers
Mean/SD Mean/SD Mean/SD

Likelihood of visits to doctors for pain 18.16/06.5  19.94/08.2  16.86/07.5
Likelihood of missing work due to pain 18.41/07.1  17.45/08.8  15.88/07.5
Likelihood of taking medication for pain ~ 22.27/08.3  25.40/09.9  21.58/10.0

aScores range from 10 to 50 (sum of 10 pain categories).
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average slightly more than 4 years older than the mothers. Parents
reported less current pain (41.2%) than the students (49.6%). A series
of preplanned t-tests were conducted to determine if the students
perceived major differences for family members in their pain-related
behaviors (Table 4.5). Students perceived fathers to be significantly
less likely to engage in pain behaviors. Fathers were perceived by
students in comparison to mothers as having: (1) significantly (P <
0.01) less pain in a month; (2) significantly (P < 0.0001) less likely to
visit a doctor for pain; (3) significantly (P < 0.0001) less likely to miss
work because of pain; (4) significantly (P < 0.0001) less likely to take
medication for pain; and (5) in general, significantly (P < 0.01) less
sensitive to pain.

Students perceived only two differences between themselves
and their mothers in relation to expression of pain behaviors. Mothers
were perceived as significantly (P < 0.05) more likely to visit doctors
for pain and significantly (P < 0.005) more likely to take medication.
Finally, students described themselves as significantly (P < 0.001)
more likely to miss work because of pain than fathers. Students and
fathers reported being most influenced in their attitudes and beliefs
about pain and illness by personal experiences and family interaction
(Table 4.5). In contrast, mothers as a group reported being most influ-
enced about pain and illness by personal experience and interaction
with medical professionals.

Finally, a series of multiple regressions were conducted using
data derived from 33 students and 66 parents. The dependent vari-
able was an index of self-initiated expressions of pain complaints.
The behaviors in the index were: (1) taking medication, (2) missing
work or university, and (3) visiting a physician. The results for stu-
dents was a regression correlation of R? =0.32 (df = 2,24, F=5.62,P <
0.01). Only two variables reached significance for predicting student
expression of pain behaviors: (1) fathers’ expressive pain behaviors (F
=8.10, df =1,25, P < 0.01) and (2) and the students’ perception of the
severity of their fathers’ pain (F = 2.62, df = 2,24, P < 0.12) (Table 4.6).

The best regression correlation combination for predicting male
students’ pain behaviors was R? = 0.70 (df = 33,7, P < 0.05). Three
individual variables were significant in predicting students’ expres-
sive pain behaviors: (1) students’ perception of the severity of their
mothers’ pain (F=5.73, df =1,9, P < 0.05); (2) fathers’ pain behaviors
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Table 4.6. Stepwise Multiple Regression Model
for Students’ Pain Behaviors in Response to Pain?

df f Significance

Students’ perception of fathers’ behavior 1,15 1740 P <0.001
towards pain

Students’ perception of mothers’ behavior 2,14 5.01 P <0.05
towards pain

Students’ perception of fathers’ severity 3,13 2.49 P<0.14

of pain
Fathers’ own rating of severity of pain 4,12 2.05 P<o0.18
Model R? = 0.76 4,12 9.27 P<0.01
aN = 33.

(F = 2.02, df = 2,8, P < 0.20); and (3) mothers’ self-rating of pain
severity (F = 4.38, df = 3,7, P < 0.08).

The best regression correlation for female students’ pain behav-
ior was R? = 0.76 (df = 4,12, P < 0.01). Four individual variables
reached significance in correlating with female students’ pain behav-
iors: (1) The female students’ perception of their fathers’ pain be-
haviors (F = 17.40, df = 1,15, P < 0.001); (2) the female students’
perception of the mothers’ pain behavior (F = 5.01, df = 2,14, P <
0.050); (3) the female students’ perception of their fathers’ pain sever-
ity (F=2.49, df = 3,13, P < 0.14); and (4) the fathers’ self-rating of the
pain severity (F = 2.05, df = 4,12, P < 0.18).

It was hypothesized that intergenerational pain modeling would
be one of the key mechanisms directly related to reported pain, since
the literature has found that chronic pain patients had significantly
more pain models in their families. The results from the multiple
regressions using the subsample of students and their parents sup-
ported the view that students’ perception of their parents’ pain expe-
riences were as important as the actual presence or absence of pain
reported by the parents in predicting the level of pain reported by the
student.

Gender of the parent and that of the child emerged as a matter of
some importance. The apparent lack of identification by the children
with the same-sex parent in the development of similar pain symp-
toms was an interesting finding. Conceivably, the late adolescence or
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early adulthood stage of the children could be an important contribu-
tory factor in this finding. In a system as complex as a family, the
means by which family members influence each other are very com-
plicated. Perhaps, at that stage of development, young adults are
more prone to identify with the parent of the opposite gender. An-
other hypothesis is that an opposite-sex child may elicit greater sym-
pathy and understanding. Our general impression that pain is often a
“family” affair in young adults received further confirmation in this
study.

Study 5

This study was designed to investigate differences between a
typical headache pain group and a no-headache group of young
adults using six categories of variables from different perspectives
(Thomas & Roy, 1995). The sample consisted of 522 students ranging
in age between 17 and 22 years. Self-report of headache intensity and
frequency as well as BDI and FAM were used.

Subjects were divided into two equal groups. Analyses consisted
of discriminant function analyses and included a univariate compari-
son of means between the two groups on all the demographic vari-
ables. In assessing the family variables, 16 family-related factors (Ta-
ble 4.7) were able to correctly classify 58% of the subjects in the
headache group and 56% of the subjects in the headache-free group.
Family function was not significantly different between the two
groups.

It is noteworthy that the groups of demographic, psychological,
and disability variable were more effective than family functioning,
pain behaviors, or childhood health histories in discriminating be-
tween university students with headaches from those without. The
findings in this study suggest that the order or relative importance of
variables in a population of young adult headache subjects may be
different than the order of importance for clinical headache popula-
tions. For example, the social-biological theoretical perspectives
with its focus on the interaction between early developmental phase
and learning hypothesizes that childhood pain or illness may indeed
predispose individuals to adult pain and disease. This perspective,
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Table 4.7. Predicting Headaches Versus
No Headache Groups During the Past Week
Using Measures of Family Functioning®

Probability
Variables R? F >F
Family has chronic pain 0.002 1.02 0.3124
Family member being treated for pain  0.001  0.43 0.4300
Father treated for headaches 0.004 2.03 0.1545
Mother treated for headaches 0.006 2.78 0.0961
Brother treated for headaches 0.005 2.53 0.1117
Sister treated for headaches 0.011 5.18 0.0233
FAM
TA 0.000 0.01 0.9201
RP 0.001 0.79 0.3730
CO 0.000 0.00 0.9677
AE 0.000 0.29 0.5847
Al 0.000 0.15 0.6907
C 0.002 1.12 0.3063
VN 0.001 0.75 0.3860
SD 0.002 117 0.2783
D 0.000 0.06 0.8012
FAM Total 0.000 0.00 0.9367

aSixteen variables correctly identified headache 58% (n = 428); sixteen variables
correctly identified no headaches 56% (n = 428).

along with social learning and family function perspectives, was less
effective than expected from the clinical literature in discriminating
young typical headache sufferers. The implications of these findings,
which appear inconsistent with the current emphasis in the clinical
research literature, suggest that a similar study using a clinical popu-
lation would be useful in establishing the relative importance of
variables from different perspectives for clinical pain groups as op-
posed to persistent pain for subjects in each age and sex grouping.
Only such studies could determine the extent to which psychological
and familial variables might influence head pain in early adulthood.

Study 6

The final study was undertaken to explore the association be-
tween childhood abuse and chronic pain in a group of young adults
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(Roy et al., 1993). The literature on this association in the clinical
chronic pain population is rich, and there is more than tentative evi-
dence for such a relationship (Roy, 1998). We investigated the age of
onset of pain and whether such an asseciation indeed commenced
before the patients assumed chronic pain status. Our population was
nonclinical and consisted of 409 university students with a mean age
of just over 20. Of these, 18 subjects reported childhood abuse on the
basis of Assessment Environment Questionnaire (Berger et al., 1988).
This instrument was developed to investigate experiences of abuse in
adolescents and adults. The development of this measure followed
the rational statistical approach for producing content validity, with
valid items being endorsed and included. The third questionnaire
has 164 items that elicit true or false types of responses and is com-
posed of the following 15 scales: Physical Punishment, Father,
Mother, Peer Relationships, Perceptions of Discipline, Shared Parent-
ing, Positive Orientation to Education, Age-Appropriate Demands,
Marital Discord, Isolation, Community Involvement, Potential Eco-
nomic Stress, Negative Family Atmosphere, Positive Parental Con-
tact, and Parental Rejection. Subjects endorsing five or more items
are considered abused.

Eighteen, or 4.4%, students were identified as abused. These 18
subjects were matched on all key demographic variable with 18 non-
abused students. Pain of all kinds was reported by both groups, and
on the measure of psychopathology the differences between the two
groups were nonsignificant. On FAM, 18 abused—pain subjects func-
tioned in the problem range, whereas the nonabused subjects were
in the average range.

Following this initial investigation, which failed to show any
particular association between childhood abuse and complaints of
pain, we revisited the 18 abused students for a detailed case-by-case
analyses (Table 4.8). Two subjects (subjects 1 and 2) reported moder-
ate levels of pain as opposed to the mild pain for the whole group.
Both were taking prescription drugs and one was on antidepressant
medication. This person, who in all probability had responded well
to antidepressant medication, did not score in the clinical range on
the BDIL. Another subject (subject 3) scored 9 on the VAS, thus record-
ing almost unbearable pain. This subject was resorting to alcohol to
control pain. She was also in the clinical range on the Anxiety Scale
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Table 4.8. Individual Profiles
of Abused Subjects with Pain Problems,
Psychological Difficulties, and/or Family Dysfunction

Subjects
Variables 1 2 3 4 5
Visual Analog Scale 5 6 9 5 0
Pain duration (months) 0 0 43 3 192
Prescription analgesics Y Y Y N Y
Sleep medication Y Y N N N
Alcohol for pain Y Y Y N N
Antidepressants Y N N N N
Anxiety score 14 10 10 9 7
BDI score 1 27 20 12 0
Self-esteem score 25 30 26 27 31
Total disability score 19 — 23 35 7
Total FAM score 62.9 676 591 67.3 84.7

on the Minnesota Multiphasic Personality Inventory (MMPI). This
was the most abused subject in the study on the basis of her score.
Subject 4 reported a moderate level of pain on the VAS. There was
evidence of disability due to pain in this subject on the basis of the
Pain Disability Index. Subject 5, though reporting low pain, had the
longest duration of pain (192 months) in the entire sample.

This case-finding approach produced several troubled individ-
uals for whom pain was indeed a serious problem. These findings
altered our initial observation that the abused subjects were just as
unaffected by pain as the controls. The fact was that at least five (28%)
students seemed troubled by a mixture of pain, depression, anxiety,
compromised self-esteem, possible alcohol abuse, some disability
due to pain, and family dysfunction. Family dysfunction, as mea-
sured by the FAM, disclosed that with the exception of role perfor-
mance, all 18 subjects with history of abuse functioned in the prob-
lem range.

Is it possible that childhood abuse could be the genesis of so-
matic symptoms in later life? Common sense would prompt an affir-
mative response, and at least the individual profiles of five students
showed a tantalizing possibility for the existence of such an associa-
tion. Our study managed to generate an interesting hypothesis that
merits further exploration.
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We have presented what might appear to be a potpourri of
studies. Yet, a common factor linking them together is the family.
Family problems in this population of nonclinical pain subjects have
not received much attention outside our own studies. Our initial
studies indicated moderately serious family difficulties in a popula-
tion of students with pain problems, albeit of a mild nature, and their
parent or parents who also suffered from pain complaints. We were
surprised and puzzled by the degree of family dysfunction reported
by these families, which seemed incongruent with the degree of pain
and the almost total absence of depression. We hypothesized that
perhaps the transitional stages of these families combined with “fam-
ily” pain could be a plausible explanation for the level of family
dysfunction. The first two studies were methodologically wanting, as
we did not have control groups. In the third study, which did have a
control group, the results significantly contradicted the findings re-
lated to family functioning of the first two studies. This study investi-
gated pain in the students and their siblings. Family functioning for
this group of students and their siblings was on the whole in the
average range. The demographic variables for these students were not
significantly different than the students in our previous studies.

So, how does one explain the difference? There obviously is no
convenient explanation. There was one obvious difference between
the subjects of this study and other studies. The latter included stu-
dents and parents, whereas the former included only siblings. It
should be noted, however, that in none of our subsequent studies
were we able to replicate the finding related to family function in this
particular study. Hence, the differences in the samples may be of
some importance. However, for reasons that seem somewhat uncer-
tain, effective family functioning appears to be more of an exception
than the rule, at least in the student pain population.

Our disparate group of studies also revealed various levels of
family dysfunction. The modeling effect of parental pain was evident
in study 4. The gender of the parent emerged as an important factor,
as the same-gender (mother—daughter or father—son) modeling effect
did not hold in this particular study. Nevertheless, the role of sympa-
thy and identification of children with parents were evident.

Family function or more precisely some aspects of family func-
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tion emerged as significant in terms of discriminating pain from the
nonpain subjects. This study confirmed the power of the learning
model as an explanation for pain behavior in young adults. The role
of the family in the genesis of pain symptoms received further con-
firmation.

In the final study, once again upon close scrutiny the role of the
family in perpetrating abuse and general family dysfunction revealed
the possibility that the abuse—pain relationship has a much earlier
beginning than in the middle-aged clinical population. Family fac-
tors, for obvious reasons, emerged as of critical importance for under-
standing and studying this relationship. It is noteworthy that in this
study the nonabused group reported family functioning in the aver-
age range, which was once again a departure from our previous
findings. Whether exclusion of parents from this study influenced
the students’ perception of family functioning is not clear.

The fact that the family for one reason or another is a critical
social system worthy of our attention is neither new nor novel. The
proposition lends itself to common sense. From the clinical litera-
ture, we are aware of the pervasive negative consequences of chronic
pain on the entire family system. In our series of studies, we have
merely extended the proposition that the family as an organization is
worthy of our attention with a young adult nonclinical pain popula-
tion. We are left with the impression, supported by some empirical
evidence, that even in this relatively healthy group of young adults
family factors assume great importance. The nature of the importance
remains a matter of some speculation.
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CHAPTER 5

Epidemiology of Chronic
Pain and Related Issues
in the Middle Years

CHRONIC PAIN AND MIDDLE AGE

There is some recent evidence that when all pain locations are com-
bined that the prevalence of persistent pain reaches its peak (50 to
65%) during middle age (Brattberg et al., 1994; Anderson et al., 1994).
These findings would be consistent with data from Von Korff, Dwor-
kin, LeResche, and Kruger (1988), who also found an overall preva-
lence of 37% of persistent pain in a middle-aged work population. In
contrast, several studies have reported that younger adults report
more pain than older age groups (Sternbach, 1986a; Thomas & Roy,
1988a), while earlier studies found that the elderly experienced more
pain (Crook et al., 1984). Given this inconsistency in the reported
epidemiology of chronic or persistent pain, Gibson and Helme (1996)
have concluded that at this time the question of which age group is
most vulnerable to chronic pain remains moot.

One explanation for the variability in general prevalence rates is
changing patterns of vulnerability to chronic pain imbedded within
life transition issues across the lifespan. This position is supported
by Tibbin et al. (1990), who reported that an interaction between age
and pain location and reported prevalences existed; headache and
abdominal pain were more frequent locations in younger individ-
uals, a peak for chest and back pain in middle age, and most frequent
complaints of joint pain were in the older population.

85
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THEORIES OF PAIN MECHANISMS
RELATING TO FIBROMYALGIA

Although important gains in the understanding of the physical
mechanisms of pain have been made during the past decade, a gap
still remains between physical causes and subjective suffering for
many chronic pain patients. In particular, for fibromyalgia the contra-
diction between the patient’s perception of illness and the often
rather limited objective findings is stressful (Henriksson, 1995).

Typically, pain syndromes are perceived by the public as having
a distinct onset in terms of first appearance of symptoms, life stage
when most prevalent, progression of the disorder, etiology, and treat-
ment. This perception in the case of fibromyalgia is significantly
inaccurate. Specifically for fibromyalgia, as well as many other types
of pain, in a majority of cases the diagnostic workup fails to establish
an etiology for the pain (Bonica, 1990; Wall, 1990). According to the
International Association for the Study of Pain (IASP) definition,
chronic pain is a pain condition that lasts longer than 3 months and is
not responsive to treatment. Finally, to further complicate diagnostic
classifications, acute recurrent pain, which is similar but not equiva-
lent to either acute or chronic pain, is caused by repeated nociceptive
stimulus from a chronic pathological condition such as osteoarthritis
(Harkins & Price, 1992).

In the pain literature, various models have been hypothesized to
understand pain perception and tolerance. This is especially impor-
tant in a pain syndrome like fibromyalgia where pain tolerance levels
for tenderness to touch is a critical feature for diagnosis. Initial at-
tempts to understand fibromyalgia were mainly from the physiologi-
cal perspective of muscle inflammation. More recent models have
included psychological and experiential aspects in explaining the
human experience of pain. The specificity model, or stimulus-
response model of pain, states that there are periphery receptors and
when they are stimulated as a result of injury to the body, nerve
impulses travel through the spinal cord to the brain. The intensity of
pain is viewed as a direct reflection of the activity of pain receptors.
Various treatment techniques that follow from this theoretical model
are more effective for acute type pains but less so for chronic pains
(Saxon, 1991). This theoretical pain model offers little explanatory
power with regard to possible pain mechanisms for fibromyalgia.
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The gate control theory attempts to systematically integrate sen-
sory affective, and cognitive influences on an individual’s pain expe-
rience. This theory claims that there is a type of gate mechanism in
the spinal cord that controls the perception of pain at the spinal cord,
subcortical, and cerebral cortical levels. Nociceptors, sensory recep-
tors to pain found in the skin and subcutaneous tissues, are respon-
sive to chemical, thermal, electrical, and mechanical stimulation.
These nociceptors are thought to be terminal endings of either A-delta
or C nerve fibers. A-delta fibers are larger diameter nerves that relay
localized, sharp, pricking pains that are rapidly evoked but of short
duration. In contrast, C fibers are small-diameter nerves that relay
deep, burning, diffuse dull pains that persist. Finally, A-beta fibers
are described as large in diameter and they carry other nonpainful
sensory information. All types of nerve fibers send information to the
dorsal horn of the spinal cord. From there the stimulus information is
transmitted to the thalamus, hypothalamus, limbic system, and cere-
bral cortex, where the processing actually relating to perception of
pain occurs (Harkins, Lagua, Price, & Small, 1995).

The gate mechanism appears to be controlled by the composition
of the various types of afferent nerves that have been activated as well
as by modulation from the brain and spinal cord. C and A-delta fibers
facilitate pain by opening the gate, whereas input from A-beta fibers,
resulting from low-threshold mechanoceptors such as touch, appear
to suppress the transmission of pain by closing the gate. This theoreti-
cal gate can also be influenced to open and close by input from the
brain and spinal cord. Thus, this theory allows for emotional and
psychological factors to play a part in the perception of pain (Wall,
1990). While the gate theory of pain offers some explanation for spe-
cific pain symptoms in fibromyalgia, it provides little predictive
power as to which additional symptoms may be concurrent from the
diverse possible symptom constellation that is present in fibro-
myalgia.

Another explanation for the variability in pain perception inde-
pendent of location and etiology is the presence of neuroregulators in
peripheral and central neurons. These chemicals are natural pain
moderators that act at the synapses between neurons. Neurotransmit-
ters may be indolamines (i.e., serotonin}, catecholamines (i.e., nor-
epinephrine and dopamine), or enkephalins and endorphines. The
mechanism of action of these substances is not well understood (Wall,
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1990). Studies reporting the use of psychopharmacological agents
(cyclic antidepressants, the tricyclic agent cyclobenzaprine, basic
molecules, and atypical antidepressants) in the treatment of fibro-
myalgia show that disturbances in brain neurochemistry are similar
for fibromyalgia and major depression. Serotonergic [5-hydroxy-
tryptamine (5-HT)] treatments have been more successful in alleviat-
ing pain than depression, whereas catecholaminergic agents have
been found to be particularly affective with symptoms associated
with depression (Goodnick & Sandoval, 1993). Neurotransmitter
changes naturally occur with regularity dependent on age, but typ-
ically, marked changes are specific to disease process (for example,
dopamine in parkinsonism or acetylcholine in Alzheimer’s disease).

Another theoretical explanation of pain mechanisms comes from
learning theory. According to this theory there is a distinction be-
tween the initial physiological reaction to a painful stimulus and the
resulting behaviors. Respondent pain behaviors are conceptualized
as actions that result from actual nociception. Operant pain behaviors
are actions that develop when the pain experience is linked to forms
of reinforcement such as receiving pain medication or attention, or
being allowed to avoid unpleasant situations. The association be-
tween pain and reinforcement increases the likelihood of the per-
sistence of pain behaviors, which often become separated from the
original painful stimulus. If respondent pain behaviors last long
enough, learning will occur and behaviors may then be controlled by
the operant pain behaviors. In chronic pain both respondent and
operant pain behaviors are likely to coexist (Fordyce, 1983; Saxon,
1991).

Since pain is strictly an individual experience, sometimes with
limited medical explanations for its frequency, severity, and dura-
tion, it is a phenomenon that is almost exclusively dependent on self-
reports (Jensen & Karoly, 1992). In self-report studies, individual
psychological factors, such as depression (Roy, Thomas, & Matas,
1984; Kerns & Jacob, 1992), and social factors, such as family support
(Turk et al., 1987; see also Chapter 6), can interact with biological
mechanisms in defining the experience and expression of pain. So-
cial factors such as stoicism and expectations that pain with aging is
typical (Cook & Thomas, 1994) provide increasing evidence for an age
cohort phenomenon where elderly persons in general report less pain
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than younger age cohorts (Roy et al., 1990; Thomas & Roy, 1988a).
Thus, theoretical explanations for pain must include psychological
and social context factors, since pain can be experienced in the
absence of organic cause, such as with somatoform disorders. An-
other psychological factor affecting pain reporting is attention (Bayer,
Baer, & Early, 1991). Thus, inclusion of psychological factors as con-
textual variables surrounding pain increase explanatory power for
theories attempting to account for variability in pain reporting across
age groups as well as individuals. At the same time, psychological
context variables also increase the complexity in understanding pain.

Although pain may begin with a noxious stimulus that can lead
to tissue damage, labeling a stimulus as pain still requires interpreta-
tion of the physical sensations by an individual. Thus, all self-
reported pain experiences must pass through a psychological filter
involving cognitive appraisal of the stimulus as well as evaluation of
the context in which the stimulus occurs. Additionally, as important
as the cognitive component is, the affective dimension of pain is
equally critical. Recently, one pain model proposed that the affective
dimension of pain is composed of two stages. The first is the immedi-
ate emotions related to the actual unpleasant sensations of the pain.
The second stage is the evolution of emotional states dependent on
subsequent ramifications of experiencing pain that are strongly influ-
enced by subject variables (Price et al., 1992). The longer an individ-
ual experiences pain and there is some systematic sign of increased
autonomic nervous system activity, the greater the likelihood that the
pain experience will be influenced by psychological and social fac-
tors. For example, in people with chronic pain due to organic etiol-
ogy, it is estimated that 20 to 40% experience major depression and
another 40% have mood disorders (France & Urban, 1991; Haythorn-
thwaite, Sieber, & Kerns, 1991). Thus, the comorbidity of chronic pain
and depression is of continuing research interest. It is currently hy-
pothesized that the relationship is bidirectional. Thus, high levels of
depression may result in high levels of reported pain; conversely,
high levels of chronicity of pain may lead to development of a major
depression (Smith, 1992).

Finally, some researchers specifically postulate that psychologi-
cal stress triggers physiological pain mechanism involving regional
cerebral blood flow (rCBF), cerebral spinal fluid composition (CFS),
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aberrant auditory brain stem responses (ABR), and oculomotor re-
sponses in patients with fibromyalgia (Johansson, Risberg, Rosenhall,
Orndahl, et al., 1995). A psychosomatic theory of pain would suggest
that specific physical responses are the result of mental stress. Thus,
reactions to stress are viewed as involving different neurohormonal
aspects that may be both an etiologic factor in the fibromyalgia syn-
drome and a pathophysiological mechanism that explains the symp-
toms. This explanation also would be consistent with clinical signs
and laboratory findings indicating a central nervous system (CNS)
dysfunction in certain cases of fibromyalgia (Johansson, Risberg,
Rosenhall, & Orndahl, 1995).

DEFINITION AND HISTORY OF
FIBROMYALGIA

The term fibromyalgia is descriptive of a condition manifested in
widespread musculoskeletal pain that is of chronic duration. The
pain must be present in 11 to 18 tender point sites on digital palpation
(Caudill, 1995). What differentiates fibromyalgia (FM) from other
pain conditions is the widespread configuration of pain locations and
the presence of a stage four sleep disruption, resulting in chronic
fatigue (Wolfe, Smythe, Yunus, & Bennett, 1990). FM patients fre-
quently experience muscle spasms, headache, poor or nonrestorative
sleep, and depressive symptoms. Morning stiffness is often present
(Baumstark & Buckelew, 1992). The widespread pain is described as a
constant feeling of overexertion and is typically accompanied by a
constellation of other diverse symptoms. These include conditions
such as irritable bowel syndrome and Raynaud’s phenomenon.

The following are the formal diagnostic criteria for fibromyalgia
syndrome according to the 1990 Multicenter Criteria Committee
(Wolfe et al., 1990):

1. Widespread pain of at least 3 months’ duration.
2. Pain in 11 of the following 18 point sites on digital palpation
with a pressure of 4 kg.
a. Occiput: at the suboccipital muscle insertions (bilateral).
b. Low cervical: at the anterior aspect of the intertransverse
spaces at C5—C7 (bilateral).
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c. Trapezius: at the midpoint of the upper border (bilateral).

d. Supraspinatus: at origins above the scapula spine near the
medial border (bilateral).

e. Second rib: at the second costochondral junctions, just
lateral to the junctions on the upper surfaces (bilateral).

f. Lateral epicondyle: 2 cm distal to the epicondyle (bilat-
eral).

g. Gluteal: in upper outer quadrants of buttocks in anterior
fold of muscles (bilateral).

h. Greater trochanter: posterior to the trochanteric promi-
nence (bilateral).

i. Knees: at the medial fatpad proximal to the joint line
(bilateral).

Because the etiology of FM remains obscure, a definitive course of
the illness cannot be predicted. Also, the onset of FM has not been
defined. Retrospective reports suggest three forms of onset. The first
and most dramatic is onset due to some form of physical trauma.
There is limited evidence to suggest that FM resulting from an acci-
dent can be and often is more disabling than FM that develops “natu-
rally” (Smiley, Cram, Margoles, Romano, & Stiller, 1992). A second
form of onset is related to a protracted physical illness, like influenza.
The final and most common type of onset is described as a gradual
increase in symptoms over adulthood (Wolfe et al., 1990).

FM was originally conceptualized a fibrositis, a term introduced
by Gowers in 1904 (Raspe & Croft, 1995). The name, fibrositis, was de-
rived from a constellation of symptoms frequently involving inflam-
mation of fibrous tissues in persons reporting muscle ache (Boisse-
vain & McCain, 1991b). However, muscle biopsies and the response to
medical treatments designed to reduce muscle inflammation do not
consistently indicate the existence of an inflammatory condition of
the muscles in fibromyalgia. Pressure-induced pain sensitivity in FM
patients is not most pronounced in muscle tissue and does not de-
pend on increased skin sensibility (Kosek, Ekholm, & Hansson, 1995).
Pressure pain and heat pain threshold also have been reported as
lower in FM subjects as compared with controls both at tender points
and at nontender control points. Also, pain thresholds for electro-
cutaneous stimuli appear decreased only at tender points and detec-
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tion thresholds for nonpainful stimuli have been found to be mini-
mally affected in FM. Only tender points have been shown to be more
sensitive in individuals with FM than control points for mechanical
pressure (Lautenbacher, Rollman, & McCain, 1994).

Many FM symptoms can be categorized as “psychogenic rheu-
matism.” However, the current diagnostic criteria for FM must in-
clude the defining pain-sleep relationship in the symptoms and
course of the disorder (Smythe & Moldofsky, 1977). Support for the
importance of the poor sleep component are shown in a study where
FM patients had more alpha electroencephalogram (EEG) sleep and
less rapid eye movement (REM) and stage 1 sleep; they were better
able to recall their behaviorally signaled awakenings the following
morning and reported less satisfying sleep. The heightened vigilant
state as indicated by the prominent alpha EEG sleep anomaly prob-
ably caused the experience of unrefreshing sleep. Psychological dis-
tress demonstrated by more psychopathology than controls in terms
of Symptoms Checklist 90 (SCL-90)—Revised scores was also associ-
ated with poor sleep (Anch, Lue, MacLean, & Moldofsky, 1991).

It has also been shown that like some forms of depression, FM
patients’ pain is affected by changes in the weather, including ex-
treme changes in temperature and humidity, stress, anxiety, and poor
sleep (Wolfe et al., 1990). As an example of external influences on
FM, one recent study (1) examined the relationships among actual
weather, disease severity, and symptoms of fibromyalgia; (2) assessed
beliefs about weather affecting symptoms; and (3) examined differ-
ences between patients with high and low weather sensitivity.
Weather affected musculoskeletal symptoms predominantly; how-
ever, the strongest relationship was between weather beliefs and self-
reported pain such that weather sensitivity tended to be associated
with more functional impairment and psychological distress (Hagg-
lund, Deuser, Buckelew, & Hewett et al., 1994).

The challenge associated with the diagnosis of FM is defining it
as a medical condition and moving away from the conceptualization
that the pain symptoms are purely psychological in origin. Consider-
able time and effort have been spent differentiating the pain experi-
enced in FM from that described in psychogenic pain conditions.
However, current thinking continues to propose a psychobiological
relationship between primary FM, major affective disorders, and sev-
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eral other somatoform and psychiatric disorders, possibly suggest-
ing a family of affective spectrum disorders that may be mediated
through a common pathway (Tanum & Malt, 1995). FM varies in
reported prevalence as a function of the medical specialty of the
diagnosing physician, with most frequent diagnosis by rheumatolo-
gists, family physicians, and neurologists (Bohr, 1995). From a public
perspective, FM as a medical disorder becomes somewhat elusive as
individuals suffering from FM may not look “sick,” but present a
history of pain and disability that is often debilitating.

EPIDEMIOLOGY OF FIBROMYALGIA

Symptoms of FM vary across individuals as well as age groups,
with reports of up to 80% of sufferers being women aged 35 to 65
years. FM occurs in roughly 2.1 to 5.7% of the population (Vaeroy,
1996; Wolfe, Ross, Anderson, Russell, & Hebert, 1995), affecting ap-
proximately 6% of the North American work force. Characteristic
symptomatology includes widespread muscle soreness, fatigue,
chronic pain, psychosocial changes, impaired lifestyle functioning,
and diminished work capacity (Raymond & Bergland, 1994). Merskey
(1996) estimated that FM occurs in women eight to nine times more
frequently than in men. Wolfe et al. (1990), in their study of the
prevalence and characteristics of FM in a more general population,
found rates of FM to be two times higher in the 50-69 age group than
in other age groups, although they did identify the presence of FM
in all age groups.

COMORBIDITY BETWEEN
PSYCHOLOGICAL DISTURBANCE
AND FIBROMYALGIA

When reporting the epidemiology of FM, the question of co-
morbidity of FM and psychological disturbance needs to be ad-
dressed in order to better understand the prevalence of the pain
syndrome. It has been reported that FM patients tend to minimize or
deny psychological symptoms, yet the evidence is overwhelming
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that comorbidity of psychological disturbances is higher compared
with pain complaint controls (Bohr, 1995).

Psychological disturbances were found in 78.5% of women diag-
nosed with FM (Martinez, Ferraz, Fontana, & Atra, 1995). In the same
study, comparisons with randomly selected control patients without
chronic muscle pain indicated that personality disturbances were
observable in 63,8% of patients and 8% of controls, depression in
80% of the FM patients and 12% of controls, and anxiety in 63.8% of
the FM patients and 16% of controls.

Another study evaluated the presence of psychopathology in FM
patients compared with control groups of patients with theumatoid
arthritis and patients with lumbar herniation (Krag, Norregaard, Lar-
sen, & Danneskiold-Samsoe, 1994). Patients with FM scored signifi-
cantly higher than controls on scales of melancholia, atypical depres-
sion, and anxiety. Also, the patients with FM scored significantly
higher on pain than did controls.

Turning specifically to depression in a study of 327 patients
with FM using the Center of Epidemiologic Studies—Depression
(CES-D) scale found that employing a cutoff score of 16, which is
typically used for the community, 78% of patients were classified as
depressed. If a cutoff point of 23 was applied, which according to
previous studies indicates clinical depression, the percent of patients
affected by depression dropped to 49%; when a cutoff point of 28 was
used, 33.8% of patients were diagnosed with severe depression (Er-
colani, Trombini, Chattat, Cervini et al., 1994). Likewise, in a study
by Ellertsen, Vaeroy, Endresen, Forre (1991), 103 females with FM
yielded depression or psychosomatic profile types for 88% of the
patients. Other studies have also reported high levels of depression in
patients with FM (Krag et al., 1994; Ledingham, Doherty, & Doherty,
1993; Wolfe et al., 1995).

Alfici, Segal, and Landau (1989) even considered that FM was
primarily a variant of the depressive disorders. They concluded,
however, that while FM patients reported depression on self-rating
scales, either in the present or past experiences, their presentation
during interviews was not consistently concordant with self-reports.
Their results indicated that depressed mood was less apparent in
FM patients compared to individuals diagnosed as having major
depression. In conclusion, they hypothesized that pain could serve as
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a substitute for depression, and that somatic preoccupation insulated
patients from more severe depression. In a review of the literature,
Boissevain and McCain (1991b) also concluded that FM and depres-
sion were not a single phenomena representing a unitary dimension.
They concluded that while it appears that a significant proportion of
FM patients will experience depression in the course of the disorder,
depression is not uniformly present and is not unique to FM as a
chronic pain condition. This viewpoint would also be consistent
with the findings of Buckelew et al. (1994), who reported that 47% of
their sample of FM patients met the criteria for possible clinical
depression, but that symptoms of depression were not related to pain
behaviors.

The primary limiting factor in understanding whether there is a
casual relationship between FM and depression and the direction of
causality if such a relationship exists is the absence of premorbid
data. Without premorbid prevalence rates of depression, one cannot
determine the impact of FM on subsequent depression; it has been
shown that generally when pain becomes chronic there are reports of
depression and when depression becomes problematic reports of
pain are more frequent (Reich, Tupin, & Abramowitz, 1983).

DIAGNOSIS AND ASSESSMENT
OF FIBROMYALGIA

In attempting to define the etiology of FM, considerable attention
has been focused on establishing FM as a distinct medical diagnosis.
Comparatively, the differentiation between FM and rheumatoid ar-
thritis is relatively clear and can be determined, given that each has
a unique diagnostic constellation of symptoms. Rheumatoid arthritis,
a clearly established disease, is characterized by inflammation of the
joints and connective tissues. FM is characterized by pain in the
muscles of a nonarticular origin. However, because of the similar
levels of disability in both conditions, rheumatoid arthritis and FM
can have similar psychological symptoms when assessing disability
and quality of life (e.g., Martinez, Ferraz, Sato, & Atra, 1995). As with
rheumatoid arthritis, diagnostic distinctions between FM and other
chronic pain syndromes usually can be made on a physiological
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basis, although sometimes only with difficulty and after lengthy and
careful medical workups. Because of the difficulties encountered in
establishing a physical etiology and course of FM, many investigative
efforts have focused on determining psychological origins for the
disorder.

Clinical studies assessing the psychological characteristics of
FM have found strong correlations between FM and somatization
scores (Wolfe et al., 1995). Such findings have led some researchers to
hypothesize that the pain experienced in FM is a physical manifesta-
tion of a psychological disturbance. It is this speculation that has
prompted a closer assessment of the symptomatology of FM with
respect to the diagnostic criteria for psychological disorders such as
hypochondriasis, somatoform pain disorder, and psychogenic rheu-
matism. Keller (1994) discusses in detail the extent of biological
and psychosocial contributions to different psychosomatic syn-
dromes and the relationship of these syndromes to somatization and
somatoform disorders. The syndromes in disturbances of physiology
summarized included FM, chronic fatigue, motility disorders of the
esophagus, nonulcer dyspepsia, irritable bowel syndrome, urethral
syndrome, and some defined pain syndromes. It was concluded from
the review that the extent of biological and psychosocial contribu-
tions vary among these syndromes as well as among individuals with
the same syndrome. Many of the phenomena of the somatoform
disorders appear to be caused by a clustering of psychosomatic syn-
dromes or their incomplete or atypical manifestations and low sensa-
tion thresholds.

Closer examination of the symptom presentation of the psycho-
somatic syndromes suggests vague and physiologically inconsistent
pain complaints that are overly dramatic when described or exam-
ined. Many of the pains described tend to mimic other more common
pain conditions, like angina (Boissevain & McCain, 1991a). When
comparing psychosomatic symptom constellations with those re-
ported by FM patients, Boissevain and McCain (1991b) note that FM
symptoms are described and located in a predictable and consistent
manner; further, their symptoms are subject to diurnal and weather
induced variation. Although FM patients exhibit point tenderness,
they may be better able to withstand light pressure than some patients
whose pain has a significant psychological component.
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Further support for the distinction between FM and psycho-
logically based pain conditions is provided by Dunne and Dunne
(1995), who compared FM symptom presentation with diagnostic
criteria for somatization disorder and found that generally FM pa-
tients would not meet these criteria. In another study (Schoenfeld-
Smith, Nicassio, Radojavic & Patterson, 1995), examined whether
subgroups of FM patients could be differentiated for one another on
the basis of patterns of pain scores, depressive symptoms, and dis-
ability. In the study, 118 patients having symptoms for an average of
11.78 years were assessed on these variables and on psychosocial
variables hypothesized to influence clinical status, such as social
support, helplessness, stress, and coping. A two-cluster solution,
identifying a low-functioning group and a high-functioning group,
was observed. The low-functioning patients were more impaired in
the area of pain, disability, and depression than the high-functioning
patients. They tended to be younger and had a lower socioeconomic
status than high-functioning patients. The best discriminator of sub-
group membership was helplessness.

The relationship between chronic fatigue syndrome and FM also
has come under scrutiny. Approximately 75% of FM patients also
meet the criteria for chronic fatigue syndrome. Researchers have
noted that the two disorders share common features, like headache,
muscular weakness, and sleep disturbance (Boissevain & McCain,
1991b). This has led to the proposal that the two disorders share a
common etiologic pathway. However, the etiology of chronic fatigue
syndrome remains as obscure as FM, so the validity of the assump-
tion remains unsubstantiated (Farrar, Locke, & Kantrowitz, 1995).

In summary, to date there is no generally recognized method of
assessing the presence of FM as a medical disorder to the exclusion
of other psychosomatic and somatoform syndromes. Not only is there
an overlap in reported locations for reported pain and associated
other symptoms among a number of somatoform syndromes, but
psychological and physiological assessments have not been suffi-
ciently consistent for a definitive diagnosis that specifically guides
treatment. Because of the varied symptoms among FM patients in
terms of location, pain intensity, psychological impact, and predict-
able course, there is no uniform agreement as to treatment either
medically or psychologically.
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NEW DIRECTIONS IN THE TREATMENT
OF FIBROMYALGIA

Notwithstanding the absence of clear etiology and course of FM,
there is considerable evidence of the impact and disability resulting
from the diagnosis. Martinez, Ferraz, Sato, and Atea (1995) concluded
that quality of life of FM patients was substantially diminished.
Many FM patients have experienced changes in work performance
and many are forced to leave full-time employment or to make career
changes (MYOPAIN, 1992). Changes in career and employment status
often result in downward changes in income levels that are an addi-
tional source of stress for patients and families. Not only are income-
related duties affected, but many persons with FM are forced to give
up hobbies, community activities, and social activities. Furthermore,
responsibilities in the home are also affected by the pain of FM.
Most FM patients report symptoms that are variable and unpredict-
able from day to day, resulting in a reluctance to make plans or to look
forward to upcoming events (Henriksson, Gundmark, Bengtsson, &
Ek, 1992).

The process of living with FM involves taking each day as it
comes and focusing on getting through each day without pain exacer-
bation. Naturally, feelings of self-efficacy are affected by this loss of
self-control. Buckelew et al. (1994) noted the presence of a relation-
ship between self-efficacy and pain behavior that they felt empha-
sized the importance of self-efficacy in successful pain management.
Maintaining employment or returning to work for FM patients is
particularly difficult. As an example, one study assessed FM patients
during the performance of five standardized work tasks, and com-
pared their performance to that of rheumatoid arthritis patients and
healthy controls. FM patients performed 58.6% and rheumatoid ar-
thritis patients 62.1% of the work done by controls. Work perfor-
mance was strongly associated with pretest scores on the disability
scale of the Stanford Health Assessment Questionnaire, but also
with pain, global severity, and psychological status in both rheuma-
toid arthritis and FM groups. Work status in 176 FM patients was also
examined: 60% were employed; 9.6% considered themselves dis-
abled; but only 6.2% received disability payments (none for the
specific diagnosis of FM); and 29% of the FM patients had changed
jobs because of their disorder (Cathey, Wolfe, & Kleinheksel, 1988).
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The recommended treatment of FM is multimodal and includes
relaxation training, biofeedback, physical therapy, and aerobic condi-
tioning. Pharmacological treatment with cyclobenzaprine, amitrip-
tyline, and alprazolam also is recommended (Baumstark & Buckelew,
1992). Also, from a medical perspective the effectiveness and toler-
ance of S-adenosyl-L-methionine (SAMe) in patients with primary
FM has been reported positively. SAMe decreased tenderness of
painful sites, improved the general sense of well-being, and reduced
the mean scores for the Hamilton Rating Scale for Depression, the
Self-Rating Depression Scale, the Hamilton Rating Scale for Anxiety,
and the Lorish and Maisiak Face Scale {Grassetto & Varotto, 1994).

Another aspect of medical treatment that is receiving more atten-
tion in the pain literature with FM is the importance to patients that
the treating physician have a supportive attitude toward the psycho-
logical stress associated with the disorder. In one study, patients with
FM rated their satisfaction with the way each aspect of their treat-
ment had been managed by their physician. Patients whose physi-
cian’s viewed their psychological concerns as important aspects of
treatment were less depressed and/or anxious than patients whose
physician’s attached less importance to these factors. Patients whose
physicians endorsed a broad range of the treatment components ten-
ded to experience less sleep disturbance and less disability than did
patients whose physician held a less comprehensive view (Potts &
Silverman, 1990).

A psychological approach that is being increasingly used due to
moderate success in the treatment of pain symptoms in FM patients
is hypnosis (Holroyd, 1996). In a recent review, results with FM
patients, burn patients undergoing debridement, and cancer patients
receiving bone marrow transplants show hypnosis to be an equally or
more effective treatment compared to other psychological interven-
tions. Hypnosis is hypothesized to influence the subjective experi-
ence of pain. Research suggests that it works through the CNS, pe-
ripheral nervous system, or spinal cord down-regulation. It enables
modification of cortical responses subsequent to sensory registration
and prior to consciousness. Hypnosis effectively reduces chronic
pain by lowering anxiety; modifying attitudes, expectations, and be-
liefs; and improving analgesic suggestibility. In low hypnotizables,
pain thresholds have be increased with repeated hypnotic sugges-
tions for hypnotic pain control strategies and patients need to be
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motivated to acquire specific skills training. At present, theoretical
research links the effectiveness of hypnosis to conditioned learning
(Holroyd, 1996).

Another specific therapeutic approach focusing on a stress re-
duction program in the treatment of 77 patients with FM has had
positive results. Initial evaluations included a structured clinical
interview; outcome measures included visual analogue scales to
measure global well-being, pain, sleep, fatigue, and the experience of
feeling refreshed in the morning. Patients also completed a medical
symptom checklist, the SCL-90 (Revised), and measures of coping
strategies, FM impact, and attitudes toward FM. Although the mean
scores of all patients completing the program showed improvement,
only the 51% who showed at least 25% improvement in 50% of the
outcome measures were counted as improved (Kaplan, Goldenberg, &
Galvin, 1993).

Perhaps the strongest new trend in psychological therapies for
FM is family therapy (Nicassio & Radojevic, 1993). As shown in this
chapter, there is no single psychological variable that can explain the
discrepancy between physical symptoms of FM that are generally
suggestive of mild to moderate medical disorders, yet which result in
patient reports of chronic pain and suffering of disportionate magni-
tude associated with functional disability. Since no consistently uni-
versal psychological or (for that matter) physical etiology has been
established, psychological treatment of individuals to correct psy-
chopathological personality difficulties has not been as effective as
initially anticipated. The focus in psychological therapies has thus
concentrated more on helping patients develop more effective cogni-
tive coping strategies. It is not surprising that treatment of FM pa-
tients is evolving toward family therapy approaches.

Pain-solicitous behavior has already received some attention in
the family therapy literature. In pain-solicitous behavior, the spouse
“encourages” pain by certain behaviors. Lousberg, Schmidt, and
Goenman (1992) discovered that spouses who were identified as more
solicitous had partners who reported an increase in pain, had poor
endurance, and exerted less effort in physical activity. This finding
is particularly relevant for therapy with FM patients, given the com-
mon pain complaints associated with muscle activity. Flor et al.
(1989) also observed that the responses of significant others influ-
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enced pain impact ratings. Clearly, spousal responses have an effect
on the extent to which a patient is able to cope with chronic pain.
Three broad areas of dysfunction for FM patients as well as chronic
pain patients generally who reportedly respond to family therapy
have been identified: emotional distress, marital satisfaction, and
sexual adjustment.

CONCLUSIONS

Chronic pain generally appears to reach its highest reported
prevalence with a few diagnostic exceptions during middle age
(Sternbach, 1986a) and is medically treated most intensively in this
age group. The pain literature is extensive regarding psychological as
well as medical treatment for chronic pain, especially back- and
headache. Many other chronic pain syndromes as well have been
systematically investigated in the research literature. However, FM is
a chronic pain syndrome that is an exception in that it is gaining
increasing acceptance and recognition in the medical community
only in the last two decades as having a physiological basis rather
than being a disorder of primarily psychological origin. As reported,
this chronic pain syndrome affects approximately 2 to 5% of the
North American population (Vaeroy, 1996; Wolfe et al., 1995). Under-
standing the medical etiology, progression, treatment, and degree of
psychopathological comorbidity are still evolving regarding FM. De-
spite this uncertainty in theoretical perspective, there has been not-
able progress in treatment of this chronic pain syndrome both medi-
cally (Baumstark & Buckelew, 1992; Grassetto & Varotto, 1994) and
psychologically (Holroyd, 1996).

Chronic pain in its various reported manifestations changes
across age groups in terms of the epidemiology of diagnostic preva-
lence, patient demographics, and medical, psychological, and social
etiology. The chronic pain syndrome of FM is relatively new as a
medically reified pain syndrome and it provides a microcosm of the
process of development of treatment strategies for chronic pain pa-
tients more generally.



CHAPTER 6

Transitional Issues
during the Middle Years

Stress and Strain and Chronic Pain

Chronic pain has been described as a middle-age phenomenon. Onset
of this condition(s) is often in the early 40s. The 40s transition has
become a major topic of interest in research as well as popular litera-
ture. This is the period when women and men are said to leave youth
behind and enter a new phase of life that is riddled with change,
conflict, crisis, and often the first appearance of a variety of illnesses
and the onset of aches and pain. This is also the time when people are
said to become aware of their own mortality. The appearance of gray
hair and a wider girth, menopause for women, sometimes declining
libido in men, and loss of vigor are but very early reminders of ensu-
ing old age.

On the family front, many changes become apparent. Children
leave home, not infrequently women (mothers and wives) return to
school and work, and couples are left to face each other without the
buffering effect of children. These changes demand almost a redefini-
tion of one’s identity. Career issues, while still important, are more
settled than during the earlier transitional phase and people gener-
ally have a sense of what may or may not be possible in terms of
career.

In the ensuing pages we shall first explore the pertinent literature
on the midlife transition, followed by life events experienced by
chronic pain patients during this phase. We also shall examine the
literature on illness and depression and illness during midlife, as
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well as family problems of middle-aged chronic pain patients. The
rationale for doing so is based on the recognition that chronic pain
patients are often depressed, either as a consequence of pain and loss
or comorbidity, with family conflicts.

THEORIES OF MIDLIFE TRANSITION

The body of literature on midlife is enormous, and numerous
books and articles exist on this topic. A debate concerns the actual
period of time that spans midlife. For the purpose of our discussion of
midlife transition, we shall confine ourselves to age 40 to 50 years, in
accordance with Levinson’s (1978) study. Our consideration of this
topic will of necessity be modest, and we shall focus on what might
be considered key transitional issues.

There is now wide consensus among scholars that midlife transi-
tional problems are almost inevitable, and only the trials and tribula-
tions of adolescence are in some measure comparable to this transi-
tion. Among the many writers, Neugarten (1968) recognized the
significance of this transition. She recognized the changes in family
roles during this period, the most prominent being reversal of the
roles between aging parents and middle-aged adult children. This
could also be the beginning of grandparenthood. A most intriguing
phenomenon, she noted, was a shift in thinking about the future that
translates into time left to live, which is a recognition of one’s own
mortality. She was emphatic that events associated with the midlife
transition were in themselves not noxious and a vast majority of
people completed this transition without the benefit of an existential
crisis.

Levinson (1978) had a somewhat different perspective on the
question of crisis associated with midlife transition. He investigated
the phenomenon of midlife in a group of 40 men in their 30s and 40s.
This study must rank as one of the most influential in terms of its
breath and depth. Levinson made a number of startling findings, one
of which was that this particular phase of life could not be completed
without the benefit of a crisis. Crisis is not so much an event as it is
aredefinition of one’s identity, combined with the knowledge of mor-
tality. For middle-aged men, this mortality also signifies the death of
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one’s youth. Levinson goes as far as to say that “indeed, the person
who goes through this period with minimal discomfort may be deny-
ing that life must change, for better or worse” (p. 26). However, he is
cautious to note that this crisis is not necessarily pathological.

Levinson examined this transition from three discrete perspec-
tives: (1) changes in biological and psychological functioning, (2) the
sequence of generations, and (3) the evolution of careers and enter-
prises. We shall briefly discuss each of these perspectives. As much
as biological and psychological changes occur throughout the entire
lifespan, Levinson noted that reduced energy manifests in mostly
minor ways during midlife. One is unable perhaps to sustain pre-
vious levels of hard physical work or sports, and a reduction in libido
and energy are not unusual accompaniments of this stage. He points
out, however, that these declines are not inevitable and many persons
in this life stage maintain their earlier levels of functioning. Further-
more, it is more than feasible, he claims, that only a nominal decline
during this phase may have the effect of enriching a man’s life by
shaking off the minor vanities, animosities, and envies of early adult-
hood.

Of particular interest from our view is Levinson’s observation
about biological declines during midlife. He noted that a man of 40,
unless afflicted by illness, did not fall significantly below his optimal
level of physical vigor. Nevertheless, the appearance of baldness,
wrinkles, and paunch to most men herald the loss of youth and the
imminence of middle age, although, as Levinson is careful to state,
these changes are often of a cosmetic nature. His contention is that
while bodily decline is generally slow and occurs almost impercep-
tibly, the cumulative effect of these changes can be significant. His
views of middle adulthood are clearly pessimistic when he states that
“for [a] large number of men, life in the middle years is a process of
gradual or rapid stagnation, of alienation from the world and from
the self” (p. 26).

In his discussion of the sequence of generation, Levinson’s con-
tention is that by the time a man attains age 40, he is more likely to be
perceived by others as a parent than an older sibling. This change in
perception is often a cause for dismay and depression and is one of
the contributory factors in the struggle of changing identity for people
in their 40s. Drawing on Erikson’s (1960) concept of generativity
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versus stagnation, which coincides with Levinson’s age range of mid-
life, he argued that development is a process in which opposite
extremes are to some degree reconciled and integrated. To know and
to experience stagnation, that is, being static, without hope or pros-
pect, and perhaps most important, without a promising future is a
prerequisite to generativity. The struggle to emerge from this enor-
mous sense of isolation and self-doubt, another ingredient of crisis
during midlife, is an integral part of the midlife transition. This recog-
nition of vulnerability in due course becomes a source of wisdom,
empathy, and compassion for others.

The final aspect of midlife transition relates to a man’s careers in
work, family, social settings, and future goals. The critical element
here is his capacity to come to terms with his career and begin to
accept his altered role in relation to his family and society at large.
Even men with successful careers develop a sense of stagnation as their
achievements are associated with the past. Levinson gives the example
of Bertrand Russell, the famed English philosopher, who transformed
himself from being purely an intellectual to a philosopher—politician—
popular writer—moralist and more. This evolution, Levinson con-
tends, and not any specific achievement, lies at the heart of develop-
ment.

Levinson’s contribution can be summed up in the following way.
He divided the age 40 transition into two halves: 40 to 45 and 45 to
50. On the basis of his observations, he was able to delineate clearly
three major areas of change and conflict that challenge men during
the latter half of the midlife transition. This phase was characterized
by a need for redefinition of one’s self. Crisis, not in a conventional or
clinical sense, was innate in this phase of development. Yet, the net
effect of this transition was very positive, from self-preoccupation to
concern for others, from careerism to mentorship.

Levinson'’s study was in the tradition of a sociological—anthropo-
logical paradigm. Empiricism was not the basis of his work. In recent
years, some empirical literature has emerged. Some address Levin-
son’s propositions directly and others indirectly. One study, directly
relevant to Levinson’s midlife issues in relation to women (Roberts &
Newton, 1987) based on an analysis of four unpublished disserta-
tions, confirmed that women and men progress through roughly the
same developmental stages, and life stage specific tasks were also
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found to be similar. Beyond that, however, the way women worked
on the tasks was rather different as were the outcomes. The authors
explained these differences on the basis of the greater complexity of
women’s dreams and the problems encountered in living them out.

A different picture was presented by Hedlund and Ebersole
(1983) in their findings of midlife transition issues. They interviewed
156 subjects, both men and women, divided into three age groups
(35-39, 41-46, and 48-53), to explore their evaluation of midlife
transition. Midlife transition failed to emerge as a significant period
of reevaluation and the preoccupations were not significantly differ-
ent than those of the other groups. They concluded that Levinson’s
key proposition that midlife was a period of the reevaluation of one’s
dream and one’s meaning of life empirically could not be substanti-
ated. On the other hand, important life events seemed to be of great
significance in the reevaluation of midlife transition.

A more recent study of men’s well-being at midlife found in a
group of 75 middle-aged professional men that well-being was highly
dependent on the quality of interpersonal relationships (Julian,
McKendry, & McKelvey, 1992). The best predictors of men’s well-
being at midlife were perceived closeness to children, perceived
closeness to wife, adjustment to the husband role, and number of
close friends. These last two studies point in the direction that the
midlife transition in itself is not perilous, but important life events
combined with family conflicts and lack of social support could
contribute to difficulties during this transition. Crisis, in the way of
finding and accepting a new identity, which is at the heart of Levin-
son’s idea, is not inevitable.

The other major contributor to our collective understanding of
transitional issues is provided by George Vaillant (1977), in his Grant
Study at Harvard University. This study followed 95 Harvard stu-
dents who graduated during 1942, 1943, and 1944. They were fol-
lowed up 10 years later and then again 20 years later by Valliant. This
study involved a privileged section of American society, and yet
some general conclusions pertaining to life transition issues ap-
peared to have wider implication. Any single event in childhood,
however noxious, did not seem to have any lasting effect on the
person. Vaillant put it this way: “the quality of the whole journey is
seldom changed by a single turning” (p. 368).
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At age 47, when the grant study men were asked to review their
lives, one telling finding was that most of them outgrew the crassness
and the narrowness of the career consolidation phase (age 30 transi-
tion). One man, who was very ambitious at age 31, declared at age 47
that what he enjoyed most was watching others become more fruitful
in their jobs; he worked hard to improve his company’s performance
and to win the affection of his shop steward. In other words, having
achieved rather modest success for himself, he invested his efforts in
being altruistic and cultivating meaningful relationships.

Vaillant concluded that normally occurring life stage events
rarely precipitated a crisis. They were, by and large, anticipated
events and people prepared themselves for their eventuality. Never-
theless, crisis could be precipitated by sudden events, especially if
such events were not appropriate to that life stage. This is a rather
different perspective than that of Levinson, whose contention was
that crisis constituted an integral part of midlife transition.

Over the years, a certain amount of literature related to midlife
crisis has emerged; we shall examine, albeit briefly, that body of
literature. First, there does not seem to be consensus on midlife as
being a crisis. Even among the three protagonists of midlife, only
Levinson subscribes to the idea of crisis being inevitable as well as
desirable for a successful completion of midlife transition. Vaillant
and Neugarten differed in their understanding of this transition and
did not regard crisis as inevitable.

A literature search revealed approximately 30 articles over the
past 25 years dealing with midlife crisis. There was some evidence
that specific events triggered crisis rather than existential concerns,
or alternatively, midlife issues triggered events that led to crisis (Ar-
nold & McKenry, 1986; Coche & Coche, 1986; Waskell & Owens, 1991).
Arnold and McKenry (1986) investigated divorce as a phenomenon of
midlife transition. Their subjects consisted of 13 men (aged 46 years)
and 15 women (aged 44.7 years) who were participants in a divorce
support group. The conclusion of the study was that midlife issues
played a major role in the divorce, and also that spouses’s midlife
transitions were weighed more heavily than the subjects’ own mid-
life transitions in judgments concerning causes of divorce.

Waskell and Owens (1991) investigated 376 adults (aged 30 to 60)
to determine how they viewed their transitional issues between the
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ages of mid-30s and late 40s. The majority of subjects were enrolled
in university programs; 260 identified that either they were in the
midst of a crisis or had a crisis during that phase; 152 were able to
identify the trigger event. Most of these events were either in the
category of “change in self” or “work related.” One is existential and
the other environmental. This and the previous study seem to suggest
that midlife issues can be triggered by issues and events, both internal
and external.

However, Levinson’s concept of midlife crisis, with some mod-
ifications, was supported by a few reports (Ciernia, 1985; Gutman,
1976; Oles, 1994). Of these, Ciernis’s report of a group of business-
men between the ages of 30 and 60 years provided clear evidence that
an existential concern, namely death, was at the heart of their midlife
crisis. In a multicultural study of men, Gutman (1976) found that for
the urbanized man the midlife issues were associated and often com-
plicated by problems such as a liberated middle-aged wife, possible
alcoholism, and the emergence of psychosomatic problems. The most
remarkable finding of this complex study was that psychological
changes during midlife transcended cultural differences.

Others, however, failed to find strong evidence to support this
proposition (Brim, 1976; Costa et al., 1986; Gordino, 1983; Yagill,
1991). In a study of 206 Israeli women, Yagill (1991) found no evi-
dence of midlife crisis. It must be noted, however, that the subjects
were in their 30s, and as such did not meet Levinson’s criteria of
midlife. Costa et al. (1986) conducted a cross-sectional study of data
from 10,063 32- to 88-year-old subjects to determine personality
changes over time. His conclusions were that older subjects were
slightly lower in neuroticism, extroversion, and openness; that age
trends were curvilinear; and that there were no differences in person-
ality scores that might be attributable to midlife crisis or transition.

The weight of the evidence, however, points in the direction that
midlife is problematic. It is indeed characterized by many changes
both internally and in the external environment. Life events during
this phase have the capacity, as with all other life stages barring
perhaps infancy and very early childhood, to give rise to crisis for
individuals. Yet, there is little direct support for Levinson’s radical
notion that midlife transition could not be successfully completed
without crisis.



110 Chapter 6

LIFE EVENTS AND THE MIDDLE-AGED
CHRONIC PAIN PATIENT

Midlife is associated with the emergence of many health prob-
lems. Risk factors of coronary heart disease (CHD) in middle-aged
persons, for example, has come under the scrutiny of researchers
(Falger, 1983; Peter, 1995), as has depression (Gallo, Royal, & An-
thony, 1993), employment and depression in middle-aged women
(Bromberger & Matthews, 1994), alcoholism and suicide (Roy, 1993),
changes in hypothalamic—pituitary—adrenal axis function during
midlife (Maes, Calabrese, Lee, & Meltzer, 1994), grief due to parental
death (Moss, Moss, Rubenstein, & Resch, 1993), and problem drink-
ing (Brennan & Moos, 1990).

For our purpose, the relevance of midlife issues in the lives of
our mostly middle-aged patients in pain clinics is important. It might
be instructive to review the kind of life events generally reported by
these patients, and whether they are in any way related to midlife
issues. Most of the articles on the topic of chronic pain and life events
appeared between 1974 and 1997. Several papers were for a pediatric
population (Alvarez & Dodge, 1990; Hodges et al., 1984; Walker et al.,
1994). The rest could be divided into papers on chronic low-back
pain (Atkinson, Slater, Grant, & Patterson, 1988; Feuerstein, Sult, &
Houle, 1985; Naidoo & Pillay, 1994; Smith, Follick, & Ahem, 1985),
temporomandibular pain (Marbach, Lennon, & Dohrenwend, 1988;
Lennon, Dohrenwend, Zaruta, & Marbach, 1990), myofascial pain
(Zaruta, Marbach, & Raphael, 1995), psoriatic arthritic pain (Gentill &
Francescangaeli, 1987), headache (deBenedittis & Lorenzetti, 1992),
and mixed pain groups (Egle, 1992; Pilowsky & Bassett, 1982).

A major problem of relating this literature to midlife transition is
that the age range of subjects in general do not strictly conform to
midlife. Several studies covered a wide age range, from early to late
adulthood (ages 18 to 60+) (Atkinson et al., 1988; deBenedittis &
Lorenzeti, 1992). It is impossible to determine the specific life
stressors that confronted the populations during midlife. Others did
not provide age-related information (Feuerstien et al., 1985; Zaruta et
al., 1995), or the population was younger than midlife age range
(Naidoo & Pillay, 1994).

One study that investigated risk factors for temporomandibular
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pain reported the ages of the cases as 38.0 years (SD =11.7) and for the
control group as 39.9 (SD = 11.5) (Marbach et al., 1988). Cases and
controls did not differ in total number of life events. Nevertheless,
events involving physical illness and injury strongly differentiated
cases from controls. Midlife often marks the beginning of many aches
and pains, depression, and a variety of other conditions. In the sec-
tion that follows, we shall examine that literature. Another paper
failed to find any relationship between stressful life events and pain,
but did find an association between stressful life events and greater
distress in a study of 110 myofascial pain patients (Zaruta et al., 1995).

The mean age of chronic low-back patients in a study that inves-
tigated life events was 41.0 years (Smith et al., 1985). Univariate
correlations supported the prediction that high levels of negative life
events were associated with high levels of several aspects of emo-
tional distress. Negative events were associated with discourage-
ment, depressed mood, dissatisfaction, anger, and social maladjust-
ment. It is noteworthy that pain itself was seemingly unaffected by
life events. On the other hand, it can be argued that the overall
clinical picture of chronic low-back patients is immensely compli-
cated by negative life events. This paper failed to furnish any infor-
mation on the exact type and nature of life events.

This body of literature was somewhat disappointing from several
perspectives. First, very limited information related to the nature of
life events and their relevance to midlife could be deduced. Second,
the age ranges of subjects were not directly relevant to our discussion
of midlife transition. Third, life events as an etiologic factor in
chronic pain was not categorically addressed. Rather, psychological
outcome of negative life events was the focus of several studies. On
the basis of these studies, it is almost impossible to make any claims
of the etiologic significance of negative life events in the genesis of
chronic pain of midlife onset.

A Case

While the significance of life events in the genesis of chronic
pain or psychological distress due to chronic pain remains somewhat
moot, the following case will help illustrate the vast number of
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changes precipitated by the emergence of chronic pain and disability
in a 42-year-old man. From a clinical point of view, life events precip-
itated by chronic pain, while regularly observed in clinical practice,
remain an underresearched area. This is the story of Mr. Magri, who,
with high hopes, had immigrated to Canada from Europe some years
earlier.

From all accounts he had realized the immigrant’s dream. He
found a well-paying job, bought a house and a car, and was well on
his way to leading a good life. He was married with three children.
His world came crashing around him following a work-related acci-
dent that damaged his hip and legs. The injuries were judged to be of
a minor nature, and it was thought to be no more than a short-lived
inconvenience. As with so many chronic pain sufferers, this unevent-
ful beginning of his pain culminated in rendering Mr. Magri an in-
valid in 12 short months. His pain worsened to the point that he was
unable to perform at work and lost his job. He received worker’s
compensation and began his search for a medical cure. Even in this
short vignette, major events are apparent. He lost his job, a major un-
desirable event by any measure, a direct consequence of which was
reduced income, which precipitated a major strain on family fi-
nances.

Mr. Magri’s age is of some significance. He was just emerging
from his age-30 transition and moving into a more stable occupa-
tional and family situation. As an immigrant, his view of himself was
that of a successful man who had, so to speak, “arrived.” Job loss to
Mr. Magri and being on “charity,” as he perceived the worker’s com-
pensation, caused him to almost completely lose his self-confidence.
He embarked on a rather destructive course that culminated in sui-
cide. His major complaint was that life had been unfair. He stated on
more than one occasion that he had reached a stage in his life, follow-
ing many years of struggle, when he deserved peace and tranquility.
Prior to the accident, his life was almost idyllic. At times, he had
difficulty in believing his good fortune. All that was taken away as a
result of what was seen by all as a minor accident. We shall return to
this case presently to discuss the impact of Mr. Magri’s disability on
his family. Two major events, a minor accident, which turned out to
be not so minor, and job loss, ultimately cost this man’s life.

Another aspect of Mr. Magri’s behavior deserves attention. Hav-
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ing achieved and lost his position in society, he turned his attention
to fellow sufferers. He devoted a great deal of time and energy to
creating a peer support group comprising chronic pain sufferers. This
group, with his leadership, started lobbying governments, health care
services, workers’ compensation, and other organizations to be more
understanding of the plight of chronic pain patients. This aspect of
his behavior could be viewed as the emergence of the altruistic aspect
of him, which tends to make its appearance during the midlife transi-
tion. This case is indeed poignant from the view of demonstrating
crisis. His crisis is not a perfect fit for Levinson’s view of transitional
or existential crisis. Rather, it confirms that events during midlife
may have special significance, such as job loss and the emergence of
health problems. The latter perhaps only accentuates the concerns
about physical vulnerability and mortality. Job loss during this pe-
riod assumes great significance, as alternative employment becomes
less feasible.

Depression in Midlife

In this section we shall examine the relevant literature to deter-
mine if midlife heralds the beginning of depression. In the context of
chronic pain, depression assumes a very special significance, as this
condition is ubiquitous in the chronic pain population. Depression in
the general middle-aged population has been the subject of investi-
gation from several perspectives.

El-Rufaie and Absood (1993) investigated the prevalence, nature,
and severity of depression in 217 Arab subjects, aged 16 and older.
The total prevalence rate of depression was 27.6%. The morbidity
rate was higher among women than men, but the population in the
age range of 35 to 54 was the most susceptible to depression and
anxiety—depression. The overall severity was in the mild-to-moderate
range. This paper did not offer any theory to explain the high mor-
bidity in the middle-aged group. Another study, however, offered a
biochemical explanation for age variation in depressive illnesses
(Maes et al., 1994). In a study of 118 patients with major depression
and 80 controls, they found a major negative correlation between age
and plasma morning cortisol in control subjects, but not in the de-
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pressed group. They concluded that middle age could be the turning
point in hypothalamic—pituitary—adrenal axis function of normal
versus major depressive persons.

Another study investigated the relationship between employ-
ment status of middle-aged women and depression (Bromberger &
Matthews, 1994). This study involving 524 women found that non-
employed women reported higher levels of depressive symptoms
than employed women, with nonemployed women with less educa-
tion, low support from family and friends, and low marital satisfac-
tion being the most symptomatic. It was found that new paid work
had a beneficial effect on the mood of middle-aged women.

A study involving 102 middle-aged women investigated the im-
pact of their mother’s death (Moss et al., 1993). The sudden death of
mothers caused more intense grief, less acceptance, and more thoughts
of reunion than with deaths that occurred in nursing homes. This
study measured depression, grief, somatic symptoms, impact on the
sense of self, degree of acceptance of the death, and the quality of
ties with the mother. The findings were complex, as many of these
reactions were intercorrelated. Yet, they were differentially associ-
ated with characteristics of the daughter, mother, and the quality of
their relationship.

Yet another investigation involving women aged between the
early 40s and the early 50s reported that normative personality
changes in these women were not interrupted by menopausal status,
“empty nest” syndrome, or involvement in caring for parents (Helson
& Wink, 1992). Around age 40, however, many women experienced
turmoil. This study is important in supporting the view that from a
psychological perspective, middle age is not necessarily a period of
increased vulnerability for psychological distress.

In a very different kind of study, Gallo and colleagues (1993)
studied the risk factors for the onset of depression in middle age and
later life. All subjects with a history of major depression were ex-
cluded. In this epidemiological study of subjects 40 years and older,
there were 180 incident cases and 960 subjects at risk for future occur-
rence of major depression. Risk of depression for those who were
employed was not significantly different than for those who were not
employed. On the other hand, those who had 12 years of schooling
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were at less risk for depression than less those who did not complete
high school.

This brief incursion into the midlife~depression literature point
in the direction that the evidence is equivocal. Depression may occur
and the reasons may be biochemical or grief or significant demo-
graphic factors. Yet, there is also evidence that this phase may not be
specifically vulnerable to depressive disorders.

The presence of chronic pain, however, seems to alter this lack of
vulnerability to a substantial degree. The literature on pain and de-
pression is of a magnitude to deserve a major review. Several such
reviews were conducted during the 1980s, and the general conclusion
was that while depression was not uncommon in patients with idio-
pathic chronic pain, it was not inevitable. There was a major shift
away from equating chronic pain without organic cause with depres-
sive disorders. Three facts emerged: first, that a proportion of chronic
pain patients also suffered from major depression; second, that nega-
tive life events and financial hardship in conjunction with unremit-
ting pain caused many patients to become sad and discouraged; and
third, many patients with chronic pain were not depressed, although
many of their symptoms such as low energy, low libido, and sleep
disturbance overlapped with symptoms of depression.

It would be erroneous, however, to suppose that the debate is
over. A quick glance at the most recent literature continues to be con-
tradictory and confusing. Ruolf (1996) claimed that 50% of chronic
pain sufferers also suffer from depression as comorbidity. His claim
goes further to suggest that both depression and chronic pain share
common biological pathways. Aggressive treatment with the new
generation of antidepressants is strongly recommended. Eisendrath
(1885) noted that many chronic pain conditions were associated with
known psychiatric disorders such as somatization disorder, hypo-
chondriasis, factitious physical illnesses, and pain associated with
psychosocial problems. Here, we have two alternate, yet overlapping
views of depression and psychiatric problems and chronic pain. One
claims common biological pathways, the other claims chronic pain to
be a primary psychiatric disorder. They are, of course, not mutually
exclusive.

McGuigan (1995), on the other hand, found that psychosocial
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factors were involved in the depression of chronic pain sufferers.
Banks and Kerns (1996), in their extensive review of the pain and
depression literature, concluded that the unique experience of living
with chronic pain may account for the high prevalence of depression.

Overestimation of depression was recognized in a Finnish study,
in which the researchers concluded that a diagnosis of depression
based on a sum score of an inventory that contains somatic—vegeta-
tive signs of depression (inventories on depression almost always
include somatic—vegetative signs) may lead to an overestimation of
depression (Estlander, Takala, & Verkasalo, 1995). Even this short
incursion into the current literature suggests unresolved diagnostic
issues. This debate is likely to continue until such time that more
objective laboratory-based investigation for major depression be-
comes available.

However, from a practical and clinical point of view, all the
perspectives are important. Social and biological factors interact in
complex ways to engender depression. Sometimes, one has primacy
over the other. Treatment also has to be multidimensional. Perhaps a
brief visit with the case of Mr. Magri may be useful to appreciate the
complexity surrounding depression. Mr. Magri’s pain was not alto-
gether explicable on the basis of physical pathology, and the question
of a psychiatric “overlay” was considered. He presented many of the
common neurovegetative symptoms shared by chronic pain and de-
pressed patients. As is so common with chronic pain patients, he was
placed on 100 mg amitriptyline, which failed to produce the desirable
change in his pain or mood. The dosage was varied, again without
much benefit to the patient. His mood of anger on the one hand and
overpowering feelings of dejection on the other could only be ex-
plained by addressing the monumental changes in his life, all precip-
itated by his accident and subsequent pain. An abbreviated list of
those changes would include job loss, loss of income, loss of face to
his friends and relatives, loss of purpose, loss of workmates, loss of
position and authority within his family, and emerging behavioral
problems with his teenage children (we shall elaborate on the latter in
the next section). The fact that this patient’s past history as well as
family history of depression was negative is also noteworthy.

It is in relation to the management of Mr. Magri that the question
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of depression assumes special significance. In addition to an anti-
depressant, which had only minimal effect on his depression or pain,
and other methods of pain management, considerable effort was in-
vested in dealing with his precarious psychological state and his
deteriorating family situation. Nothing proved particularly effica-
cious, and at the end Mr. Magri killed himself. The centrality of job
loss loomed large in his case. Mr. Magri came from another continent
to earn a living. Having attained his dream, to lose it all was more
than was acceptable to him. Once he reached the judgment that his
pain was not likely to become tolerable to the point that he could
resume his normal living, he failed to see any purpose in his struggle.
This case is instructive for the reason that as depression is viewed
more often as an organic disorder, the prescribed treatment for which
is medication, there is a danger of neglecting serious psychosocial
problems that may be not only complicating the diagnostic issues
but also adding to the risk of important matters being ignored.

Family Functioning

Family functioning of chronic pain patients is a relatively well-
studied subject, and the following chapter is devoted to an examina-
tion of the role of family members in reinforcing pain behaviors. This
section explores the kind of problems and conflicts experienced by
pain patients and their families. First, we shall review briefly the
more recent literature on family functioning, following by a family
assessment Mr. Magri.

Investigation of family functioning of chronic pain sufferers be-
gan in earnest in the early 1980s. Much of the early literature focused
on the impact of chronic pain on the spouse. This broadened into a
general examination of family functioning from a systemic point of
view. We shall examine the literature published during the 1990s.

The review articles on family functioning for chronic pain pa-
tients, all conducted during the 1980s, were unanimous in their rec-
ognition of family dysfunction caused by the presence of a chronic
pain patient in a family system (Flor, Turk, & Rudy, 1987; Payne &
Norfleet, 1986; Roy, 1982). These early studies continue to find sup-
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port in more recent reports. In an important Finnish study involving
63 chronic low-back patients, Saarijarvi (1991) reported on the effec-
tiveness of couples therapy. Patients were randomly assigned to ther-
apy group and control group. At the termination of therapy, the
treatment group showed significant improvement in communication,
while communication had worsened in the control group. The Mari-
tal Questionnaire was derived from the Dyadic Adjustment Scale. In
addition, six items were derived from the Marital Communication
Inventory. Unfortunately, the authors did not provide any of the
scores derived from these scales. Their conclusion was that couples
therapy contributed to a better quality of life by improving communi-
cation. It would be reasonable to assume that these couples were
faced with serious enough relationship problems to agree to couples
therapy.

Extensive family problems were reported by a group of headache
patients, and their problems were found to be far more serious than
a control group without chronic pain (Basolo-Kunzer, Diamond, Ma-
liszewski, Weyerman, & Reed, 1991). The authors compared 117
patient—spouse couples with 108 couples without chronic pain. The
Family Adaptability and Cohesion Scale (FACES II) and Dyadic
Adjustment Scale were used to assess family and couple function.
Marital satisfaction was measured by marital satisfaction subscale of
ENRICH. The findings in relation to family cohesion and adaptability
were mixed. Mainly, the headache couples and controls were similar
on these dimensions. Only five headache couples were found to be in
the extreme range of family cohesion and adaptability, thus revealing
chaos among these couples. However, the headache sample had twice
as many extreme or seriously troubled families as balanced families.
The overall findings were complex. Headache couples reported
greater differences in consensus, cohesion, affection, and sexual rela-
tionships than did control couples.

There were also some curious findings. Patients with continuous
pain were more likely to report greater marital adjustment than pa-
tients with episodic pain. This was perhaps an indication of adjust-
ment and learning to live with pain, rather than coping with the
uncertainty of intermittent pain episodes. Another finding of a para-
doxical nature was that headache patients’ severity of pain correlated
positively with greater marital satisfaction. Perhaps this was an indi-
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cation of pain eliciting affection and support (discussed in detail in
the next chapter).

Thomas, Roy, and Cook (1991) reported on the family functioning
in a group of college students and their parents with headaches and
back pain. They used the Family Assessment Measure to assess fam-
ily functioning. Much of the pain in this nonclinical population was
in the mild-to-very-moderate range. Yet, serious family dysfunction
was reported by these families. In the areas of communication, in-
volvement, control, and values. The authors speculated that the high
level of dysfunction in these families could not be accounted for by
low-level pain in the subjects. Rather, the life stage of the family
(fathers’ mean age 45 and mothers’ 36), in the midst of many changes,
was the probable cause for family disruption.

The final study in this section reported on the differences be-
tween headache and back pain patients in their family functioning
(Kopp, Richter, Rainer, Kopp-Wilfling, et al., 1995). In this pilot study,
the family environment of 36 families comprising 154 individuals
was investigated. The Family Environment Scale and Family Climate
Scale were used to assess family function. Families of mothers suffer-
ing from headaches were compared with mothers suffering from back
pain and a pain-free group of mothers. Each group comprised 12
families.

Intrafamilial expressiveness was a greater problem for the fami-
lies with mothers with headaches compared to both comparison
groups. In headache families, expression of feelings was constrained,
combined with less spontaneity and a reluctance to express annoy-
ance or criticism. On the positive side, headache families, in com-
parison to pain-free families, were better organized. These families
demonstrated a sense of order, planning, and clear assignment of
responsibilities. Again, the picture was mixed and complicated. In
short, on some dimensions of family functioning the headache fami-
lies had problems and on others they were more effective.

This brief update on the family function of chronic pain patients
reveals a rather complex picture. While family functioning is often a
casualty of chronic pain, many families continue to function at an
effective level. There is little research to explain how and why such
families are successful in maintaining their functioning. Perhaps
future research could address that question.
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Family Functioning of Mr. Magri

Following the loss of his employment and an almost complete
lack of progress with treatment, he slowly began the process of slip-
ping into the inevitable chronic sick role. Vast and unfortunate
changes occurred in his family. He began to neglect his family respon-
sibilities, lost interest in sex, which is commonly observed in this
population, and consumed a large quantity of tranquilizers and nar-
cotic analgesics. He became impatient with his children, being very
short and irritable with them. He would undertake tasks he could not
complete, such as painting the house or fixing his trailer. This further
confirmed his state of disability, contributing to his increasing sense
of uselessness. He was a traditional, authoritarian father and husband
with rigid views on masculine roles that he could no longer suc-
cessfully complete. These changes in Mr. Magri had an enormous
impact on the entire family.

The family consisted of Mark, aged 18, Mary, aged 15, and John,
aged 14, and Mrs. Magri, aged 43. They were faced with a multitude of
problems. The children felt that they had lost a friend and a guide in
their father. Most of the time he was unreasonable, demanding, and
impossible to please. Mark and Mary were barely coping and John
had turned to hard drugs.

Mrs. Magri’s roles were drastically changed. She viewed her
husband as ill and in constant need of medical care. She was vocif-
erous about the failure of the medical profession to help her husband.
On the domestic front, she had to assume responsibility for family
finances, attend to the children’s concerns, and frequently assume a
mediating role between her husband and the children. Mr. Magri had
been a policeman in his native country and had believed in strict
discipline, which included physical punishment for the children. At
the same time, he was a caring father and used to spend many hours
playing with the children when they were young. He was genuinely
fond of them, and despite his strict ways, all three children acknowl-
edged that he was kind and considerate and that they could always
turn to him for counsel and guidance. Since the accident, however, he
was not only irritable and angry, but he seemed to be actively search-
ing for ways to criticize them. He would ask one of the children to
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do a chore, criticize the child for not doing it well, and undertake it
himself, the consequence of which was usually more pain and frus-
tration. This pattern would repeat itself over and over.

The children found ways to stay out of Mrs. Magri’s way: Mark
busied himself with school work and stayed away from home as
much as he could; Mary became tearful and depressed, her school
work suffering considerably; and John found solace in drugs. Mr.
Magri agreed during a family session that the children’s complaints
were justified, but he felt helpless to alter the situation.

Mrs. Magri’s position was no less precarious. She had to cope
with a worsened financial situation, a drug-addicted son, and a de-
pressed daughter. She sympathized with her husband, but was un-
able to show any anger or openly to disagree with him. When it was
pointed out that Mr. Magri had never made an effort to explain his
conduct to the family, he acknowledged that he felt emasculated and
that his anger and frustration was a response to the feeling. He often
felt guilty for blaming the children, but failed to express his positive
feelings. Being critical was the only avenue open to him for exerting
his authority, but he was beginning to sense that they were all drifting
away from him. He did not wish to behave this way, but he could not
help himself.

This case was carefully assessed using the McMaster Model of
Family Functioning. Space does not permit a detailed account of the
assessment, but suffice it to say that pervasive problems were found
virtually in every dimension of family functioning. In general terms,
this case raises a fundamental question: When does a medical prob-
lem become a family problem? More often than not, with chronic
pain, these problems grow slowly and almost imperceptibly. Initially,
there is hope that a medical cure will be effected. Gradually this
optimism gives way to anger and frustration and a gradual recogni-
tion that a cure may not be at hand.

Repercussions of this on the family may not be immediately
apparent, because the family views the patient in a normal sick role.
However, as the problems persist and the patient fails to recover and
assume his or her normal roles, tensions mount and questions about
the patient’s health status begin to be hesitantly and then forcefully
raised. The doctors may conclude that nothing is wrong with the
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patient. But if so, why does he or she act so strange? Is he or she
mentally ill? These are some of the unasked questions by the family
members.

SUMMARY

This chapter has presented an overview of the theories of mid-
life transition, and has attempted to relate some of the midlife issues
to the middle-aged chronic pain population. Since the age of incep-
tion for pain clinic patients is about 42 years, midlife issues are
indeed important from a clinical point of view. Depression, life
events, family conflict, and intrapsychic and existential conflicts
could be colored by the midlife transition of these patients, and the
midlife issues could be of major significance in understanding the
patient’s response to pain.



CHAPTER 7

Families of Chronic
Pain Patients

Help or Hindrance?

INTRODUCTION

In this chapter we shall attempt to address the family issues of
middle-aged chronic pain sufferers from three diverse perspectives.
Hopefully, these three perspectives will provide a more thorough
answer to the question posed in the title. The three perspectives are:
(1) the impact of chronic pain on the family system; (2) the role of the
family as a source of social support; and (3) the family, or more
specifically, the role of the spouse as a hindrance to the patient’s
recovery and well-being. The main thesis of this chapter is that any
one of these dimensions alone is likely to distort the clinical signifi-
cance of the very complex nature of patient—family interaction, as
well as the negative and positive aspects of family as a central source
of social support.

IMPACT OF CHRONIC PAIN

A great body of research literature has evolved over the past 20
years on this topic. The main conclusion of much of this literature is
that the overall impact of chronic pain in family member has serious
implications for the well-being of the family as a system, the chil-
dren, and the spouse.

123
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Chronic Pain and the Family

A respectable body of empirical literature has evolved over the
past several years to show that virtually every measurable aspect of
family functioning is affected negatively by chronic pain. Yet, the
literature specifically dealing with the impact of chronic pain from
a systemic perspective remains relatively small. It is the latter that
will be briefly reviewed here. Clinical or case reports are excluded
from this consideration and only research reports are included. It
should be noted that the systemic view of the family reveals the func-
tional as well as the dysfunctional components of the family as a
whole. This perspective is important to adequately answer the ques-
tion posed in this chapter, namely, the value of family support. If
chronic pain families are at the dysfunctional end of the spectrum,
the argument that the family is more of a hindrance than help gains
added power.

Some of the early and pioneering work was conducted by a group
at the University of Philadelphia Child Guidance Center. One of
their studies found a relationship between certain family characteris-
tics, such as overinvolvement, enmeshment, overprotective con-
cerns, and failure to resolve conflict, and the exacerbation of pediatric
abdominal pain (Liebman, Honig, & Berger, 1976). Unfortunately, the
study was less than satisfactory from a methodological perspective
due to small sample size, lack of a control group, and virtual absence
of statistical analyses. It was also concerned with pediatric pain. This
study is important, however, because family dynamics were impli-
cated in the exacerbation and maintenance of chronic pain. The
remainder of the literature involves chronic pain patients in their
middle years and their families.

One of the earlier studies to investigate family and marital rela-
tionship and chronic pain was reported by Hudgens (1979). She
investigated the functioning of 24 couples where one partner had
chronic pain. Six areas of family functioning were investigated and
were found wanting. Marital problems have been shown to be en-
demic in this population (Ahern, Adams, & Follick, 1985; Feurstein
et al., 1985; Mohamed, Weisz, & Waring, 1979; Kerns & Turk, 1984).
It should be noted that these studies investigated some aspects of
marital relationships rather than overall family functioning, espe-
cially from a systemic perspective.
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One of the early studies to do so was reported by Roy (1989).
The study was based on detailed and systematic interviews with
families. He conducted a comprehensive analyses of family function-
ing of 12 chronic back pain and 20 headache patients and their
families. The McMaster Model of Family Functioning (MMFF) (Ep-
stein, Bishop, Ryan, Miller, & Keitner, 1983) was used to assess these
families. MMFF assesses the following dimensions of family func-
tioning: (1) problem solving, (2) communication, (3) roles, (4) affec-
tive responsiveness, (5) affective involvement, and (6) behavior con-
trol. Families in both groups were found to be deficient almost in all
areas of functioning.

Problem solving was problematic for 75% and 100% for back
pain and headache families, respectively; communication was at the
pathological end of the continuum for 50% of back pain and 75% of
headache families. Problems related to various aspects of role func-
tion were endemic in both groups. Nurturance- and support-type
roles were ineffective for 75% of back pain and 100% of headache
families. Marital and sexual gratification was lacking for 75% of
back pain and 60% of headache groups. Occupational and household
roles were compromised for 50% of back pain and virtually none of
the headache group.

Almost 65% in both groups expressed difficulty in affective re-
sponsiveness, which assesses the family’s capacity to express appro-
priately a wide range of emotions. Affective involvement, which is
concerned with relationships between family members, was found
wanting in 83% and 60% of back and head pain families, respec-
tively. Finally, behavior control, which examines the rules by which
families conduct their lives, was seriously flawed in 83% and 80% of
back and head pain families, respectively.

This clinical study, even without the benefit of a control group,
revealed enormous problems in family functioning in two of the
most common groups of patients seen in pain clinic settings. Most of
these families were troubled and functioned at the low end of family
functioning. To seek confirmation of these clinical findings, a care-
fully designed study was implemented (Roy & Thomas, 1989; Thomas
& Roy, 1989).

Fifty-one consecutive patients, who were referred by their phy-
sicians to a pain clinic located in a teaching hospital, were the sub-
jects for this study (Roy & Thomas, 1989). These patients were typ-
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ically referred for their intractable pain. The subjects completed a
comprehensive demographic and pain questionnaire, the Beck De-
pression Inventory (BDI) and Family Adaptability and Cohesion
Scale (FACES III), Couple Version. FACES measures two dimensions—
family cohesion and family adaptability—and derives 16 specific and
three general types of families, namely, balanced, mid-range, and
extreme. Statistical analyses comprised x?, t-tests, and discriminant
function analyses. The first two tests are recommended by the propo-
nents of FACES as the most appropriate.

In terms of overall family functioning, marital discord was quite
common and the families were functioning in the mid to extreme
ranges. These families evidenced more difficulties in the area of
family adaptability than in family cohesion, which in effect demon-
strated their inability to adapt to or cope with the altered circum-
stances brought on by chronic pain, among other factors. On family
cohesion, the families were functioning in the borderline of being
connected. Spouses assumed the central task of keeping the family
together, which contributed to a somewhat better state of family
cohesion. This study lends further credence to the notion that fami-
lies and couples with chronic pain tend to show a high level of family
dysfunction.

In a subsequent analyses, nine clinically depressed subjects from
the above group were compared with 42 nondepressed patients. De-
pression in conjunction with pain significantly affected family sta-
bility (Thomas & Roy, 1989).

Findings of the previous study mainly were negated in an inves-
tigation of family functioning in a group of headache patients and a
control group (Basolo-Kunzer et al., 1991). In this controlled study,
117 headache patients were compared with 108 married couples for
marital and family functioning. FACES III was used to assess family
cohesion and adaptability. They tested a series of hypotheses, with
mixed outcome. The most critical for the purpose of this chapter was
that contrary to prediction, no significant differences emerged be-
tween the two groups on family cohesion, adaptability, protection, or
satisfaction. Only five headache couples were in the dysfunctional
range on adaptability and cohesion.

One plausible explanation for the seeming contradictory find-
ings of this study with that of Roy and Thomas (1989) is that major
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differences were found in the clinical populations in the two studies.
There were the age differences, headache subjects’ mean age was 40
years and the Roy and Thomas study population was nearly 49 years.
Also, the headache patients, despite differences in frequency and
intensity, represented a more homogeneous group than a mixed group
of chronic pain patients comprising back pain and an assortment of
other chronic conditions. It was more than likely that the headache
group was more functional than the mixed chronic pain patients in
the Roy and Thomas study. This observation is partly supported by
the fact that only five couples were in the extreme range on the
adaptability scale, whereas discord in the area of family adaptability
was quite prominent in the Roy and Thomas study.

A more important observation is that there is much risk in lump-
ing together many and varied kinds of chronic pain conditions under
the rubric of chronic pain. As was observed earlier (Roy, 1989), fami-
lies with headache compared to backache patients tend to be more
functional and not as drastically affected in their marital relations.

Two more recent studies also produced contradictory findings
(Nicassio & Radojevic, 1993; Naidoo & Pillay, 1994). In a comparative
study of 44 rheumatoid arthritic patients (mean age, 55 years) and 46
patients with fibromyalgia (mean age, 51 years), Nicassio and Rado-
jevic (1993) reported that, on the basis of the Family Environment
Scale, the scores of the two patients groups were similar to the scores
for the normative sample. The patterns, of scores were reflective of
families in both groups being supportive and as promoting a high
degree of independent behavior in their members. These families,
in other words, were mainly similar to normal families.

Even the authors were surprised by their findings and they of-
fered the following explanation. It is quoted in full to convey some
of the misgivings expressed by them: “The lack of empirical work on
the nature of family functioning in these illness groups makes it
difficult to interpret the positive characteristics portrayed by the
subjects in this research” (Nicassio & Radojevic, 1993, p. 315). They
speculated that the “halo” effect in conjunction with the fact that
these subjects were volunteers, well-educated, and knowledgeable
about their illness could have influenced the outcome. To ameliorate
the problem, they proposed detailed questioning via interviews to
minimize the risk of responses being in the socially desirable.
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Naidoo and Pillay (1994) compared 15 women, aged 30 to 35
years, with chronic low-back pain with 15 healthy controls. On the
Cohesion, Expressiveness, and Conflict subscales, which measure the
relationship dimensions, of the Family Environment Scale, signifi-
cant differences were found on cohesion, conflict, independence,
and organization. The pain group was significantly compromised in
its overall family functioning. Other than reiterating this finding, the
authors did not speculate or offer any reasons for this. This finding
was in the expected direction and the data simply confirmed it.

Taken together, these studies present a confusing picture. It will
be somewhat perilous to claim that family functioning is invariably
affected adversely by chronic pain, especially when the methodologi-
cal issues often identified in the literature remain unresolved. Differ-
ent populations, different instruments to measure family function,
different analyses, and different sampling techniques would suggest
that any effort to bring some order to this body of literature may not
be productive and each study ought to be judged on its own merit.

Impact on the Children

Common sense suggests that parental illness, especially of a
chronic nature, may indeed produce negative health and emotional
consequences for the children. Yet, the evidence is far from certain.
In an extensive review on this subject, Roy (1990-91) posed two
questions: (1) What might be the prevalence of physical, emotional,
and psychiatric problems in the children of medically ill parents
compared to the general population? (2) What might be the risk
factors that predispose the children of the medically ill parents to
psychological and medical vulnerabilities? The first question could
not be answered due to major methodological shortcomings in most
of the studies and the second question received only partial answers.
Severity of the illness and the gender of the sick parent received
partial validation as predictive of vulnerability. Yet, even the severity
question was ambiguous. The major conclusion was that a good deal
was unknown in this important field of health research. There is, of
course, much evidence of the adverse effects of parental mental ill-
ness on children.
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Direct evidence for any relationship between parental chronic
pain and negative health effects on children is just emerging and the
conclusions are at best tentative (Chun, Turner, & Romano, 1993; Dura
& Beck, 1988; Mikail & von Bayer, 1990; Raphael, Dohrenwend, &
Marbach, 1990; Rickard, 1988; Roy et al., 1994). A brief review of the
literature is presented. While the literature addresses complex issues,
it is virtually impossible to derive any conclusions on the prevalence
of psychosocial problems in the children of pain sufferers.

Dura and Beck (1988) examined many aspects of family function-
ing of children living with parents with chronic pain, diabetes, and
healthy parents. Each group consisted of seven mothers and seven
children. Children with mothers with chronic pain were more psy-
chologically disturbed than the comparison groups and their family
functioning was also more compromised than the comparison groups.
A noteworthy point about this study is that while the children of
mothers with chronic pain were significantly more depressed than
the two comparison groups, all three groups scored well below the
clinical range on the depression scale.

A more recent study also investigated school adjustment and
emotional health of 29 children of 29 parents with chronic pain and
a control group (Chun et al., 1993). Children of fathers with chronic
pain were significantly less socially competent than children of fe-
male patients. Overall, children of pain patients had significantly
more behavior problems and were less socially competent than the
control group, although a low prevalence of psychopathology was
found in both groups.

Roy and colleagues (1994) investigated the health and well-being
of 31 children of 19 patients attending a pain clinic. Only three
children, less than 10%, were found to be vulnerable on objective
psychological measures. The family profile of these three children
was also at variance with the other children in the sample. The
negative effects of parental pain on children was far from pervasive.
There was no control group in this study. However, within-group
comparisons were carried out between the children who gave evi-
dence of difficulties and those who did not. The sample size was
another limitation. However, the findings of this particular study
were in the opposite direction to the previous two studies.

Three studies examined the specific pain disorders of severe
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headaches (Mikail & von Bayer, 1990) and temporomandibular (TM])
pain (Raphael et al., 1990) in parents and assessed their negative
impact on the children and children of chronic low-back pain (Ric-
kard, 1988). In their comparison of children of parents with a control
group, they concluded that the children of headache sufferers were
more somatically focused, had more headaches, and showed greater
maladjustment and lowered social skills than the control group (Mi-
kail & von Bayer, 1990). A major problem with this study was the
number of t-tests conducted; not surprisingly, a low level of signifi-
cance was found on many of the associations.

Raphael et al. (1990) compared children of 31 patients with TM]J
with 47 controls. Children of TMJ parents reported significantly more
illnesses and accidents. They offered a variety of plausible explana-
tions for their findings. Rickard (1988) compared 21 children with
parents with chronic low-back pain, 21 children with diabetic par-
ents, and 21 controls. The study concluded that the children of par-
ents with chronic low-back pain were significantly more external
than the other two groups on the health locus of control. Teachers of
these children also reported a significantly higher frequency of com-
plaints, crying, whining, avoidance behaviors, dependency behavior,
absenteeism, and visits to the school nurse than all other children in
the study.

A preliminary conclusion to be drawn from the above review is
that the negative effects of parental pain on children are not inevi-
table. Studies that examined well-defined clinical populations found
a stronger relationship between the two. With less well-defined diag-
nostic groups, the findings were ambiguous.

Impact on the Spouse

The topic of depression and distress in the spouse of the chronic
pain patients has come under periodic scrutiny. Some of the early
investigators reported a higher prevalence of depression in these
spouses than in control groups (Kerns & Turk, 1984; Mchamed et al.,
1979; Shanfield, Heiman, Cope, & Jones, 1978). More recent studies
have confirmed that finding and have gone beyond the question of
depression alone (Flor, Turk, & Scholz, 1987; Romano, Turner, &
Clancy, 1989; Saarjarvi, Hyppa, Lehtinen, & Alanen, 1990; Schwartz,
Slater, Birchler, & Atkinson, 1991). Three of these latter studies in-
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volve chronic low-back pain patients and their spouses. The findings
of these studies are briefly discussed.

Although these four studies vary in scope and details they agree
on the deleterious effects of chronic pain on the spouses’ health and
well-being. Flor and colleagues (1987), in a study of 58 chronic pain
patients and a diabetic control group and their spouses, found a num-
ber of interesting associations. Considerable pain-related changes
were noted in marital satisfaction, health and mood of the spouse,
and sexual relations. The main conclusion of the study was that
chronic pain could have wide-ranging detrimental consequences for
the spouses of chronic pain patients.

Romano and colleagues (1989) also reached similar conclusions
in a study of 83 chronic low-back pain patients (41 men and 42 women)
and their spouses. They investigated the level of physical and psy-
chosocial disability, pain behavior, marital satisfaction, depression,
and pain severity. Interesting gender-based differences emerged.
Some of the characteristics were more evident in male patient couples
rather than female patients and their spouses. Spouses of male pa-
tients reported significantly lower marital satisfaction than did their
partners, spousal marital satisfaction decreased with increased depres-
sion in the patient, and greater spouse depression was associated
with greater depression and lower marital satisfaction in patients.
Spouses of male patients reported higher levels of depression than
the spouses of female patients and were found to be the more vulner-
able of the two groups. For reasons not altogether self-evident, spouses
of male patients were more vulnerable than the spouses of female
patients. The authors offered a number of plausible explanations.

Another study involving 63 chronic low-back pain patients (31
men and 32 women) found chronic low-back pain patients and
spouses expressed high marital satisfaction (Saarjarvi, Hyppa, Leh-
linen, & Alanen, 1990). Female spouses, however, reported signifi-
cantly more musculoskeletal symptoms during the past week than
their male counterparts and there was some suggestion that female
spouses experienced more somatization than male spouses. Their
conclusions was that chronic low-back pain causes psychological
distress in the spouses and that spouses should be included in the
treatment of the patients.

Schwartz and colleagues (1991) investigated impact of chronic
low-back pain in 29 patients and their spouses. Twenty-eight percent
of the spouses were depressed based on the BDI. Depressive symp-
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toms were noted even in patients with moderate levels of pain. Sub-
sequent analyses of the data revealed that spousal depressed mood
could be predicted by patient’s average pain, patient’s reported levels
of anger and hostility, and the spouse’s level of martial satisfaction.
The clinical implication of these findings were discussed.

These four studies and a plethora of previous studies point in the
direction that spouses of chronic pain patients become vulnerable
and are an “at risk” group for a variety of health problems, primarily
depression. Yet, it must be noted that while a proportion of spouses
fall prey to ill health, many, if not most, do not. They continue to cope
in some manner.

In this context, the study of Rowat and Knafl (1985) is important.
They explored the social factors underlying the distress experienced
by the spouses of chronic pain patients. They investigated a conve-
nience sample of 40 spouses (21 men and 19 women) whose partners
were attending a pain clinic with a variety of chronic pain com-
plaints. Spouses registered a total of 123 health concerns—emotional,
physical, and social.

The spouses were divided into two groups of high distress and
low distress. Distress was defined as the number of areas of life
altered directly as a result of pain. Twelve spouses, 10 of whom were
female, were identified as high distress. In addition to the health-
related problem, they reported changes in four or more out of seven
dimensions of family life. These dimensions were relationship with
children, marital partner, and friends; division of labor; decision
making; family activities; and financial management. Uncertainty
emerged as a major source of anxiety in the spouses. They were
uncertain about the pain and family life. This study provided power-
ful evidence that for a segment of spouses of chronic pain patients
the emotional, social, and health cost is very high.

To summarize, despite depression and distress in the spouses of
chronic pain patients, many continue to function well and remain a
source of emotional support for their partners. In the following sec-
tion, the social support literature is examined.

SOCIAL SUPPORT

In the previous pages, the question of overall family functioning
and impact of chronic pain on children and spouses was considered
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to raise the possibility that families may be so impaired by this
affliction in a member or as a family that their capacity for support
would be severely compromised. The evidence is mixed. Many fami-
lies become dysfunctional to varying degrees. Not many children
seem to suffer, but evidence suggests that many spouses fall prey to
depression and distress. Yet, many families adapt and cope with their
altered circumstances.

In this section, more direct evidence will be sought for the ques-
tion: Is the family for a chronic pain patient a source of support or
not? Does the relevant literature illuminate or confuse the question?
The review that follows purports to shed some light.

The family can be a source of problems and also a source of
support for the pain patient. Perhaps there is no inherent contradic-
tion in that proposition, since not all families fall prey to the nega-
tive effects of chronic pain. To complicate the matter further, there is
some evidence to show that in healthy marital relationships, the well
spouse is likely to engage in pain-reinforcing behaviors, thus counter-
acting any likely benefits of treatment. It is noteworthy that this
proposition runs counter to a substantial body of evidence that strong
marital relations act as a powerful buffer against morbidity.

It must be noted that the general social support literature is
enormous, but there is considerable agreement about the positive
functions of social support and its protective powers. This particular
review will focus only on the role of family support for the chronic
pain patient. While the amount of relevant literature is by no means
large, it is substantial enough to merit a review.

Social Support and Chronic Pain Literature

In a review of this nature, an important consideration must be
the very concept of “social support” and how this concept was de-
fined and measured. While, on the surface, the general tenor of the
research literature finds much support for a positive relationship
between the availability of family support and low levels of pain,
high levels of functioning, and other measures of positive outcome,
yet these findings bear close scrutiny of the research methods em-
ployed in these studies? Another issue already alluded to is the
plethora of outcome measures employed in these studies. Rather
varied yardsticks are used to measure outcome. Then there is a body
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of literature, mainly in behavioral medicine, that purports to show
the negative role of the spouses in reinforcing pain behaviors. This
review will first examine the body of research that mainly showed the
benefits of family support in coping with chronic pain; second, the
studies with contrary findings; and finally an overview of the current
state of knowledge in this field will be examined.

Benefits of Social Support

Weickgenant, Slater, and Patterson (1993), in their investigation
of coping activities of patients with chronic low-back pain, made a
critical observation. Disinclination to seek social support in the face
of exacerbation of back pain was a factor that added to the general
level of stress of the patients. This point is frequently overlooked in
the literature. Pain and depression are prescriptions for social isola-
tion and not uncommonly are observed in clinical practice. Avail-
ability of social support must be separated from utilization of such
support.

The role of the “supportive” spouses in mitigating depression in
chronic pain patients was reported over a decade ago by Kerns and
Turk (1984). Since then, the positive role of the family members in the
lives of chronic pain patients has been explored from various per-
spectives. In a more recent study, Goldberg, Kerns, and Rosenberg
(1993) found further support for the role of the spouse in buffering
105 chronic pain patients against depression. Level of support was
measured by the Support Scale from the West Haven—Yale Multi-
dimensional Pain Inventory (WHYMPI) measures of patients’ percep-
tions of the amount of supportiveness and attentiveness provided by
their spouses to their pain problem. Findings of this study were of
a complex nature, but the basic hypothesis of the role of social sup-
port, in this instance spousal support, in the amelioration of depres-
sion was confirmed.

Jamison and Virts (1990) compared 233 chronic pain patients
who described their family as supportive with 275 age-matched
chronic pain subjects with a self-report of family disharmony. On
all measures of illness behavior and level of functioning, the group
with supportive family relationships was significantly better func-
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tioning than the group without such support. Perceived family sup-
port was found to be positively correlated to less illness behavior and
better coping.

In a 1-year follow-up of the completion of pain treatment, a
random sample 181 subjects completed a set of questionnaires to
determine the effects of family support or lack thereof. Predictably,
patients reporting high level of family support reported significantly
less pain intensity, less reliance on pain medication, and a higher
level of activity. Patients with nonsupportive families relied on medi-
cation, reported more pain sites, and used more pain descriptors to
describe pain. These patients were also more emotionally distressed
and engaged in inappropriate pain behaviors.

Several points are noteworthy in this study. First, as the authors
noted, family support was strictly determined by patients’ perception
of such support. In the absence of a valid measure of social support,
sole reliance on patient’s perception is somewhat limiting. Percep-
tion may be at variance with reality. Another point is lack of infor-
mation on the families. This was an important omission. Composi-
tion of families, family functioning (pre- and posttreatment), and the
identity of the caregivers (or sources of support within the family) are
critical determinants of social support and the investigators ignored
all of them. Many of the criticisms apply in various degrees to this
entire body of literature.

Jamison and Virt’s (1990) finding supported an earlier study by
Manne and Zautra (1989) who, in an investigation of the role of
support for a group of patients with rheumatoid arthritis, found that
patients who perceived their spouses as supportive engaged in more
adaptive coping. An interesting aspect of this finding was that spou-
sal criticisms in themselves had no effect on the subjects’ perception
of supportiveness. Gaston-Johansson, Gustaffson, Felldin, and Sanne
(1990), in a controlled study of fibromyalgia and rheumatoid arthritic
patients, concluded that social support provided by significant others
played a part in decreasing stress and facilitating effective coping. An
important finding of this study was that neither of the groups re-
ceived much support in the area of protection from psychological
exertion. The implication is that the nature and quality of support
are important determinants of their protective functions.

The importance of some of the family variables were discussed
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by Benjamin et al. (1992). They examined knowledge and beliefs of
34 family members about chronic pain patients. The findings were
discouraging and a cause of concern to health care providers. Most
caregivers subscribed to the organic view of pain and expressed much
dissatisfaction with the up to date investigations to determine the
causes of pain. They felt uninformed about many aspects of the
patients’ problems. The authors noted that “many appeared to hold
strongly inappropriate views.” On the positive side, nearly one third
of the subjects thought that psychological factors were important.
The authors concluded that with proper information and education,
family members could have facilitated psychological treatment. This
was a pilot study with a small sample size and focused on physical
aspects of treatment. Despite these limitations, this study lent cred-
ence to the merit of involving family members in the management of
the patient.

The final study to be considered in this section was conducted by
Faucett and Levine (1991) in which they measured the impact of
social network on pain complaints in patients with arthritic and
myofascial pain disorders. Their conclusion was that generalized
conflict with the entire social network was more harmful for patients
with myofascial disorders in terms of their affective pain than pa-
tients with arthritic disorders. They noted that the cumulative social
network stress rather than conflict with intimates was associated
with increasing pain in the myofascial pain group, which identified
pain as more wretched, tiring, fearful, sickening, and punishing. This
study is important for two reasons. First, it examined the conse-
quences of a stressful social environment. Second, by doing so, it
demonstrated the importance of looking beyond the intimate rela-
tionships. The conclusions clearly showed the necessity of creating a
stress-free environment.

Negative Consequences

The most telling criticism about the limitation of family as a
source of social support has come from an examination of the role of
the spouse in pain-reinforcing behavior. In study after study, high
marital satisfaction has been found to be positively correlated to
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negative pain reports and more manifest pain behaviors. In view of
the vast literature on the topic of spousal pain-reinforcement behav-
ior, only a selected review of the more complex studies are presented.
These studies recognized the complexity underlying the simple equa-
tion that healthy marital relationships equal spousal reinforcement of
pain behaviors. Conceptualization of pain behavior in these studies
is strictly predicated on the principles of operant conditioning.

The most recent contribution to this debate has been that of Turk,
Kerns, and Rosenberg (1992). Their review of the literature and a
report of their own investigation led them to conclude that positive
attention (support given by the spouse) correlates positively with
pain and disability. Having made that claim, they described some of
the limitations of such a simplistic conclusion. They made an inter-
esting distinction between “positive” and “problematic” support.
This may have important clinical implications for couples and mari-
tal therapy. However, the most problematic aspect of their report was
the narrowness of the concept they employed to describe a complex
phenomenon. There was some recognition of the limitations of their
central assertion that “positive attention appears to be positively
associated with pain and disability ...” (p. 261). That a complex
marital relationship that was influenced by a whole host of factors
could be reduced in rather simplistic terms of desirable and undesir-
able support fortunately did not escape their attention. Finally, their
assertion that the social support literature was inclined to adopt a
simplistic view of that concept was more a reflection of their desire
to prove a point than an accurate assessment of the value of social
support.

Turk was not alone, of course, in proposing a more complex
understanding of the negative consequences of spousal support than
some of his predecessors. Kerns, Haythornthwaite, Southwick and
Giller (1990) came to similar conclusions and proposed a model of
optimal marital interactions that includes positive communication
and mutual reinforcement for desired behaviors and outcomes, but
also ignores undesirable behaviors. The authors cautioned against
drawing any firm conclusions from their study due to the correla-
tional nature of the data.

Basolo-Kunzer and colleagues (1991) investigated the relation-
ship between marital and family adjustment in 117 headache couples
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and 108 marital couples without headaches and concluded that pa-
tients with greater marital adjustment were more likely to have more
continuous headaches than patients with less marital adjustment.
This study was a departure from the operant conditioning approach,
as the investigators employed Minuchin’s (1974) psychosomatogenic
model to investigate family dysfunction and any relationship be-
tween family dysfunction and head pain. A central problem in the
methodology was that the instrument employed to investigate family
functioning measured some of the attributes of Minuchin’s model
and not others. Furthermore, Minuchin’s model was predicated on
psychosomatic problems in children, the central feature of which
was marital conflict.

Very little effort was made to explain the key findings of Bosolo-
Kunzer et al. (1991), and the fact that greater marital adjustment
correlated positively with continuous head pain was far from self-
explanatory. Theoretically, this paper was poorly conceptualized and
the findings, interesting as they were, were perplexing, as they tended
to go against the central tenet in Minuchin’s model which was that
effective family functioning reduced the vulnerability of children to
a variety of psychosomatic disorders.

Bradley, Richter, Scarinci, and Schan (1992) investigated, among
other variables, the role of spousal or significant other’s pain rein-
forcement behaviors in the self-reporting of pain in subjects with
unexplained chest pain with subjects with other kinds of chronic
pain complaints. Their conclusion was that the partners and spouses
of patients with unexplained chest pain were more inclined to be
solicitous, which, the authors presumed, led to high levels of verbal
and motor pain behaviors from the chest pain patients.

DISCUSSION

A good marriage is bad for pain is the conclusion of many
studies. The family support literature takes exactly the opposite view.
The literature on family functioning, in part, confirms the deleterious
consequences of chronic pain on family functioning.

In the event that a spouse is depressed and fails to take an active
interest in or perhaps is even hostile to the patient, and thus does



Families of Chronic Pain Patients 139

not engage in pain-reinforcing behavior, is the treatment outcome for
pain more optimistic? Are pain-reinforcing behaviors and supportive
family relations mutually exclusive? Does one counteract the nega-
tive or the beneficial effect(s) of the other? Answers to these questions
are far from self-evident. Yet, the intrinsic value of social and family
support as a buffer against stress, resulting in more effective coping
with multiple vicissitudes of life, is not without power.

Another issue that has eluded the researchers is the complexity
of marital relationships, again by adopting a strictly operant condi-
tioning perspective, which at best is myopic, of what is defined as the
pain-reinforcing behavior. That such behaviors exist is undeniable.
Reasons for their presence in marital or family relations tend to be
more complex than behaviorists acknowledge. Behaviors do not exist
in a vacuum. They tend to serve multiple functions. If a spouse
engages in reinforcement of pain behaviors out of care and concern
(universally acknowledged by behaviorists), then simply educating
the spouse that such behaviors are harmful for the person they care
about can be relatively easily corrected. But anyone with even a
rudimentary knowledge of family relations will be troubled by such a
simplistic view of marital relations. An operant model of chronic
pain that proposes the spousal reinforcement of pain behavior (usu-
ally a function of healthy marital relationship) contains all the prob-
lems of an extremely narrow view of human conduct to the exclusion
of all else. That is its strength and its main limitation.

Roy (1985) argued that the very concept of spousal reinforcement
of pain was narrow and myopic. This concept is the equivalent of a
biomedical model that takes a narrow view of the disease and tends to
disregard the individual with the disease, as though the disease oc-
curs in a vacuum. The pain-reinforcement perspective suffers from
the same deficiency. It disregards the complexity of family relation-
ships and completely ignores the dynamics that underlie two per-
sons’ behavior toward each other by ignoring the reasons for such
behavior.

An illustration of this is a spouse who actively promotes pain
behavior in a patient to retain control of family finances. For the first
time in their long marriage, a wife has gained control and is not
willing to let go. This example is not far-fetched. In this hypothetical
situation, the behaviorists are unlikely to eradicate the “undesirable”
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behavior of the wife without addressing the underlying conflict,
which they are not likely to concern themselves with. Therein lies the
major therapeutic deficiency of this proposition. In medicine, a doc-
tor can prescribe insulin to control diabetes, but with a noncompliant
patient this simple way of controlling the disease may assume ex-
traordinary complexity. The patient’s social and psychological issues
must be addressed to promote collaboration. The same principle
applies to understanding and effectively treating negative pain-
reinforcement behaviors in the spouses.

Yet, the notion of positive and negative support is a meritorious
pursuit. For any clinician engaged in family work with chronic pain
patients, this distinction is a daily fact of life. Concern and worry on
the part of a well-meaning spouse that the patient is perhaps doing
too much and should be discouraged is not an uncommon complaint.

Despite the debate about whether or not family responses to pain
are inherently reinforcers (Fordyce, 1993), Turk, Kerns, and Rosen-
berg (1991) have proposed a new approach to research as well as and,
perhaps more important, provided some preliminary guidelines for
practitioners to be more attentive to what may or may not be positive
support. This perspective of support, despite its oversimplified oper-
ant view of negative support, that is, spousal reinforcement of pain
behaviors, is perhaps the most important contribution to the debate
and hopefully puts to rest the silliness of the all-or-nothing (in the
sense that support is invariably positive or invariably negative) ap-
proach to investigating the complexity that surrounds the questions
of spousal reinforcement of pain behaviors for sufferers of chronic
pain. Perhaps the emphasis on family itself as either the repository
of all ills or all good is at the heart of many misconceptions and
the consequent narrowness of the scope of most of the investigations
examined here.
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CHAPTER 8

Epidemiology of Chronic
Pain in the Elderly

The definition of chronic pain for the elderly is the same as that used
for all other age groups. Chronic pain is defined as any pain lasting
longer than 3 months and not responsive to standard medical treat-
ment, or “an unpleasant sensory and emotional experience associ-
ated with actual or potential tissue damage or described in terms of
such damage” (International Association for the Study of Pain Sub-
committee on Taxonomy, 1986, p. 246).

Aging does not inevitably result in declining health accom-
panied by chronic pain. Age and health status are relatively indepen-
dent for an individual at any age, including the elderly. Furthermore,
there is greater variability in the range of health status in the elderly
than for any other age group. However, on a group basis for the elderly
the inconvertible truth is that as the body ages, there are increases
in the incidences of a number of painful diseases (Rowe & Besdine,
1982; Kwentus, Harkins, Lignon, & Silverman, 1985; Melding, 1991;
Helme & Gibson, 1996). The elderly are also more at risk for chronic
pain as a direct result of accidents, because injuries may not heal
completely or may take a longer time to do so (Rubenstein, Robbins,
& Josephson, 1991). It has even been hypothesized that the elderly
who take psychotropic drugs are at increased risk of injury and pain.
In the elderly, many of whom are prescribed psychotropic drugs,
there is vulnerability to drug effects that may predispose some indi-
viduals to accidental injuries. There is an extensive body of data
demonstrating psychomotor function impairment for benzodiaze-
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pines and antidepressants, which establishes a clear basis for risk
between medication and accidents for the elderly (Higgit, 1992).

With increasing age, metabolic changes also occur that can im-
pact the pain experience in the elderly. With aging, there are also
changes in neurochemical levels that can produce medical condi-
tions involving mental dysfunction. Some of the more common dys-
functional psychiatric disorders such as depression, anxiety, panic
attacks, and dementia share comorbidity with pain complaints. In a
review of epidemiological placebo-controlled, double-blind studies,
it was shown that 15-33% of medical inpatients suffer from affective
disorders compared to 2—4% of the general population. In these
same studies, patients with one or more chronic medical illness also
had a 41% increase in the relative risk of developing a psychiatric
disorder (Katon & Sullivan, 1990).

Furthermore, since the elderly as a group are prone to medical
illnesses, this results in high use of physician and self-prescribed
medication. It becomes important then to recognize that the medica-
tions taken by the elderly including psychotropic and analgesics may
impact on the prevalence of pain complaints (Jenike, 1996). This
interaction between pain reports and medication is considered a
significant factor and has been investigated in the literature. For
example, in one large study the prevalence of multiple analgesic use
for 1192 men and 2025 women (aged 65 years and older) was re-
viewed. Approximately 14% of the women and 10% of the men anal-
gesic users reported taking multiple medications during the preced-
ing 2 weeks. Men who had reported pain in the preceding year were
most likely to be multiple analgesic users. As well, female multiple
analgesic users were similarly characterized as reporting pain and
having limited physical functioning and higher depressive symp-
toms (Chrischilles, Lemke, Wallace, & Drube, 1990). From the preced-
ing discussion it is evident that there are a number of factors that
impact on pain in the elderly. These factors include health status,
risk for accidental injury, mental stability, and medication use.

Another important variable that can influence when a pain
symptom is reported or instigates seeking medical treatment is the
perception of the elderly as to the meaning of the pain symptom. One
study investigated the reasons for physician consultation of 667 el-
derly people (aged 65 years and older) living in community settings.
Results indicated that uncertainty regarding the potential seriousness
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of a pain symptom, level of pain severity and interference of activ-
ities, as well as causal attributions for the pain were the most consis-
tent predictors of physician contact. It was concluded that patients
did not respond to the symptom per se, but rather to their perception
of the symptom and its effects on their lives (Stoller & Forster, 1994).

Chronic pain in its many manifestations has a high prevalence in
the elderly, but this phenomenon is not a diagnostic artifact caused
by different norms used in classifying pain as clinical or chronic in
nature because of the age of the patient. For example, demographic,
health, and psychological factors were examined for 361 patients
(mean age 69.2 years) reporting osteoarthritis pain. Approximately
90% of the diagnoses were confirmed by evaluation by physicians
(Cronan, Shaw, Gallagher, & Weisman, 1995).

Overall, the changes in the structure and function of bodily pro-
cesses due to aging are specific rather than general. Research investi-
gating pain in the elderly is increasing, but generally it is not a central
topic in the medical literature. Rather, the focus of the medical litera-
ture is on specific diseases such as rheumatoid arthritis or osteo-
arthritis (Davis, Cortez, & Rubin, 1990; Ferrell et al., 1994), shoulder
disorders (Chard, Hazleman, King, & Reiss, 1991), abdominal pain
(Bugliosi, Meloy, & Vukov, 1990; Gibson & Helme, 1995), ischemic
heart disease (Miller, Sheps, Bragdon, Herbst, & Dalton, 1990; Am-
bepitiya et al., 1994), myocardial infarction (Bayer, 1988), hip pain
(Schon & Zuckerman, 1988), neck pain (Moskovich, 1988), and lung
cancer (McCorkle et al., 1989) rather than pain per se. From the
preceding, it could be surmised that chronic pain issues in the elderly
are well researched. Yet, to place pain research with elderly popula-
tions into perspective “each year over 4000 papers (Medline data) are
published on pain, but less than 1% of these focus on pain experience
or syndromes in the elderly person” (Melding, 1991, p. 119; Jacox,
Carr, & Payne, 1994).

DEMOGRAPHIC CONTEXT
FOR THE ELDERLY WITH PAIN

In order to more meaningfully understand the epidemiology of
chronic pain in the elderly, it is necessary to understand the physio-
logical, psychological and social influences that form the context
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surrounding chronic pain reports. The elderly are increasing within
the general population in North America at a rate exceeding all other
age cohorts. In the 1990s, approximately 15% of the population will
be 65 years or older, and by 2040 it is estimated that as much as 25%
of the population of North America (90 million) will be in this age
range (Guralnik, Yanagashita, & Schneider, 1988). Individuals in this
age group are also increasing proportionally in the world population.
In 1992, it was estimated that there were more than 342 million indi-
viduals older than age 65. This figure has been increasing by approxi-
mately one million a month (US Bureau of the Census, 1992). These
increases are due to a number of factors such as: (1) improvements in
medical technology, (2) new drug developments, (3) better education,
(4) individuals leading healthier lifestyles, (5) decreased mortality
rates of infants and mothers, (6) better control of infectious diseases,
and (7) wider access to medical care. However, the increase in this
population also means that chronic pain in the elderly will be a
medical and psychological issue of mounting importance. Current
projections for the average longevity in the United States and Canada
from census data in the 1990s estimate 83 years for females and 79
years for males. These figures represent estimated averages, which
means that generally for individuals reaching the age of 65, due to
the mortality that has already occurred within their cohort, they can
expect to be functional well into their 80s (Melding, 1991).

Gerontologists divide those over 65 into three groups: the young-
old (65—74), the old-old (75—84), and the oldest-old (85+). The
oldest-old group, which currently stands at approximately 1% of the
general population, is projected to rise to 5% of the population by
2050.

Helme and Gibson (1996), in a major review, concluded that
chronic pain in the elderly has a high overall prevalence associated
with increasing chronic pain until a peak in the 60s (Brattberg et al.,
1989; Andersson et al., 1994) followed by a decline in the 85+ cohort,
which is the oldest-old category (Thomas & Roy, 1988a; Mobily et al.,
1994). Another general feature of the demographics of aging is that
women represent approximately 75% of the elderly population after
age 75 (US Bureau of the Census, 1992). In elderly women pain
complaints are the single-most common reason for seeking medical
help (Andersson, 1994). Another interesting aspect of gender differ-
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ences in the elderly that may affect the reporting of pain is differ-
ence in the level of social support available for the elderly female
chronic pain sufferer. Approximately 80% of men between the ages of
65 and 74 are married compared to only 49% of the women (US
Bureau of the Census, 1992).

PAIN PREVALENCE IN THE ELDERLY

In any consideration of the prevalence of chronic pain in the
elderly, it is necessary to note that the pain literature is composed of
different samples of the elderly population. The pain literature shows
wide variability in the rate of prevalence, probably depending on
whether the sample was drawn from the community, an institutional
setting, pain clinics, or convenience samples. The research relating
to the prevalence of various types of chronic pain in the elderly
ranges widely from 22% (Crook et al., 1984) to 88% (Mobily et al.,
1994). Overall, studies report pain in the community elderly popula-
tion as very high. Demlo, Laing, and Eaton (1986) reported that ap-
proximately 80% of an elderly sample reported just rheumatic com-
plaints alone. Other studies (Roy & Thomas, 1986; Thomas & Roy,
1988a; Mobily et al., 1994) found that over 80% of their elderly
samples reported pain problems across combined pain sites. Stern-
bach (1986a) drew his sample of persons over 65 from the community,
which constituted 16% of the total population from a national United
States survey. He found: (1) 50% reported headaches, (2) 49% re-
ported backaches, (3) 42% reported muscle pains, (4) 31% reported
stomach pains, and (5) 71% reported joint pain in the past year. In yet
another large study of 3097 of elderly individuals (aged 65+ years),
approximately 86% reported pain of some type and 59% reported
multiple pain complaints (Mobily et al., 1994). Joint pain was the
most common site of reported pain, followed by night leg pain, back
pain, and leg pain while walking. As reported severity of pain in-
creased, there was a corresponding increase in negative impact on
daily activities. These findings are consistent with those of Gibson
and Helme (1995), who reported joint and abdominal pain as the most
common pain sites in the elderly. In the elderly, frequent abdominal
pain is a common source of chronic pain. It has been estimated that 11
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of every 100 elderly experience abdominal pain, and of these diffi-
culties 95% were chronic indigestion. Among the individuals sam-
pled who had abdominal pain, chronic constipation and/or chronic
diarrhea were also common, yet only 23% had seen a physician for
pain in the prior year (Bugliosi et al., 1990).

Although aging per se is not the cause of pain, with increasing
age the incidence of a number of painful diseases does increase with
aging (Helme & Gibson, 1997; Melanson & Downe-Wamboldt, 1995).
The elderly are more frequently diagnosed with vascular disease,
neurological degenerative conditions, neuropathies of diabetes mel-
litus, malnutrition, Herpes zoster (or shingles), and cancer, and most
commonly diagnosed with osteoarthritis, rheumatoid arthritis, osteo-
porosis, and osteomalacia (Rowe & Besdine, 1982; Kwentus et al.,
1985; Melding, 1991). It appears that there is a clear positive associa-
tion between chronic pain risk factors and aging based on measures
of prevalence of serious diseases. In the institutionalized (nursing
home) samples of the elderly, the range of reported pain prevalence
is between 70 and 83% (Roy & Thomas, 1986; Ferrell et al., 1990;
Parmelee, Katz, & Lawton, 1991; Sengstaken & King, 1993).

It is considerably less clear regarding the various relationships
between chronic pain complaints in the elderly and (1) physical
sensory threshold changes and aging, (2) psychological dysfunction
and aging, and (3) comorbidity with painful medical conditions that
increase with age. All these factors, however, have important impli-
cations for baseline expectations of chronic pain in the elderly and
will be briefly examined.

SENSORY THRESHOLD SHIFTS FOR PAIN
AND PREVALENCE IN THE ELDERLY

Based on a review of the literature, Harkins (1988) observed that
a decline in sensitivity with many of the senses has been well docu-
mented. According to current research findings, starting as early as
age 50 and typically by age 60 there are general decreases in visual
acuity and a loss in the ability to perceive depth. There is a decrease
in hearing sensitivity overall, and most notably the higher frequen-
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cies are the first to show loss of sensitivity. Sensitivity to taste and
smell also shows a decline across aging that is notable; these changes
are often accompanied by shifts in food preferences for individuals
as the number of tastebuds decline (Murphy, 1982). In addition to the
sensitivity declines in sensory thresholds already mentioned, there
are also obvious changes in physical appearance with aging such as
hair loss in men related to hormonal changes and stopped shoulders
in women associated with loss of bone density. There are also de-
creases in reaction time, agility, physical mobility, and physical
strength (Buskist & Gerbing, 1990).

However, the laboratory study of pain thresholds and pain per-
ception in relation to aging at present has not produced evidence of
the same consistent decline in sensitivity that has been found for
other sensory thresholds (Gibson & Helme, 1995; Harkins & Price,
1997). Pain threshold can be, at least in theory, quantitatively mea-
sured in physical units, unlike pain tolerance, which can only be
subjectively assessed. For example, cutaneous pain thresholds are
believed to be lower in women than men and tend to increase with
advancing age (Procacci, Bozza, & Buzzelli, 1970). Chakour, Gibson,
Bradbaer, and Helme (1996) have suggested that differential age-
related pain sensitivity to heat is mediated through the relationship
between myelinated A-delta and unmyelinated C fibers. A-delta fi-
bers were hypothesized to be responsible for sensory discriminative
features of acute pain sensation, while C fibers were hypothesized to
be associated with diffuse, dull, burning pain sensations.

Overall, there is typically small variation (under 20%) across
time in pain thresholds in individuals, as well as minimal variation
in pain threshold (under 30%) across the different areas of the body
of an individual. Tucker, Andrew, Ogle, and Davison (1989) found a
rapid rise in pain threshold until age 25, followed by a more gradual
rise in pain threshold until about age 75. After age 80, the wide vari-
ability of pain thresholds did not allow general conclusions. Further,
this study found no sex differences in pain threshold; also, it signifi-
cantly found no differences in pain thresholds between patients with
pain and subjects without pain.

In two older studies, Harkins and Chapman (1976, 1977) found
no age differences in pain thresholds; however, they found that shock
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intensity was discriminated better by young adults than older adults.
It is difficult because of different research designs as well as varied
methodologies to evaluate whether these earlier results are in fact
contrary to more recent findings.

Threshold is primarily a measure of the sensory dimension of
pain. Current thinking conceptualizes pain as having multiple di-
mensions including psychological and social aspects. Pain tolerance,
rather than pain threshold, is actually more relevant to pain reports
in the elderly. A multidimensional etiologic model of pain views pain
differently from heart rate or blood pressure in that pain cannot be
measured directly. Pain assessment involves inferences of “pain”
from self-reports and other pain behaviors (facial expressions, pro-
tective behaviors of painful area, etc.).

According to Fordyce (1983), all pain behavior can be caused
either by a direct nociceptive stimuli or alternately because the pain
behaviors have come under the control of learning or operant control.
Thus, it is quite possible to have similar degrees of physical injury
and yet have dramatically different reports of pain. Conversely, it is
possible to have dissimilar degrees of physical injury and reports of
pain that are essentially the same. Finally, Fordyce (1983) suggests
that the similarity or differences in reported pain may be caused by a
single or more likely multiple psychological and social moderator
variables that may distort an accurate relationship between physical
injury and pain.

A direct example of this phenomenon was shown in a study by
Sorkin, Rudy, Hanlon, Turk, and Steig (1990), where the physical and
psychosocial characteristics of elderly and younger chronic pain pa-
tients were compared. The elderly group had more frequent abnormal
medical findings, yet there were no significant differences on mea-
sures of self-reported activity, pain severity, life interference, or emo-
tional or worry reactions in response to pain. Perhaps this phenome-
non is related to recent evidence suggesting that older adults tend
to attribute many of their pain symptoms to old age (Cook & Thomas,
1994). The pain threshold perception in many older adults is further
complicated because of the presence of multiple health problems
with vague symptoms that can affect the same anatomical region
(Barrows, 1995).
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CHANGES IN THE PREVALENCE OF PAIN
REPORTS AS A FUNCTION OF AGE COHORT

Epidemiological research on the relationship between reported
pain and aging has found mixed outcomes as to the direction of the
association between aging and reported pain (Gibson & Helme, 1995).
They found that self-reported pain across common pain sites with the
exception of joint pains appears to decline after age 65 in the elderly.
This phenomenon is a reversal in the direction of the association
between age and reported pain, as reported by Crook et al. (1984). In
that study in a general population, it was found that 16% reported
pain during the past 2 weeks. The reported pain increased with age,
such that 25% of those aged 61-70, 29% of those aged 71-80, and
40% of those over 80 reported pain. These results are consistent with
the public’s general perception of the relationship between pain and
aging. However, a number of studies have reported that when the
elderly are compared with young and middle-aged populations, the
elderly report less overall pain. Specifically, Harris (1985) found
younger individuals report more headache, backache, muscle pain,
stomach, and dental pain than the elderly. Only joint pain reports
increased with advancing age. The Nuprine Report (Starback, 1986),
using a large representative sample from the United States, and
Thomas and Roy (1988b; Thomas, Roy, & Cook, 1992), using Canadian
samples, all reported decreasing pain reports for headache, neck
pain, backache, muscle, chest, and stomach pain with increasing age.
Again, the major exception was increased reports of joint pain with
increasing age. These latter findings are generally consistent with
other studies reporting decreasing pain reports from middle age to
seniors (Brattberg, Porter, & Thorslund, 1989; Andersson, 1994; Mo-
bily et al., 1994).

There are several explanations that may help our understanding
of this apparent contradiction in reported pain when comparing
young adult cohorts with elderly cohorts. First, with aging there is an
increase in the general population in prevalence of illnesses with
pain as a primary symptom. This would suggest that the pain litera-
ture should then show increases in pain being reported by the elderly.
This appears to be accurate only for joint pain, while for all the other
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common pain locations there seems to be the opposite phenomenon
of decreasing pain reports with older age cohorts. However, the issue
here may not be discrepancies in the prevalence of the actual exis-
tence of pain in the elderly but rather contradictions in the preva-
lence of “pain reporting.” There are many pain problems in the
elderly that are common and seriously distress an individual but are
relatively brief in duration, and so may not be reported. Also, pains
that may be present may not be reported by the elderly because of a
longer lifespan perspective of stoicism and minimal reporting of pain
that is not chronic (Gibson, Katz, Corran, & Farrell et al., 1994).
Finally, pain of shorter duration may not be remembered or may not
be present at the time that the pain research data collection took
place.

One theoretical perspective that might help our understanding of
the possible mediating variables that impact on pain-reporting be-
havior in the elderly is a peer-modeling social learning approach.
Thomas and Roy (1988b), using this model, investigated familial and
peer models as well as personal pain and illness experiences as
mediating variables across the lifespan. Differences in attitudes and
behaviors involving chronic pain were compared between elderly
and young adults. It was found that the number of familial and peer
pain models (with specific illness) were related to perceptions of
vulnerability and worries regarding these same illnesses and subse-
quent reported frequencies of pain complaints. This study demon-
strated one way in which the presence of social models affected
attitudes, which in turn was related to pain reporting.

As noted earlier, health status among the elderly tends to vary
greatly and any generalized assumptions about the health of the
elderly must be made with caution. Roy and Thomas (1988a) com-
pared two age cohorts of elderly. Pain was reported by 81% in the
60s group and only 64% in the 80s group. The pain and age relation-
ship was nonsignificant, but demonstrated a strong trend for the
older-elderly to report less pain than the younger-elderly. The main
findings in this study were that the older-elderly did not show signifi-
cantly more pain as a group compared to the younger-elderly. Actu-
ally, the older-elderly reported less chronic pain than a group in
their 60s (64 to 81%), while reports of recent illness differed by only
1% between the two age groups. For the 60s group, 44% reported
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recent illness and 56% did not report illness within the past 6
months. With the 80s subjects, 45% reported a recent illness and 55%
indicated no illness.during the past 6 months. These findings would
be generally consistent with those from Gibson and Helme (1996),
since their conclusion was that the reporting of chronic pain de-
creases with age in the elderly after age 65.

There may be one exception to this phenomenon: a rise in pain
reports in the elderly just prior to death. In a study by Moss, Lawton,
and Glickman (1991), the pain reported in the year prior to death by
200 elderly people (mean age, 77.4 years) was investigated. In retro-
spective reports by a surviving family member or spouse, pain was
rated as increasing during the last year of life, and 66% of the elderly
sample reported more or less continuous pain during the last month
of life.

Not only has approaching death been found to be associated with
more reported pain in the elderly, but chronic pain in the elderly is
also associated with increased risk of suicide and death anxiety. In
one study, 178 homebound elderly people (aged 65.5-87.3 years)
participated in an investigation of death and dying anxieties. Results
found three major categories of elderly fears: (1) physical pain and
suffering, (2) risk to personal safety, and (3) threat to self-esteem and
the uncertainty of life beyond death (Fry, 1990). In another study,
139 individuals who had attempted suicide were interviewed; it was
reported that 52% of them suffered from a somatic disease and 21%
were on daily analgesics for pain. The individuals that suffered from
a somatic disease differed from other people in the study on depres-
sion scores, age, pain, and the presence of psychosis. Fewer of the
somatically ill had a psychosis. Individuals who complained of pain
were more often depressed and abused medicine. The seven patients
who later committed suicide were older and tended to have painful
somatic diseases (Stenager, Stenager, & Jensen, 1994).

SUMMARY

In conclusion, there appear to be a number of factors that interact
when attempting to understand the epidemiology of pain in the el-
derly. First, as an age cohort, the elderly are the fastest growing
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segment of the general population in North America. Women tend to
live longer than men on average, so that the pain issue in the elderly
is one that includes a gender focus. With increasing age there is also
an increase in the prevalence of specific diseases (such as arthritis)
that frequently include pain as a primary symptom. In addition to
increased risk for many medical conditions—both physical and
mental—having comorbidity with pain complaints, there is an inter-
action factor between medication use and pain reports. It cannot be
stressed too strongly, however, that individually there is the widest
variability of health status of any age cohort in the elderly age group.
Aging per se at an individual level physiologically is not directly or
indirectly linked to increased pain prevalence.

There appears to be uniformity in rates of acute pain reported
across all age cohorts. However, between age cohorts of young adults
and the elderly there appear to be differences in the reporting of
chronic pain. The elderly, with the exception of joint pain, tend to
report less chronic pain across common pain locations, which ap-
pears discrepant considering that the incidence of a variety of dis-
eases increases among the aged. Yet it is noteworthy that empirical
evidence shows that pain reports tend to decline with age. The mech-
anisms that govern this apparent paradoxical phenomena may be
different for the old vis a vis young and the young-old vis a vis the
oldest-old. The discrepancies in pain reporting between the young
adult cohorts and elderly cohorts may be in part a function of differ-
ent expectations. Young adults have the expectation of little or infre-
quent pain based on a general public perception of youth and good
health being pain free. In previous chapters this illusion has been
shown to be flawed. When a painful condition occurs for a younger
person, however, it violates their expectation and they report the
pain. In the elderly there is a longer perspective of pain based on
lifespan experience with pain such that intermittent pain is viewed
as normative and not reported unless more extensive criteria are met
in regard to severity and duration.

Finally, there appears to be an association in the elderly between
pain and fears of death and an actual relationship between death and
pain in the year preceding death. At this time, the literature is not well
developed, and it remains to be seen if in fact there is an epidemio-
logical basis between increased pain prior to death in the elderly.
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Role of Psychopathology
in Chronic Pain
in the Elderly

As the body ages, a number of painful diseases begin to make their
appearance (Rowe & Besdine, 1982; Kwentus et al., 1985; Melding,
1991). In addition, the elderly are more at risk from the long-term
effects of accidents, which often take longer to heal and result in
‘chronic pain (Rubenstein & Robbins, 1984). As a result, most studies
tend to report rather high rates of incidence and prevalence of painful
problems in the elderly. Demlo et al. (1986) reported that approx-
imately 80% of an elderly sample reported rheumatic complaints
alone. Other studies (Roy & Thomas, 1986; Thomas & Roy, 1988a;
Mobily et al., 1994) found over 80% of their elderly samples reported
pain problems across combined pain sites. Sternbach (1986a) re-
ported on a sample of elderly subjects (age 65 and older), which
constituted 16% of the total population from a national United States
survey. He found that (1) 50% reported headaches, (2) 49% reported
backaches, (3) 42% reported muscle pains, (4) 31% reported stomach
pains, and (5) 71% reported joint pain in the past year. Clearly,
chronic pain has a high prevalence in the elderly. A critical issue then
becomes what is the role of psychopathology either in the etiology of
or response to chronic pain in the elderly.

155
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PSYCHOLOGICAL FACTORS IN
CHRONIC PAIN AMONG THE ELDERLY

The significance of psychological factors in chronic pain varies
across the adult lifespan. Epidemiological research on pain has
shown that complaints of chronic pain are lower in the elderly, with
a few specific exceptions (such as joint pain), than in younger age
cohorts. This negative correlation between combined reports of
chronic pain and advancing age, although not universal, is generally
supported by the current pain literature (Harris et al., 1985; Stern-
beck, 1986a; Thomas & Roy, 1988a; Thomas, 1993b; Mobily et al.,
1994). Such a finding suggests the importance of psychological fac-
tors rather than physical as important determinates in the reporting of
chronic pain, since health status on average is better for young adults
than the elderly. The International Association for the Study of Pain
(1986) defines pain as: “an unpleasant sensory and emotional experi-
ence associated with actual or potential tissue damage or described in
terms of such damage” (p. 246), and makes no stipulation that pain in
the elderly is qualitatively unusual. Therefore, prevalence differ-
ences between age cohorts are not due to definitional shifts.

In general terms, most chronic pain conditions in the elderly
have an organic basis, and psychogenic pain is considered to be less
common than in the younger population. Diagnosis of chronic pain
conditions in the elderly requires the differentiation of nociceptive,
neurogenic, and psychogenic pain influences. This diagnostic differ-
entiation can be made more complicated in the elderly because sen-
sorineural thresholds are altered and thermal sensation is often di-
minished (Hardy, 1995).

There are also metabolic changes that occur with increasing age
that can be associated with common psychological disorders such as
depression, psychosis, violence, agitation, anxiety, panic, obsessive—
compulsive disorder, pain, and dementia. Neuropsychiatric disorders
in the elderly, such as dementia, may occur alone or in combination
with neurological or medical illness. Mental illnesses, although low
compared to other age cohorts, are not uncommon in the elderly, and
as the elderly population increases in size, so will the prevalence of
these illnesses (Jenike, 1996).

Comparisons of combined psychiatric disorders (American Psy-
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chiatric Association, 1987) for different age cohorts found that per-
sons over 65 had the lowest prevalence rates. However, the comorbid-
ity between complaints of chronic pain and psychological factors
such as depression and anxiety in the elderly is very common
(Kramlinger, Swanson, & Maruta, 1983). According to the Diagnostic
Statistical Manual of Mental Disorders, fourth edition (DSM-IV)
(American Psychiatric Association, 1994), the prevalence of chronic
pain complaints attributed to Pain Disorder Associated with Psycho-
logical Factors, and Pain Disorder Associated with both Psychologi-
cal Factors and a General Medical Condition have an estimated an-
nual prevalence rate of between 10 and 15%. The DSM-IV also
indicates that females are inclined to report more headaches and
musculoskeletal pain; however, the DSM-IV does not report on differ-
ences in prevalence by age for many common pain complaints.

SOMATIZATION DISORDER

Somatization Disorder has an estimated annual prevalence rate
between 0.02 and 2%. Onset typically occurs before age 25, and is
reported approximately ten times more frequently in females than
males. Although Somatization Disorder may have an early onset
according to DSM-1V, it still occurs with frequency in older individ-
uals as well. Pribor, Smith, and Yutzy (1994), evaluating 353 adult
women (aged 18—86 years) with pain problems, found a prevalence of
24% of the patients aged 55 years or older. However, the sample of
older women did not differ from younger women in the proportion of
those who had a somatization disorder, in the number of somatic
symptoms, or the characteristics of their pain complaints.

Because somatization may overlap with medical illness, bereave-
ment, and atypical presentations of depression in the elderly, there
are difficulties in diagnosis that raise questions surrounding the age
of the typical onset for somatization. However, if, as conventional
medical belief suggests, onset of somatization typically occurs in
youth, then this disorder would appear to be highly resistant to
change when the primary symptom is chronic pain, since the sample
of older women (Pribor et al., 1994) did not differ demographically
from the younger women in number of surgeries or medical or psy-
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chiatric hospitalizations. One would expect that if onset of the dis-
order were at a younger age, then the number of hospitalizations for
medical or mental reasons would have been greater for the older
women than for the younger women. Therefore, the group of older
women with Somatization Disorder reported in this study had onset
when they were older or had onset of somatization in their youth
and the disorder persisted unresolved into their later years with
fewer hospitalizations than younger women with recent onset of the
disorder.

HYPOCHONDRIASIS AND
DELUSIONAL DISORDERS
SOMATIC TYPE

In another category in the DSM-III relating to chronic pain com-
plaints, Hypochondriasis and Delusional Disorders Somatic Type
has an estimated annual prevalence rate between 4 and 9%, and is
equally common in males and females. There was no information in
the literature as to prevalence by age. In a study by Barsky (1993),
hypochondriasis as a psychiatric disorder and its relationship to
aging were examined. Barsky noted that the elderly were at especially
high risk for certain factors likely to foster hypochondriacal symp-
toms including chronic pain. These included increasing medical
morbidity and bodily decline, social isolation, and psychiatric dis-
orders that commonly have hypochondriacal symptoms as secondary
features. According to Barsky, because of the long-term psychological
features of this disorder, the management of the elderly hypochon-
driacal patient is best conceptualized of as care, not cure. This ap-
proach would require a major shift in perspective from medical to
psychological etiology, where the focus is on helping the older pa-
tient cope and endure their symptoms rather than trying to eliminate
them or expect the symptoms to diminish or cease with medical
treatment and time. ’

The perception in the general public and medical community is
that chronic pain complaints in the elderly do not have a strong
psychological factor. Such a view is understandable, since any pain
complaint of primary psychological etiology in an elderly population
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likely has comorbidity with an actual physical dysfunction, injury,
or disease process. Thus, chronic pain complaints are not typically
viewed as independent of physical status and reported as psycho-
logical disorders. Furthermore, the observation that chronic pain in
the elderly is infrequently hypothesized as associated with psycho-
logical dysfunctioning may also reflect the fact that less than 5% of
all individuals aged 65 or older attend pain clinics. In addition,
because of the difficulty in diagnosis of psychosomatic pain, such a
diagnosis would be even less likely to occur outside of a pain clinic
where physicians experienced with hypochondriasis in the elderly
are most likely to practice. Another point of note is that evidence
suggests that altered physiology of pain mechanisms combined with
psychological attitudes, such as stoicism and reluctance to confirm
the presence of pain, may functionally raise the pain threshold psy-
chologically, but this situation would not necessarily result in a
formal diagnosis of psychopathology (Gibson et al., 1994).

DEPRESSION AND CHRONIC PAIN
IN THE ELDERLY

In an epidemiological survey on pain and depression of 1319
men and 1704 women (aged 25-74 years) in the United States, 14.4%
of the individuals reported chronic pain related to the joints and
musculoskeletal system. Approximately 18% of the individuals re-
porting chronic pain also had depression; this was in contrast to 8%
of individuals who did not report chronic pain. Depressive symp-
toms were more evident in women than in men (Magni, Caldieron,
Rigatti, & Merskey, 1990).

The relationship between chronic pain and depression has been
repeatedly found in the literature looking at the elderly (Roy et al.,
1984; Parmelee, Katz, & Lawton, 1989; Sullivan, Turner, & Romano,
1991; Katz, Parmelee, & Stream, 1995; Hodgkiss, 1997). The relation-
ship between pain and depression is complex both psychologically
and physiologically. From the psychological perspective, Turk, Oki-
fuji, and Scharff (1995) reported on a cognitive—behavioral mediation
model to aid in explaining the association between pain and de-
pressed affect in the elderly. This view suggests that cognitive ap-



160 Chapter 9

praisal variables have a mediating effect on the pain—depression rela-
tionship. Support for this position was drawn from a strong direct
association between pain severity and depression that was observed
in the older but not the younger patients. It should also be noted that
the cognitive processes occurring during depression have been found
to be similar to the cognitive processes when experiencing pain (Peter-
son & Seligman, 1984).

A psychological explanation between chronic pain and depres-
sion is also supported by another study where it was found that
functional disability (but not physical illness) accounted for differ-
ences in reported pain between nondepressed individuals and those
tending toward clinical depression (Williamson & Schulz, 1992). Be-
cause functional disability mediated the relationship between pain
and depressed affect, as well as between illness and depressed affect,
Williamson and Schulz suggested that both pain and functional dis-
ability were psychological factors influencing expression of symp-
toms of depression.

One psychological explanation for the relationship between pain
and depression in the elderly hypothesizes that depression may psy-
chologically sensitize individuals to the point that their psychologi-
cal reactions to physical discomfort become intensified to pain sen-
sation (Waddell, 1987). Waddell even argues that the physical
stimulus that triggers a painful sensation may across time become
less salient, and emotional distress such as depression becomes re-
sponsible for sustaining the psychological experience of pain. What-
ever the mechanism, depression appears to have a strong association
with chronic pain in the elderly, but the causal direction of the
relationship has not been consistently demonstrated.

Presence of pain symptoms in clinical depression is relatively
common not only in the elderly, but for all ages. Conversely, chronic
pain patients not infrequently develop some form of depressive dis-
order. This finding may be in part due to symptoms common for both
disorders (e.g., disturbed sleep, anxiety) that are prominent among
both pain patients and depressed patients. Where pain—depression
comorbidity exists, it appears that susceptibility to both dysphoric
physical symptoms (including pain) and psychological symptoms
(including depression) interact to exacerbate both conditions (Von
Korff & Simon, 1996).
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In addition to psychological explanations for the comorbidity of
pain and depression there are also biological explanations. One such
explanation describes how selective serotonin reuptake inhibitors,
including fluoxetine, fluvoxamine, citalopram, paroxetine, and ser-
traline, may be mechanisms through which pain and depression are
linked at a neurochemical level. The literature clearly supports the
role of reuptake inhibitors in some conditions of major depression.
Data concerning their role in other conditions such as panic disorder,
premenstrual tension, chronic pain, dementia, and personality dis-
orders with aggressive or impulsive features are preliminary but
promising. The variety of clinical uses for these substances may
compel reexamination of traditional diagnostic categories and theo-
ries of how antidepressants work (Boyer, 1992). Another hypothesis
involving a neurochemical link between pain and depression that has
been explored is that medications prescribed to treat symptoms of
chronic health problems including chronic pain in the elderly fre-
quently can aggravate a subclinical depression already present or
cause mood reactions similar to depression. Some examples are anti-
hypertensive medications, which cause depression in 20% of adults
taking them, as well as hormones, corticosteroids, or antiparkinson-
ian drugs (Klerman, 1983).

GENDER, PAIN, AND DEPRESSION
IN THE ELDERLY

In a study by Parmelee, Katz, and Lawton (1991), institutional-
ized elderly with depression, mild depression, and no depression
were compared on prevalence for pain complaints. When disability
and health factors were controlled, this elderly sample showed no
relationship between age and pain intensity or number of localized
complaints; however, the authors did find gender differences, with
women reporting more intense pain and more pain locations.

This finding has important implications. Because of gender dif-
ferences in longevity, women represent over 75% of the elderly popu-
lation sometime after age 75. The question then becomes whether
there is a link between gender, psychopathology (specifically preva-
lence of depression), and pain prevalence in the elderly. There are
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some suggestions of such interactions in the literature. Kaplan, Barell
and Lusky (1988) report evidence that women have more reported
depression as well as pain complaints than men throughout their
lives. Yet conceivably, this phenomena may reflect reporting bias,
since there is also evidence that women generally depict themselves
as physically and psychologically less healthy than men. Thus, in
any discussion on depression and pain, it is critical to note that pain,
gender, and old age interact in a complex manner. According to the
National Institute of Mental Health in the United States, mood dis-
orders are less common in the elderly than in younger (middle-aged)
individuals, but depression is the reason for admission for nearly
half the elderly admitted to psychiatric care (Reiger et al., 1988).

ANXIETY AND CHRONIC PAIN
IN THE ELDERLY

Anxiety is another major psychiatric condition associated with
chronic pain in the elderly. According to Turnbull (1989), anxiety in
the elderly is highly correlated with the experience of chronic pain,
chronic ill health, isolation, and the prospect of death following
from pain or declining health. Life change issues, such as change in
health status, death of friends and intimates, and pain, all commonly
experienced by the elderly, may be another contributory factor in
the genesis of anxiety.

The most common types of anxiety disorders in the elderly are
phobias, anxiety states, and adjustment disorders (Jenike, 1996;
Kuch, Cox, Evans, Watson, & Bubela, 1993). The prevalence of anxiety
disorders in the elderly especially associated with chronic pain re-
quires that physicians be aware of how these disorders may be man-
ifested in elderly patients. For example, chest pain and palpitation
are strongly associated with panic and general anxiety, but headache
and chronic pain are more strongly associated with depression
(Mayou, 1993). Another finding regarding anxiety is that level of
disability or dysfunction associated with chronic pain often stabi-
lizes after 6 months, but the level of anxiety and psychological distur-
bance typically continues to increase with time (Abbott et al., 1992).

A feature of chronic pain more common in the elderly than in
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comparable younger age groups is high levels of anxiety related to
concerns surrounding death and dying. In one study, data indicated
three major categories of fears in the elderly: (1) physical pain and
suffering, (2) risk to personal safety, and (3) threat to self-esteem
and the uncertainty of life beyond death (Fry, 1990). Elderly persons’
memories associated with chronic pain become selective and result
in recurrent anxiety surrounding death and suffering. It is also likely
that suicide fantasies may not only be associated with clinical depres-
sion, but also may be a psychological coping mechanism to give the
elderly the feeling of control over the anxiety in situations of illness
and pain.

Anxiety, depression, and somatization surrounding chronic pain
complaints can take many forms in the elderly. One symptom of
psychological distress that appears to be almost universal for elderly
chronic pain sufferers is sleep difficulty. In one investigation of night
sleep symptoms and their relation to psychological, social, and so-
matic variables in an elderly population of 162 men and 291 women
(aged 75 years and older), it was found that (1) age per se was not a
risk factor for a poor night’s sleep quality; (2) women reported worse
sleep quality (possibly due to the frequent coexistence of depression,
anxiety, somatization, disability, and loneliness); and (3) education
level was a moderating variable for expectations about sleep quality
in the elderly. Additionally, higher levels of somatization and anxiety
were independently associated with worse quality of sleep, but de-
pression was not (Frisoni, de Leo, Rozzini, & Bernardini et al., 1993).

ROLE OF MEMORY IMPAIRMENT
AS A FACTOR IN CHRONIC PAIN

There are many dimensions of cognitive functioning that can
affect the experience of chronic pain in the elderly. A central fea-
ture of cognitive functioning is memory. Age-related memory deficit,
whether related to or in the absence of cognitive impairment, is an
important consideration in understanding chronic pain in the el-
derly. Long-term memory can be divided into semantic memory,
which comprises a person’s general knowledge about the world, and
episodic memory, which has to do with personally experienced
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events (Tulving, 1972). Semantic memory performance has been
found to be relatively stable across age (Salthouse, 1982). However,
the elderly often have been found to have more problems with epi-
sodic memory tasks than their younger counterparts (Craik, 1971;
Kausler & Wiley, 1991; Light, 1991). Pain memories are typically
viewed as episodic in nature. Thus, age-related declines in this as-
pect of memory could significantly influence the perception of cur-
rent chronic pain experiences.

Given that memory for past pain experiences is important in
forming the basis for an individual’s current attitudes, beliefs, and
expectations about pain, the question then becomes how common
and extensive is memory impairment in the elderly population. In a
large North American survey (N = 14,783), approximately 15% of
those surveyed over the age of 55 complained of frequent memory
problems, while 25% reported none. In this sample, 23% of the
oldest-old (age 85+) reported having frequent memory difficulties
(Cutler & Grams, 1988).

Morley (1993) found that when memories for everyday events
were recalled, vivid memories of painful events were most easily
retrieved. When he compared nonpain events and pain events, he
found that pain events were characteristically described as more
surprising and unexpected and were associated with negative emo-
tional change after the event occurred. Morley also suggested that,
because pain events are usually infrequent, they are more memor-
able. Similar results were found in a study by Rubin and Kozin (1984)
on vivid memories. Morley (1993) speculated on several hypotheses
as to why understanding memory for pain is crucial. First, psycho-
logical accounts of pain phenomena invoke memory for pain as an
important component in (1) determining cognitive processing of
painful stimuli, (2) shaping the behavioral response to acute pain,
and (3) contributing to the establishment of chronic pan behavior.
Second, patients are often asked to make judgments about their pain,
which implies the use of memory when asked to compare their cur-
rent pain with past pain experience. Research exploring patients’
worst pain memory has found that, with the exception of traumatic
pain incidents such as childbirth, individuals of all ages tend to
report their most recent pain experience as their most painful experi-
ence (Roy, Thomas, & Makarenko, 1990).
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COGNITIVE IMPAIRMENT AND PAIN
IN THE INSTITUTIONALIZED ELDERLY

The elderly, particularly those in chronic care facilities, have
high levels of chronic pain compared to the general population (Fer-
rini et al., 1993). Roy and Thomas (1986) found that 83% of elderly
residents in a nursing home reported pain. This level of pain was
further supported by Ferrell, Ferrell, and Osterweil (1990), who re-
ported a 71% prevalence rate of pain in nursing home residents. A
continuum of reliability for reported pain in elderly nursing residents
clearly exists. On the one end are the cognitively intact, communica-
tive elderly. On the other end are the noncommunicative, cognitively
impaired elderly individuals whose pain is detected through infer-
ence by caregivers (Sengstaken & King, 1993). Given this situation,
the reliability of self-reported pain in elderly patients and nursing
home residents can be viewed as being possibly distorted by the level
of cognitive impairment. Linton and Melin (1982) found that chronic
pain patients after 3—11 weeks of treatment overestimated their pre-
treatment pain levels. Patients with acute head pain had better mem-
ory for their pain, showing slight underestimation (Hunter, Phillips,
& Rachman, 1979). Linton and Melin postulated that acute pain such
as that in Hunter’s study was easier to remember than chronic pain
because acute pain was a discrete event that occurred in a specific
situation, whereas chronic pain was relatively constant over time
and lacked specificity.

Another factor that may account for the difference in memory for
acute and chronic pain is the effect of present pain on the memory of
pain past. When the level of pain is high at recall, patients tend to
underestimate their past pain. When it is low, they overestimate their
past pain (Eich, Reeves, Jaeger, & Graft-Radford, 1985). This may have
been the case in Linton and Melin’s study, because their patients
perceived little improvement in their condition, and were thus expe-
riencing high pain at recall. Bryant (1993) further postulated that it
was the changes in pain and affect that distorted pain memory. In
his study, chronic pain patients who experienced increases in pain
and/or depression overestimated their initial pain or depression.

The cognitively impaired have also been found to report less
pain than their cognitively intact counterparts (Sengstaken & King,
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1993; Parmelee, Smith, & Katz, 1993). The population who experience
communicative and cognitive difficulties along with pain may be
larger than one might anticipate, especially in an institutionalized
setting. Bland, Newman, and Horn (as cited in Health and Welfare
Canada, 1991) estimated (conservatively) that 40% of all institu-
tionalized elderly have some sort of dementia. This figure has varied
in different studies and has been reported to be as high as one-half
or three-quarters of the individuals in the nursing home populations
(Hoekstra, Ronbaar, & Laporte, 1996). When this figure is combined
with the fact that three-quarters of institutionalized elderly are in
pain, a very large number of elderly persons are seemingly influenced
by their cognitive status in their pain report.

Memory impairment is considered one of the definitive features
of dementia in the elderly, with Alzheimer’s disease being the most
common classification for this group of elderly as reported in the
DSM-IV. Memory loss in the older Alzheimer’s patient can be charac-
terized by decrements in all three levels of memory: sensory register,
short-term, and long-term memory (Edwards, 1994). Long-term mem-
ory can be further divided into semantic and episodic memory, both
of which are adversely affected by the presence of dementia. How-
ever, an emphasis has been placed on the deterioration of the epi-
sodic memory when a clinical diagnosis is being made (Schultz,
Schmitt, Logue, & Rubin, as cited in Edwards, 1994). Pain memories
are labeled as episodic; therefore, it would be expected that the
presence of memory impairment would significantly hamper the ac-
curacy of retrospective pain reports, which in turn impacts the diag-
nosis of chronic pain versus a current somatic diagnosis.

Hasher and Zacks (1988) have developed a model for encoding
memory that differentiates between aging-related memory decline
and dementia. Differences on a picturebook task using measures of
free recall, recognition accuracy, and memory for location and fre-
quency were found between elderly adult patients on each measure.
A discriminate function correctly classified the groups with 93.3%
accuracy. Subsequent discriminate analysis found that patients could
be correctly classified into diagnostic subgroups (i.e., dementia of
the Alzheimer’s type, multi-infarct dementia, and Korsakoff’s dis-
ease) with 80.8% accuracy (Rohling, Ellis, & Scogin, 1991).
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ROLE OF DEMENTIA IN CHRONIC
PAIN IN THE ELDERLY

Current estimates for the United States project that between 2
and 5 million Americans are currently suffering from some form of
dementia (Office of Technology Assessment, cited in Marzinski,
1991). The demographic increase in the older segment of the popula-
tion is expected to increase the number of dementia cases by 60%
by the year 2000 (Marzinski, 1991). In Canada, the number of demen-
tia cases is expected to have doubled in two decades by the year 2006
in the majority of Canadian provinces (Health and Welfare Canada,
1991). The prevalence of dementia, its possible impact on accurate
pain diagnosis in the elderly, and its subsequent consequences are
clearly a gerontological concern.

Dementia as defined by the American Psychiatric Association
(cited in Linderborn, 1988) is an irreversible mental state charac-
terized by a decrease in intellectual function, personality change,
impaired judgment, and often a change in affect (Folstein, Anthony,
Parhad, Duffy, & Gruenberg, 1985). The most obvious and serious
impact dementia has on chronic pain in the elderly is their ability to
relay subjective pain information accurately; otherwise, there is the
possibility that chronic pain may be ignored, undertreated, or as-
sumed to be nonexistent (Parmelee et al., 1993; Sengstaken & King,
1993). Chronic pain among nonverbal elderly or severely cognitively
impaired individuals usually is expressed in the form of stereo-
typical pain behaviors, such as moaning, whimpering, withdrawal,
restlessness, guarding, and protective postures (Herr & Mobily, 1991).
Other stereotyped pain behaviors include recognizing changes in
routine, gait, facial expression, posture changes, diaphoresis, and
pupillary changes (Marzinski, 1991). Even those with severe cogni-
tive dysfunctions are likely to exhibit stereotypical pain behavior
(Hurley, Volicer, Hanrahan, Hourda, & Volier, 1992). Regardless of
the severity of pain, it has been noted that nurses chart less than 50%
of what elderly patients describe (Marzinski, 1991). This could be
attributed to cultural views of pain, ageism (that pain is an inherent
and expected part of aging), or simply that nurses do not believe
patients with perceived or real cognitive impairment.
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The most prevalent form of dementia is Alzheimer’s disease.
This neurological disease is diagnosed in 50% of all cases of senile
dementia, which is the progressive deterioration of cognitive abilities
to dysfunctional levels in the social and occupational spheres. In a
large survey in the United States conducted by the National Institute
of Mental Health, it was found that only a small proportion of persons
under age 60 are diagnosed with dementia, while approximately 20%
of persons 80 years old and older were diagnosed with dementia
(LaRue, Dessonville, & Jarvik, 1985).

In a large sample study, the association between self-reported
pain and cognitive impairment among 758 frail elderly institution
residents (mean age 83.3 years) was investigated (Parmelle et al.,
1993). The subjects’ self-reports included pain intensity, number of
localized pain complaints, cognitive status, and disability in perfor-
mance of activities of daily living. Pain intensity and number of
localized pain complaints bore small but significant negative rela-
tionships to cognitive impairment. Pain was positively associated
with physician-rated ill health and functional disability. There were
no differences between pain reports of cognitively impaired versus
intact elderly in either the presence or absence of a likely physical
cause. The data also provided no evidence for the masking of pain
complaints by cognitive impairment. Although the cognitively im-
paired elderly tended to slightly underreport experienced pain, their
self-reports were generally no less valid than those of cognitively
intact individuals (Parmelee et al., 1993).

CONCLUSIONS

The literature indicates relatively high prevalence rates of chronic
pain in the elderly, which is a growing part of the general popula-
tion. Yet, the research focusing on pain experiences of this popula-
tion is still only a minimal proportion of the overall pain research.
Less than 1% of the pain literature in any given year is devoted to pain
research with the elderly (Jacox, Carr, & Payne, 1994).

The causes and expressions of mental disorders that are most
common in their affect on chronic pain are usually assumed to be
uniform across all adults age groups even though there is no strong
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empirical basis for this “uniformity” assumption. When looking at all
combined psychiatric disorders in the DSM-III-R, comparisons for
different age groups found that persons over 65 had the lowest preva-
lence rates. Specifically, the prevalence of Somatization, Hypo-
chondriasis, and Delusional Disorder Somatic Type in persons over
65 is a minimal percent of this population. This is consistent with
most research that has not found a direct relationship between psy-
chopathology and the physiological processes of aging. The one ob-
vious exception to this finding is the high association between pain,
depressed affect, and age (Roy et al., 1984; Parmelee et al., 1989;
Sullivan et al., 1991; Hodgkiss, 1997). The most commonly given
explanation for this age and pain relationship involves the cognitive—~
behavioral mediation model of depression in chronic pain where
cognitive appraisal variables are hypothesized to mediate the pain—
depression relationship. Consistent with this cognitive—behavioral
model, younger patients typically demonstrate a low and nonsignifi-
cant correlation between pain severity and depression. Conversely, a
strong direct association is common in the older patients between
pain severity and depression (Turk et al., 1995).

There are other conditions of pathology both psychological and
physical that impact the reporting and experience of chronic pain
in the elderly residing in the community and in institutional settings.
In addition to depression, anxiety and somatic expression of emo-
tional distress psychologically influence the reporting of chronic
pain in the elderly. Specifically, there are fears and anxieties of dying
associated with chronic pain among the elderly in greater proportion
than in other age cohorts. This relationship would appear bidirec-
tional in that fear of dying may exaggerate reported pain as well.

Another area investigated in the pain literature is cognitive func-
tioning in the elderly and its impact on the pain prevalence in this
group. One reason for the interest in this area is because associations
between age, pain perception, memory, and dementia have been
established. However, there is a general tendency for the elderly as an
age cohort to report less pain than younger age cohorts. What mecha-
nisms (psychological or physiological) that may be responsible for
this phenomena are still highly speculative. Although aging is typ-
ically associated with higher pain tolerances, this phenomenon in
community samples of the elderly may be even further exacerbated in
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institutionalized elderly by higher incidences of dementia and mem-
ory impairment that may mask chronic pain reporting.

In summary, chronic pain is present in the elderly but not typ-
ically associated with psychological etiology or prevalence. Rather,
psychological factors and cognitive impairment appear more related
to coping with chronic pain than as a primary determinate of pain
prevalence in the elderly. Gibson et al. (1994) reviewed the physiolog-
ical, pathological, and psychological reasons for pain reporting in
older persons. Their conclusion was that altered physiology of pain
mechanisms combined with psychological attitudes, such as sto-
icism and reluctance to confirm the presence of pain, give rise to
higher pain thresholds in the elderly. However, the elderly describe
the same severity and quality of pain experience and psychological
disturbance associated with chronic pain as do younger persons. As
an example of this phenomena, one study that compared physical
and psychosocial characteristics of 60 elderly chronic pain patients
(aged 60 years and older) and 60 younger patients (aged 35 years and
younger) found that although older patients had more frequent abnor-
mal physical findings, there were no significant differences on mea-
sures of self-reported activity, pain severity, life interference, or emo-
tional or worry reactions in response to pain. Both age groups had
comparable scores on measures of social support and perceptions of
how others react to their pain (Sorkin et al., 1990).

Emotional and behavioral disturbances provoked by chronic
pain in the elderly are significant and should not be dismissed as
“normal aging phenomena” or treated any less aggressively by pro-
fessionals. The presence of persistent or recurrent clinical pain has a
significant impact on the psychological, social, and physical func-
tioning of older adults. Prohaska et al. (1985) found that the elderly
reported feeling more vulnerable to illness, that illness is more se-
rious in its possible consequences for them, and that pain is the
primary trigger for these concerns. Symptoms associated with illness
in general by the elderly were pain, tiredness, lack of energy, weak-
ness, and sleeplessness.



CHAPTER 10

Social and Family Issues
and the Elderly Chronic
Pain Patient

In this chapter, we shall examine some of the more critical life events
commonly faced by the elderly and the role of social support. In
addition, family problems and conflicts will be scrutinized. It must be
emphasized that the actual literature on these topics related to the
elderly chronic pain patient is somewhat sparse. Much of the mate-
rial presented here is drawn from the general literature on the elderly
with health problems. The case illustrations will confirm that many
problems are commonly shared by the elderly by virtue of their life
stage, and the problems are further complicated by virtue of their
health problems.

CASE ILLUSTRATION

This case encompasses many of the critical problems in the areas
of life events, social support, and family issues not uncommon in the
elderly with chronic pain or illness. This is the story of Mrs. A,
aged 67, who was referred to this author following a rather dramatic
deterioration of her head and back pain. Neurological and orthopedic
investigations were negative. She had a lifelong history of headaches,
which had not presented a serious challenge to her well-being. Her
back pain also had a 25-year history. Despite her prolonged history of
pain, she had led a full life. She had hardly ever sought medical help
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with her pain. However, on this occasion, she consulted her family
physician who placed her on narcotic and nonnarcotic analgesics as
well as antidepressant medication. Mrs. A failed to respond, and was
subsequently referred to the pain clinic.

Mrs. A along with her husband were seen for routine psychoso-
cial investigation. They had a traditional marriage in that Mr. A was
the main breadwinner and Mrs. A was a lifelong homemaker. Both
were successful in their pursuits. Mr. A was a successful business-
man and for much of his working life had traveled throughout the
world, spending little time at home. Mrs. A raised five children “al-
most singlehanded,” she claimed. She described her husband as
somewhat peripheral to the family system, though in recent years he
had grown closer to the children. He angrily rejected her description
of his peripheral role. He had a very responsible position which
kept him away from his family, but he tried to spend as much time
as he could with the family. He portrayed his wife as a perfectionist,
overbearing, and always expecting too much from him. Despite these
chronic conflicts, all five children were pursuing successful careers
in various professions. They acknowledged that since their father’s
retirement, their relationship had deteriorated rather sharply. This
was the first indication of a major, though not unexpected, life event
they had recently experienced.

Since his retirement, her husband had intruded into her daily
life in a wholly unacceptable way. He showed very little regard for
her daily routine, and sat reading the newspaper in the kitchen for
hours on end. He refused to shave unless he had to, and worst of all
wore the same underclothes for 2 or 3 days in a row. Then there was a
dramatic development. He claimed serious hearing loss. Mrs. A
would be blasting away at him about this and that, and he would sit
without as much as moving a muscle. This drove Mrs. A to distrac-
tion. He was examined by the family physician who could not find
any hearing abnormality. Her headaches took a turn for the worse,
which seriously affected her day-to-day life. On some days she
could not even get out of bed. On these occasions, Mr. A would be a
changed man, being overly solicitous and “unendingly” fussing over
his wife. As soon as her headaches improved, he would return to his
“obnoxious self.”

Conceptually, all three issues relevant to this chapter were evi-
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dent in this case. The major life event for Mr. and Mrs. A was indeed
Mr. A’s retirement. This is an event that is not necessarily undesir-
able and most certainly is predictable. In that sense this event did not
have to be perceived as negative. Mr. A’s attitude toward retirement
was mixed. He welcomed the absence of endless travel, which left
him with ample time to “please himself.” He missed his lifelong
friends in the business world, but he had joined a golf club to com-
pensate for that. Mrs. A’s response was almost entirely negative. This
only worsened with each passing day. She saw him as lazy, uncoop-
erative, and generally a nuisance. The point here is that while much
of the literature on life events is concerned with the individual expe-
riencing the event(s), intimates are also affected by these events. In
this particular instance, Mr. A’s retirement had a far worse effect on
his wife.

In terms of social support, some intriguing changes occurred.
Mrs. A was reluctant to invite her friends home to save herself the
“embarrassment” of exposing her unkempt husband, and her wors-
ening pain prevented her from remaining engaged in the community.
Mr. A, as stated, missed his friends from work, but this did not leave
a very serious gap in his life. He was busy planning for his retired
existence. However, as the literature will testify, retirement is often a
mixed blessing. It should be noted that this couple was financially
well-off and retirement did not create any hardship.

In terms of family relationship, the role of retirement and Mrs.
A’s pain problems were quite revealing. From the view of interper-
sonal relationships, the “message” value or the metaphorical aspect
of Mrs. A’s pain is instructive. At its simplest, the pain was a powerful
message for expressing dissatisfaction with her life situation precipi-
tated by her husband’s retirement. At a more complex level, pain
served the purpose of correcting what family theorists have described
as “hierarchical incongruity.” This concept is predicated on the as-
sumption that while a symptomatic partner in a marriage assumes a
dependent position, symptoms also have the capacity to empower
that person, which in turn rectifies the power imbalance in marriage
(Madanes, 1981).

In short, pain enables the person in the position below to gain
the upper hand. Mr. A, having lost his power and authority in the
business world, by becoming a “slob,” he virtually destroyed Mrs. A’s
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assumptive world and the control she had exercised over this world
all her married life. His desire to basically ignore her world was
challenged only when Mrs. A’s pain reached a high level of disability.
In that situation, Mrs. A regained some of her authority by forcing
him into an unfamiliar nurturing role and on these occasions Mrs. A
was listened to literally and figuratively. Mrs. A regained some of
her power by becoming symptomatic. Here it must be emphasized
that the mechanism involved in Mrs. A’s increasing pain is far from
simple. It is almost always unconscious, and frequently psycho-
physiological processes, such-as increased stress contributing to
more muscle tension and more pain, may be involved.

Rarely, a phenomenon of this kind is a sign of malingering. The
most important observation from an interpersonal view related to this
case is that age does not preclude serious challenges to marital stabil-
ity, and assessment and treatment of these interpersonal issues are
paramount. Another factor is worthy of attention. Pain in the absence
of discernible organic reason tends to be explained in intrapsychic or
psychodynamic terms. For example, a persuasive case can be made
that Mrs. A’s pain symptoms were signs of hysterical or conversion
reaction or somatoform disorder. For our purpose, the explanation we
sought was interpersonal. The latter is a rather neglected conceptual
or explanatory model to describe psychogenic pain. Another point is
that regardless of the etiology of pain, the interpersonal elements still
play a significant role. Pain or illness in one member can potentially
and often does have far-reaching consequences for all intimates. This
particular aspect is generally ignored by intrapsychic models.

In the remainder of this chapter, we shall review, albeit with a
broad brush, the relevant literature on life events, focusing on retire-
ment, social support, and family issues in the elderly; we will seek
empirical validity for some of our observations related to the case of
Mr. and Mrs. A.

LIFE EVENTS

In reviewing the life transition and life events literature, we
must acknowledge that the actual transition that involved our couple
only affected Mrs. A. Nevertheless, to state the obvious, a single
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event can generate a series of related events. In this case, however, the
event did not in itself create new events, but had a profound impact
on the marriage and health of the spouse. A great deal of the literature
on old age and life events seems to be centered on life events and
psychological health in general, and life events and depression in
particular. Unlike the younger chronic pain population, where a body
of research connecting life event with pain problems exists, such
literature is rather scarce with the elderly. Life event issues in rela-
tion to old age have been examined from a variety of perspectives:
life events and anxiety (Wheatley, 1988), neurosis (Rangaswami,
1983), health perceptions (Duckitt, 1983), psychological well-being
(Frischer, Ford, & Taylor, 1991), depression (Baldwin, 1991), and so
on. The life events literature is rather silent on the consequences of
life event on the intimates.

In recent years a plethora of studies have been reported on many
aspects of life events and their association with pain disorders. This
body of literature is confined mostly, though not exclusively, to
middle-aged chronic pain patients. The impact of life events has been
investigated with pain conditions as varied as headaches (deBendit-
tis, Lorenzetti, & Pieri, 1990; deBendittis & Lorenzetti, 1992), chronic
low back pain (Atkinson et al., 1988; Smith et al., 1985), irritable
bowel syndrome (Fowlie, Eastwood, & Ford, 1992), facial pain (Len-
non et al., 1990; Zaruta et al., 1995), and abdominal pain (Jenkins,
1991; Johnson & Theorell, 1991), and this is only a partial list. Find-
ings have been mixed in the sense that while some studies have
shown a strong association between negative life events and onset of
illness or worsening of an existing illness, other studies simply have
failed to find such a relationship. Several studies challenged the
notion that life events played any significant role in the etiology of
pain disorders (Feuerstein et al., 1985; Pilowsky & Bassett, 1982; Jen-
sen, 1988; Marback et al., 1988; Stockton, Weinman, & McCall, 1985).
A few studies found an association between life events and higher
level of distress, but no clear association emerged between life events
and pain (Klages, 1991; Zaruta et al., 1995). In short, while there is
mounting evidence of an intricate relationship between onset of pain
and recent negative life events, the idea of a linear relationship be-
tween life events and chronic pain disorders remains somewhat
equivocal, thus demonstrating the complex nature of this association.
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Nevertheless, retirement as an event has come under some scru-
tiny. Matthew and Brown (1987) investigated the experience of retire-
ment in a group of 176 men and 124 women in the age range of 60 to
72 years. One of the central findings of this study was that retirement
was far less problematic than previous research had indicated. Men
and women reacted somewhat differentially to this event, and pre-
retirement planning had an effect on the reaction and adaptation to
retirement. In a study of retirement as a life event, Szinovacz and
Washo (1992) found that in a group of 441 women and 370 men aged
between 50 and 85 years, women reported more life events prior to
retirement and they were also more adversely affected postretirement
than men. Regardless of gender, however, subjects with more educa-
tion and better health adapted more easily to retirement than others.

There are several papers addressing the question of pain and
retirement. Herr and Mobily (1991) discussed the complexities of
pain assessment in the elderly and how this process is complicated
by psychosocial factors such as retirement. It should be noted that
this was not an empirically based paper. In a Finnish study, Harkappa
(1992) investigated the association between chronic low back pain
and retirement, and in a follow-up study found that early retirement
was associated with free-floating anxiety, internal locus of control,
and belief in control by others, among other factors.

Another body of relevant literature examined the relationship
between retirement and depression. Benefits of retirement planning
on mental health (Midanik, Soghikian, Ransom, & Tekawa, 1995),
effects of gender and occupational level on the psychological conse-
quences of retirement (de Grace, Joshi, & Pelletier, 1994), depression
following retirement (Muller-Spahn & Hock, 1994), and the broader
psychosocial consequences of retirement (Luscher, 1993) may be con-
sidered only a partial list of recent publications on this topic. One
fact is inescapable. Studies designed to study the positive aspects of

retirement are difficult to find.

One study that has some relevance to our case examined the
relationship between household labor inequality and retirement-
aged wives’ marital and personal happiness (Pina & Bengston, 1995).
Results based on a survey of 144 women aged 54 to 74 years found
that household labor inequality was inversely related to positive
interaction, closeness, and affirmation of the wife. Wives who were
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satisfied with their husbands’ support experienced less negative as-
pects of marital quality and reported less depression (Pina & Beng-
ston, 1995). In the case of Mrs. A, her husband, at least in her judg-
ment, was always peripheral to the family by virtue of his prolonged
absence fromr home due to business. His retirement resulted in a
major reorganization in their family relationship. Having lost his
main role as the breadwinner of the family and never having any
other significant role, he was viewed more as an intruder by Mrs. A.
The fact that he was never particularly supportive of her was now
compounded by his perceived unreasonable conduct. Those circum-
stances presumably contributed to the development of her symptoms.

Retirement is unquestionably a momentous event in a person’s
life. As Floyd and associates (1992) note that unlike childhood devel-
opmental milestones, which are relatively invariant, the principle of
contextualism proposes that individual experiences surrounding
adult transitions determine the meaning and impact of the transitions
for different persons. Thus, although transitions such as retirement
are normative, and the event itself is usually predictable and planned,
the contexts for different individuals create differences in how this
transition comes about, the meaning of the event, the short-term
adjustments required, and the long-term impact of the event on the
individual’s life.

So much of personal worth is tied up with work that giving it up
or forced retirement is an event of considerable emotional signifi-
cance. As noted, much of the literature is concerned with negative
outcome of retirement. Literature dealing with the complex nature of
retirement is emerging. Floyd et al. (1992) developed a measure of
retirement as a life transition. In the course of the investigation, they
interviewed a substantial number of men and women who had re-
cently retired. As a result of their investigation, they identified six
domains: preretirement work functioning, adjustment, and change;
reasons for retirement; sources of support in retirement; and leisure
and physical activities. These variables provide a comprehensive
view of retirees’ perception of the impact of retirement as well as
predict level of adjustment to retirement.

In our case, Mr. A, the retiree, was less affected by his retirement
than was his wife. The impact of retirement on the spouse remains
an uncharted territory. Nevertheless, it is reasonable to assume, as in
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the case of Mrs. A, that retirement can have far-reaching conse-
quences for a marriage for the simple reason that rules by which
couples have lived are somewhat suddenly changed. In the section
that follows, we shall explore the family issues confronted by the
elderly in general and chronic pain sufferers in particular.

FAMILY ISSUES

Over the past 20 years, there has been an explosion of publica-
tions on the topic of chronic pain and family (see Chapter 7). Unfortu-
nately, almost all that literature is confined to the middle-aged pain
clinic populations. Family problems of the elderly chronic pain suf-
ferer remain, by and large, unexplored.

Family issues confronted by the elderly chronic pain patients are
the same and yet very different than their younger counterparts. Life
stage is a major determinant of the family issues. Interpersonal con-
flicts do not seem to diminish with age (Hughston, Christopherson, &
Bonjean, 1989). Retirement, widowhood, availability of friends, and
existence of a social network; contact with and support from chil-
dren; health of the spouse; and financial stability are some of the criti-
cal family issues for the elderly. Family functioning, for a vast major-
ity of the elderly, translates into couple functioning. It is worth
recalling that almost all studies related to family problems of the
chronic pain population, which is primarily drawn from pain clinics,
found wide-ranging difficulties. Unfortunately, there is a dearth of
such studies with the elderly chronic pain population, and much of
what is discussed here is from extrapolation of related literature.

Family relationships among the elderly, as is evident even from
our case illustration, can assume great complexity. Unfortunately,
study of families of the elderly from a systemic view are very rare.
Many reports are to be found in the literature on elderly families
covering a very broad range of problematic areas. A few of those
reports are briefly discussed. Field, Minkler, Falk, and Leino (1993),
in a longitudinal study involving 62 subjects aged 74 to 93 years,
found that subjects in better health had greater amounts of contact
with family than did those in poorer health. And an Indian study
involving 720 retired men found that life satisfaction was derived
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from activities associated with their occupation, hobbies, friends,
and voluntary organizations (Mishra, 1992). Religious and household
activities and interaction with family members and neighbors had
no such impact on life satisfaction.

These two studies are presented to show that the centrality of the
family in the well-being of the elderly, especially among the healthy,
is not an incontrovertible truth. Nevertheless, there is evidence that
support of the family member is often crucial for the well-being of the
elderly. Shanas (1979) reported that among the housebound non-
institutionalized elderly, the spouse was often the only source of
support. In a later study, she found that as people were living longer,
the burden of caregiving was being assumed to an increasing degree
by children and grandchildren (Shanas, 1984). Greene (1989) com-
mented on the phenomenon of the rising number of multigenera-
tional families, and three- and four-generation families were no
longer uncommon. Sudden health problems in the older members
created a bewildering effect on the entire family system. Children
and grandchildren often found themselves involved in complex and
highly stressful family situations.

Another point is that elderly persons for the most part live alone
or with spouses. In order to comprehend the nature and extent of
marital and family conflict, it is necessary to examine the family and
couples therapy literature pertaining to this population. One major
problem with this body of literature is that much of it is nonempiri-
cal. Two themes emerge: (1) Marital and family problems do not
necessarily diminish with age, and (2) illness and disability in a
spouse are not uncommon causes for exacerbation of marital conflict.
Another obvious observation is that if a couple has lived in a state of
conflict throughout their marriage, attaining senior status does noth-
ing to alter the relationship.

To return to the first theme—that marital difficulties do not de-
crease in old age—Ruskin (1985) reported on 67 patients over the age
of 60 who were referred to the gerontopsychiatric service of a teach-
ing hospital. Twenty-five percent were faced with family problems
and family therapy was the treatment of choice. In another study, 20
hypochondriacal patients over the age of 60 were grouped into pri-
mary and secondary hypochondriasis. Four patients were in the for-
mer group and benefitted little from treatment. In the latter group,
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family therapy along with other interventions were offered. The point
to note is that family problems were endemic in this selected group
of patients (Goldstein & Birnbaum, 1976).

A recent report by Meunier (1994) suggests that the most com-
mon cause for marital therapy for elderly couples is illness of a
spouse. Another common reason is one member grows while the
other remains entrenched. The conclusion to be drawn is that any
major change in the pattern of living, which has evolved over a very
long period of time, puts marriage under strain. In a study of 900
respondents between the ages of 65 and 94, married women had the
poorest health and were found to be most vulnerable to stress (Pres-
ton & Dellasega, 1990). Subjects were divided into the following
categories: Those with (1) poor health and low stress; (2) poor health
and high stress; (3) good health and low stress; and (4) good health
and high stress. For our purposes, the point is that the burden of
coping with a sick partner often falls on the wives. This is especially
evident in the caregiving literature, which falls outside the scope of
this chapter.

Beckham and Giordano (1986) observed the problems associated
with offering marital therapy to couples when one partner is im-
paired by disease or disability. They found that preexisting marital
difficulties, reluctance to admit difficulty in coping, compounded by
low income were major barriers to marital therapy. This paper helps
explain, at least in part, the vulnerability of the caregiver to stress
due to failure to accept help.

Self-referral for marital conflict among the aged remains prob-
lematic (Mosher, 1993). Only 11% in a group of 298 elderly clients of
a community mental center were self-referred. Professional assess-
ment of these cases revealed that a vast majority of community resi-
dents either had depression and/or family conflicts. In addition, the
task of diagnosing family conflict was primarily carried out by social
workers, as few referrals for marital problems were made by physi-
cians (Mosher, 1993). A Russian study involving 120 psychiatrically
impaired subjects between the ages of 47 and 73 years found that all
subjects had family conflicts (Danilov & Selivra, 1990).

One study investigated the family functioning of nine patients
aged 65 and over attending a pain clinic and their spouses (R. Roy,
unpublished data). One year was needed to obtain this small sample
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of elderly persons at the pain clinic. The Family Adaptability and
Cohesion Evaluation Scale (FACES III) was used to assess family
function. On the Family Adaptability Scale, which measures a fam-
ily’s capacity to adapt to altered life situations brought on by illness
and other factors, only one couple was found to be functioning in the
effective or “flexible” range. Three couples showed almost total fail-
ure to adapt and the rest showed varying levels of difficulty in adap-
ting to altered situations. Couples revealed a remarkable degree of
agreement on their difficulty to adapt to change.

On Family Cohesion, which purports to measure emotional bond-
ing between family members, three couples were connected, four
were disengaged, one enmeshed, and one presented a mixed picture
of being disengaged and separated. Two thirds of this group reported
some level of difficulty in the domain of emotional support. Again,
the couples reported a very high level of agreement on Family Cohe-
sion. A word of caution is necessary. This was only a pilot study.
The hope was to mount a controlled study at a later date. That proved
impossible, as the annual rate of inception of elderly patients at the
pain clinic remained extremely low.

However, there are some contrary data. Bishop, Epstein, Keitner,
Miller, and Srinivasan (1986) investigated family functioning of vic-
tims of stroke in elderly subjects, mean age 65 years, 1 year after the
stroke. They found that family function as measured by Family As-
sessment Devise (FAD) was mainly unaffected by stroke. The subjects
were carefully selected on the basis of their capacity to attend an
outpatient rehabilitation program. This may suggest that this group of
patients was not seriously damaged by the stroke.

The literature on marital and family therapy with the elderly is
also revealing in terms of the sheer variety of interpersonal problems
and the innovations in adapting these therapies to the elderly. How-
ever, outcome studies for family and marital therapies are nonexist-
ent with this population. The volume of clinical literature on the
application of family therapy with the elderly is substantial. Only
a brief summary of that literature is discussed. In the recent past,
conjoint therapy (LaWall, 1981), community intervention (Garrison &
Howe, 1976), group treatment for well spouses (Beaulieu & Kar-
pinsky, 1981), crisis intervention with elderly couples (Getzel, 1982),
an ecological approach dealing with the transitional tasks (Lee, 1989),
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and many more approaches have come under the scrutiny of family
therapists in their work with the elderly.

In more recent times, family therapy for elderly patients with
dementia (Goldstein, 1990; Huckle, 1994), those at risk for psychiatric
disorders in a general practice in the United Kingdom (Carpenter,
1994), to resolve conflicts with family members (Virtanen, 1993), for
depression (Molinari, 1991; Woods, 1993), to deal with alcoholism
(Amodeo, 1990), and other related topics have been reported. It
should be noted that outcome of family therapy with the elderly
medically ill, as with all medically ill irrespective of age, remains a
neglected field (Roy & Frankel, 1995). Clinical applications of this
therapy with young and old alike are voluminous (Roy, 1989, 1990,
1995).

Reasons for this oversight are many and complex. The biomedi-
cal orientation of medicine in general is certainly a major contribu-
tory factor. In relation to the elderly, ageism or age discrimination
cannot be ignored. This has been demonstrated with increasing vigor
in the literature dealing with the absence of psychological interven-
tions with the elderly chronic pain patients (Sorkin & Turk, 1995).
Resistance on the part of the professionals to use family therapy for
older adults has also been noted (Gilleard, Lieberman, & Feeler, 1992).
They surveyed 15 physicians, 15 nurses, and 10 social workers to
discover that “there was a mixture of ignorance about the service
(family therapy) in particular and the approach in general, as well as
some reservations concerning the potential for change in the families
of older adults (p. 415).

Carpenter’s (1994) study, based in England, is of some impor-
tance as it tried to investigate the patterns of referral of elderly pa-
tients deemed to be at some psychiatric risk. Fifty-four referrals over
a period of 3 years were investigated. Results showed that 30% of
the referrals mentioned marital or family problems. Family issues
remained the focus of intervention in 40% of these cases. Only 9%
qualified for conjoint sessions as a primary means of therapy. Carpen-
ter buttressed his plea for a family orientation by discussing cases to
show the importance of family systems ideas both in understanding
and treating them.

A Finnish report strongly recommended incorporation of family
assessment into routine gerontopsychiatric interviews (Virtanen,
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1993). Interactional problems between family members were found to
be common. The goal of family therapy, in this approach, was to help
the family accept one’s own and the family’s life cycle issues rather
than concrete changes in the future (Virtanen, 1993).

The final report is another British study in a general practice
setting that reviewed 104 referrals for family therapy (Graham, Se-
nior, Dukes, & Lazarus, 1993). Clients showed a high rate of accep-
tance for this treatment. Several cases were presented to show the
beneficial effects of family therapy for all age groups (Graham et al.,
1993).

The gap in our knowledge about family issues in the elderly
chronic pain population is nothing short of embarrassing. And yet
common sense dictates that family issues cannot and indeed do not
vaporize in old age. This observation received considerable support
in a comprehensive review of research literature (discussed in the
next section) on the benefits of family support for elderly chronically
ill persons (Kriegsman, Penninx, & van Eijk, 1995). They concluded
that active involvement of close family members and discussion of
marital difficulties had a positive influence on an elderly patient’s
mental and physical health. A family-oriented approach in counsel-
ing elderly patients with chronic diseases could also have a positive
impact on the process of rehabilitation. This very important review
paper will be discussed in some detail in the following section. The
limited clinical and anecdotal information we have on the elderly
chronic pain patient, supported by literature on other groups of el-
derly persons and their families, clearly calls for more attention to
family issues and conflicts.

SOCIAL SUPPORT

Social and interpersonal environments not only exert a profound
influence on a person’s mental health, but also have considerable
significance for physical health (Hinkle, 1961). Even earlier, Hinkle
and Wolfe (1957) observed that one’s satisfaction with life was in
considerable measure dependent on strong and stable family ties. In
more recent years this theoretical proposition has obtained much em-
pirical respectability. A plethora of research has purported to show
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that availability of social support serves a clear function in moderat-
ing the effects of a variety of disorders. At a more general level, social
support is now generally accepted as a critical area of investigation in
the overall social environment of the patient.

Social support in old age has been long recognized as an impor-
tant variable in the well-being of that population. Several studies
showed that social support has a moderating effect on depression in
the elderly (Oppegard et al., 1984; Pahkala, 1990; Woo, Ho, Lau, Yuen,
et al., 1994). However, the evidence is more complex than suggested.
One study found that social support among other factors was more
critical in influencing depression in younger adults, while poor phys-
ical health exerted far greater influence on depression in the elderly
(McNeil & Harsany, 1989). Another study reported that loneliness in
a group of elderly was far more a function of physical impairment, a
lack of confidantes, low morale, and low life satisfaction. The quality
of a confiding relationship proved to be of much greater value than
the quantity of social support (Mellor & Edelman, 1988). Another
rather contradictory finding was that among the elderly, women,
whites, those living alone, and those with low education and greater
strain were also likely to receive more social support, although they
tended to have smaller sources of support (Arling, 1987). This study
is especially important as it shows that a group most in need of social
support is also very vulnerable.

Our focus will be on the relationship of social support and its
moderating influence on chronic pain. There are only a handful of
reports on the influence of social support on chronic pain (Cook &
Thomas, 1994; Gaston-Johansson et al., 1990; Goldberg et al., 1993;
Helme, Gibson, & Farrell, 1996; Jamison & Virts, 1990; Weickgenant et
al., 1993; Weir, Browne, Tunks, & Gafni, 1992). Only two of these
papers (Helme et al. and Cook & Thomas) were concerned with the
elderly.

Cook and Thomas (1994) investigated the role of social support
in a group of 112 community-dwelling elderly persons. Forty-two
percent of these individuals reported chronic pain. Although the
pain group reported more health problems than the nonpain subjects,
there was no difference between the two groups on the mean score on
perceived social support. However, the pain group had significantly
more hassles in their daily lives. Cook and Thomas hypothesized that
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among other variables, the pain group had less effective social sup-
port, which enhanced their vulnerability to pain and heightened
level of stress.

Helme et al. (1996) explored the influence of social support on
the chronic pain experience in an elderly population in Australia.
The sample consisted of 214 consecutive patients (mean age 73.7
years) attending a geriatric pain management clinic. Their findings
were complex and contradictory. They found that increased utiliza-
tion of social and support services such as home help, meals on
wheels, and so on, was associated with increased anxiety, depres-
sion, and functional impairment. Conversely, social support while
having a moderating effect on depression through a greater sense of
control, was also associated with greater pain. Social support was
seen as more desirable, as it moderated the negative effects of chronic
pain, but social services were seen as somewhat counterproductive
for chronic pain. They did not offer any explanation for this intrigu-
ing finding. Of note was that community services and social support
accounted for only 5% of the variance, thus revealing their very
limited effect.

To further appreciate the complexity surrounding the question of
the value of social support, Taal, Rasker, Seydel, and Wiegman (1993),
in a group of 86 patients with rheumatoid arthritis (mean age 60
years), found that while emotional social support did not influence
self-efficacy, “instrumental” support was positively related to health
status. This finding is somewhat contradictory to Helme’s study re-
ported in the previous paragraph.

In general terms, these reports taken together support the propo-
sition that social support exerts a positive influence in moderating
the ill effects of chronic pain. This, however, is not a universal fact.
Several studies question the unequivocal benefit of social support,
again in studies with younger chronic pain populations. Two studies
have failed to find any direct beneficial or buffering of chronic pain
conditions by social support (Bradley et al., 1992; Faucett & Levine,
1991). These studies involved rather divergent pain populations.

There is another body of literature that reveals rather mixed
results. We shall summarize the key findings of a major review of
the research literature on family support and chronic illness (Kriegs-
man et al., 1995). The part of the review that has direct relevance for
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this chapter is the role of family support for patients suffering from
rheumatoid arthritis and osteoarthritis. Findings are mixed at best.
One study confirmed the hypothesis that social support could exert a
buffering effect (Weinberger, Tierney, Boober, & Hiner, 1990). Lower
levels of physical functioning were associated with lower levels of
tangible support as well as support directed at improving self-esteem
in a group of patients with osteoarthritis. In another study, Wein-
berger, Hiner, and Tierney (1987) showed that married osteoarthritic
patients had less physical disability compared to single patients.
However, in a 15-month follow-up study of patients with physical
disability, Fitzpatrick, Newman, Lamb, and Shipley (1988) found no
such association. This study received further support in a study of
patients with rheumatoid arthritis that failed to establish any rela-
tionship between quality of social support and physical functioning
(Goodenow, Reisine, & Grady, 1990). The reviewers concluded that
the part played by social support in the process of disease develop-
ment remained unclear. They recognized that the review was con-
fined to only one source of support. Nevertheless, these contradictory
findings demand more and better-designed investigations.

SUMMARY

This chapter has considered the broader social context of a
chronic pain sufferer. Incorporation of these aspects of a patient’s life
paint a more complex and yet a more realistic portrait of the patient’s
predicament. Family issues, life events, and social support are only
some of the elements in a patient’s environment. Some of the very
critical issues such as a patient’s financial situation, leisure activities,
living conditions, and so on, however, are still excluded from our
consideration.

In previous studies, we have examined pain in a healthy group of
elderly persons (Roy & Thomas, 1987, 1988). We drew our subjects
from a social organization that provided all variety of activities, from
swimming and aerobics to cards and chess. Many subjects in this
group lived with chronic and at times severe pain. Yet, they were a
highly functional group almost totally devoid of depression. We con-
cluded that belonging to a social organization that gave them a sense
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of belonging, friendships, and meaningful activities enabled this
group of elderly people to function at a very high level.

The preoccupation in the scientific literature is, as it must be,
to establish either etiologic significance of family factors and life
events or the buffering power of social support. ]n clinical practice,
however, these issues are clearly important. If a person has experi-
enced recent negative life events, is faced with serious family con-
flict, or has little in the way of social support, it is reasonable to
assume that these circumstances are more than likely to have a nega-
tive influence on the patient’s well-being. In short, for the clinician to
have an adequate understanding of the patient behind the pain, these
issues must be explored. There is the added risk with the elderly that
these factors will be overlooked.



CHAPTER 11
Epilogue

In this volume, we undertook the challenge of reporting chronic pain
across primarily the adult human lifespan. Infancy, childhood, and
for the most part adolescent phases were only minimally touched on.
So, in reality, the volume is primarily concerned with chronic pain
during adulthood. In this chapter, we will indulge in some personal
reflections, focusing on some of our salient observations and consid-
ering their clinical importance.

First, chronic pain in one form or another appears to be ubiqui-
tous throughout the entire lifespan. Study after study attests to that
fact. Whereas traditionally pain has been seen as a natural accom-
paniment of old age, many studies now have confirmed the common
presence of pain complaints in virtually every age group. In fact, the
Nuprin Report (Sternbach, 1986) did a great service by confirming
that other than joint pain, which was more common in the elderly,
younger people had more pain complaints than the elderly. Our own
research with the college student population has shown that pain
symptoms are experienced by a vast number of them. The middle
years are often seen as the beginning of chronic pain problems. Per-
haps this view needs to be modified in light of established and still
emerging information about the presence of chronic pain problems in
younger age groups.

Life stage issues have a rather complex way of complicating pain
experiences. Apart from the fact that certain painful diseases are age-
specific, life events as well as family and larger social factors appear
to be just as relevant to the pain experience as the life stage of our
patients. The experiences of life, from entering early adulthood,
which could mean leaving home and the familiar environments like
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high school, to enter the stressful environs of a university with all that
itimplies, to the isolation of the sick elderly and the reality of serious
life changes, conspire to influence the pain experience in rather un-
predictable ways.

We have argued that the literature has somewhat narrowly fo-
cused on the etiologic significance of a phenomenon such as life
events, and the verdict is yet to be delivered. While that line of inves-
tigation is critical, the social and psychological impact of such
changes in coping with an ongoing chronic pain problem may be of
great clinical import. It is not an uncommon experience for many
pain clinicians to have a patient lose her or his job or go through a
divorce or experience the death of a parent. Common sense suggests
that any of these experiences may influence the pain experience and/
or the pain behavior of the patient. Our point is that stresses and
strains associated with specific life stage must be recognized in order
to properly assess the pain issues. The question is the extent to which
clinicians are consciously aware of these issues and have developed
ways of addressing them.

The role of the family to help or hinder in the treatment of our
patients is another area of much importance. While esoteric debate
takes place in the learned journals about the pros and cons of family
support, the fact is that there is overwhelming evidence to show that
family support can be of monumental value to the patient. As clini-
cians we try to usurp this support to the benefit of the patient and
the family. In spite of the rapid decline in nuclear families in North
America, the family as a central source of support continues to be
critical when addressing chronic pain.

Again, age-specific family issues in relation to chronic pain are
relevant. For an elderly pain patient, who is solely reliant on an
aged partner, the issues are fundamentally different than those of a
middle-aged patient who has abrogated all parental and spousal
roles, thus placing the entire family system under great strain. Both
families could be at risk. In relation to the young adult, we found pain
to be a common experience for family members. We also noted the
complex issues surrounding the sharing of pain sites between parents
and children. The implications are not altogether clear. At the level of
speculation, modeling may be the operating phenomena. In any
event, that pain is a family matter for many young persons deserves
greater attention from researchers and clinicians alike.
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Family issues have the potential of enormous variation at differ-
ent life stages. First, it is important to acknowledge that much of the
family research is confined to the middle-aged pain clinic popula-
tion. The weight of the evidence points in the direction of a multi-
tude of problems in these families. Such data are virtually absent for
all other age groups. However, even common sense dictates that an
elderly couple is unlikely to be confronted with the same problem as
middle-aged patients. For the elderly, lack of family and social sup-
port may be far more urgent than in the midlife group. Yet, it must be
acknowledged, albeit based on limited data, that family and couples
problems in the pain population among the elderly are often somber
and require intervention. In our own investigations, we found ex-
traordinary levels of family dysfunction among college students with
or without pain. This may suggest that parents of these children are
entering midlife and may be especially vulnerable.

We came to the conclusion that much of the so-called nonclinical
pain is to be found in all age groups. Perhaps, it is a misnomer to call
these pain conditions nonclinical on the grounds that on close scru-
tiny we found evidence of suffering and perhaps undermanagement
of pain in these individuals. This was especially evident at the two
ends of the adulthood lifespan. Young adults and the elderly, in our
estimation, sometimes fall prey to being overlooked or the serious-
ness of their pain underestimated. In our own research with both
groups, we were constantly astonished to find subsamples of uni-
versity students who frequently reported pain (which would fall into
the category of chronic pain according to IASP definition), and who
had the benefit of mostly nonnarcotic analgesics. This group was
totally unaware of pain clinics, and their care providers did not see fit
to refer them either to medical specialists or to the pain clinics. The
elderly and the young adult seemed to share another rather unex-
pected attitude. Certain kinds of pains were accepted by both as
“normal” for their age groups: joint pain and pain in general for the
elderly, and cramps, stomach pain, headaches, and even back pain for
the young adults.

Two points are noteworthy. First, that variability in health status
is perhaps at its maximum with the elderly. Healthy 80 plus persons
abound in our society, whereas many do not survive to enjoy their
80th birthday, and still many others live with chronic and debilitat-
ing disorders. In other words, it is somewhat misleading to generalize
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about the health of the elderly population. The second point pertains
to young adults. These individuals are generally in the prime of their
health, and it stands to reason that they may be inclined to overlook
their aches and pains or underestimate their seriousness, which may
also be the case with their health care professionals.

It may be instructive to explore the clinical implications for the
attitudes of both groups. The fact that the elderly tend to normalize
their pain is well established. Caregivers also minimize or normalize
pain in the elderly. Ageism remains a fact of life. This adds urgency
to the need to recognize and treat pain in the elderly with the same
combination of physical and psychological therapies available to the
pain clinic population.

The proposition is somewhat more complex with the young
adults. Our research pointed up that university students, despite
chronic pain, remain more or less functional in their educational
pursuit. They give little in the way of outward signs of pain and
suffering. They may tend to underplay their aches and pain when
visiting their family physicians, and this mitigates against an ade-
quate diagnostic workup. What proportion of these young pain suf-
ferers assume chronic pain status is not well established. Neverthe-
less, certain kinds of pain, such as headaches, tend to persist well
into the middle years and beyond. Is it conceivable that if young
patients are taught proper methods of self-management that comple-
ments analgesic treatment, that some may avoid falling prey to
chronic pain? Again, the answer is largely unknown.

The question of psychopathology and chronic pain as it relates to
different life stages merits attention. With the middle-aged pain clinic
population, depression has emerged as a relatively common clinical
condition. The debate about the nature of this depression, while
continuing, seems to be moving in the direction of consensus. While
depression is an inherent part of chronic pain for some, for others the
depression is dysthymic, and for still others depression is a comorbid
condition. Nevertheless, depression of one kind or another is a com-
mon finding in the middle-aged chronic pain population. Other psy-
chiatric disorders in this age group of pain patients have not been
investigated to the same level of scrutiny as depression. The inci-
dence and prevalence of somatoform disorders in this population,
for instance, are not as well researched as is depression.
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With our extensive work on pain in college students, psycho-
pathology in general and depression in particular were far less pro-
nounced than in the pain clinic population. Reasons for this finding
were far from self-evident. It may be reasonable to assume that uni-
versity students are a well-functioning group or that those who par-
ticipated in our studies were less likely to evidence depression and
other kinds of psychiatric disorders. Yet, we did find evidence of
depression in individuals in our samples of students, many of whom
were untreated either for pain or depression. In one study in particu-
lar, which investigated association between childhood abuse and
chronic pain, we found several individuals with varying degrees of
psychopathology.

The problem of psychopathology and chronic pain in the elderly
population is particularly thorny. While depression and somatoform
disorders are not uncommon in the elderly, they are not as readily
recognized as in their younger counterparts. The reasons are complex
for this state of affairs. One plausible and practical explanation is
that most pain conditions in the elderly are associated with well-
known medical conditions and for that reason psychiatric diagnosis
is not as readily invoked as with individuals from pain clinic popula-
tions for whom medical diagnosis often is a question mark.

Another plausible reason is that both pain and depression tend to
be viewed as normally occurring phenomena in the elderly. Depres-
sion as a result of many losses is seen as a “normal” reaction by
practitioners and patients alike. So is pain. Old age simply means
having to live with one or more painful chronic conditions. In these
circumstances, pain is viewed as very much an issue of life stage and
loses some of the social arguments for active treatment. Fortunately,
given the interest in this topic in the scientific literature, some of
the stereotypical perspectives are losing ground, and the hope is that
the elderly chronic pain sufferer will receive the same kind of atten-
tion as the younger pain clinic patients.

We have tentative evidence that social support in the way of
social and recreational facilities tend to keep elderly chronic pain
suffers healthy. In fact, our own studies revealed an astonishing fact
that elderly persons involved in active community and recreational
activities viewed themselves as “healthy” despite the presence of
chronic pain problems. Some of the distress associated with life
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transitions in old age, such as loss of loved ones, loss of health, and
social isolation, were substantially buffered by their involvement in
meaningful friendships and activities.

In relation to young adults, we strongly advocate establishment
of health-oriented clinics in universities and colleges to provide
courses in self-management of chronic pain problems in students.
Pain problems, indeed, of a chronic nature, abound in this popula-
tion. We concluded from our research that this population was not
gaining from the mounting knowledge about psychological approaches
to pain management. By and large, students were only treated symp-
tomatically with analgesics. Active intervention with this group may
have the potential of preventing long-term chronicity.

In relation to the middle-aged patients who crowd our pain
clinics, the issue of life transition could be central in our efforts to
appreciate the social, psychological, and familial elements that could
be shaping their responses to chronic pain. Life events associated
with mid-life are many and varied, and these events have the capacity
of generating high levels of stress, and indeed there is tentative evi-
dence to suggest an association between negative life events and the
onset of chronic pain disorders.

For the pain clinic population, which is mostly middle-aged, life
transition issues are critical to the overall understanding of the pa-
tient. This phase, as described earlier, is widely recognized as prob-
ably just as troublesome as adolescence. The central feature of the
mid-life transition is the preparation for entering old age and a re-
definition of one’s identity. The point of concern is how the altered
perception of oneself combined with considerable change in the
social environment of a middle-aged patient influences his or her
response to the emergence of a chronic pain problem and what moti-
vates him or her to seek some kind of accommodation to cope with
this new reality.

Finally, we want to reiterate our general belief that by adding the
dimension of the life stage of the patient, we broaden the base of our
understanding of the patient. At the risk of repeating, life events are
closely allied with life stages and we are just beginning to fully
appreciate the significance of life events. Our attitudes and outlooks
are also products, to some extent, of our life stage. Without an under-
standing of these attitudes, we could not begin to explain the appar-
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ent apathy on the part of many elderly to their pain conditions or the
unwillingness to accept a benign pain condition by a middle-aged or
a younger patient. Seemingly, pain and disability for a younger pa-
tient carries greater potential losses than for an elderly person. Life
transition theories provide us with the analytical tool to analyze these
problems.

What we have proposed in this volume is that a certain level of
awareness of life transition issues combined with an appreciation of
social and family factors can only improve the quality of care of our
patients. This is a laudable goal in itself. In reviewing the pain litera-
ture across the lifespan from late adolescence to the oldest-old in the
elderly, there are some additional observations that can be enter-
tained that would be less evident in looking at and working with
specific age cohorts only. If one takes the theoretical position that
pain has at least three components, then an understanding of pain
necessitates analysis of all three as well as the interaction among
them. First, there is a biological basis of etiology for pain, ranging
from genetic vulnerability, to a neurochemical basis to a specific
disease or injury. Second, there is an individual psychological com-
ponent to pain composed of factors ranging from perception, cogni-
tive appraisal, affective context, and past experience to the presence
of psychopathology. Last, there are social variables that impact on
pain behaviors ranging from environmental contingencies to pain,
family context including modeling of pain behaviors, to life events
and transition between life stages.

Taking this three-component perspective allows the observation
that the most common pain complaints in childhood and adoles-
cence (which are headache and recurrent abdominal pain) tend to-
ward explanations that are more biological and social. On the one
hand, the pain literature focuses on explanations that are biological,
with an emphasis on medical symptoms and precise diagnosis, with
an accompanying supposedly identified biological etiology. Alone,
this biological approach has not provided very practical predictive
information and explanation. Treatment as well is aimed primarily at
symptom relief. The social explanations have investigated princi-
pally factors such as secondary gain from familial attention and dys-
functional family environments. Again, the social approach alone
has not produced consistent relief for high headache and stomach
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pain frequencies or severity. The psychological component for these
common pains in childhood and adolescence has been minimally
researched. This likely is related to two issues. One is that there are
serious methodological difficulties in collecting reliable self-report
data (the primary source of psychological data) from children and
adolescents whose cognitive development is evolving; this is evi-
denced in that their chronological age is not closely matched to their
mental age along multiple dimensions. Thus, only external social
observation and medical laboratory information of basic biological
data are reliably available for this life stage. A second likely hypoth-
esis is that a further bias has developed implicitly among pain re-
searchers with this age cohort that these individuals are too young to
have developed stable psychological patterns of functioning that
can significantly influence the prevalence and course of common
chronic pains. Interestingly, there is no serious consideration of life
transition factors related to the prevalence of pain.

Once again, taking a three-component perspective (biological,
psychological, and social) allows different observations about expla-
nations for common pain complaints in young adults. For this age
cohort, the biological etiology component would appear to be mini-
mized in the pain research literature, as are the social explanations.
Rather, what limited research there is for this age cohort tends to
focus on psychological factors as explanatory for incidental pain
prevalences that are outside accidental injury or identified disease
course. However, our ongoing research investigations with this age
group have found repeatedly that the breadth of locations of pain
complaints as well as prevalence rates mirror and are remarkedly
predictive of common locations and frequencies for chronic pain in
middle age along a number of dimensions. Although the prevalence
of common pain complaints equals or actually exceeds the rates for
all other age cohorts, the severity of the reported pain as well as any
accompanying disability tends to be minimal in young adults.

The psychological factors at this point in cognitive development
are reliable, easy to assess through self-report, and provide direction
into the investigation of somatization disorders, hypercondriasis,
and other psychiatric conditions often found to be comorbid with
chronic pain. Thus, in our research with young adults, depression
and anxiety, although present in individuals with pain complaints,
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were not typically at the clinical levels found in middle-aged pain
clinic patients. From a long-term age perspective, the three compo-
nents appear to have shifted in their perceived relative importance in
the pain literature as to their relative explanatory power regarding
pain prevalence and pain behaviors. In the young adult age cohorts as
compared to the children and adolescents cohorts, biological labora-
tory data yield little discriminatory information about pain if not
related to injury or disease. In contrast, psychological and to a lesser
degree social factors provide the most practical information for diag-
nosis and treatment. Social information gathered is typically limited
to issues like parental health history. Again, there would appear to be
a missed opportunity theoretically by not looking at the life events
and life transition issues occurring systematically for this age cohort.

Continuing the three-component approach to better understand
pain, let us now turn to the life stage of middle age. It is during this
age interval that the different theoretical components seem most
balanced in their explanatory use in the pain literature. At this point
there is even investigation into life transition phenomena and their
possible impact via the mediating variable of stress. The literature
reviewed involving chronic pain in middle age focused primarily on
fibromyalgia. All areas of explanation are still being investigated in
this pain disorder because the diagnostical criteria are still being
established as to necessary versus sufficient conditions. Thus, biolog-
ical factors discussed in the literature range from neurochemical
abnormalities, genetic vulnerability via sex-specific prevalence rates,
to endocrine disorders. From the psychological component there are
studies in the literature that associate comorbidity of depression and
anxiety to prevalence as well as hypotheses that fibromyalgia is pri-
marily just a new classification of somatization disorder. As men-
tioned before, there is an active interest in the impact of stress on the
onset and course of fibromyalgia, which not only has implications for
prevalence but also for treatment programs designed for cure and/or
remission only.

In the area of social variables there is research into family factors
associated with prevalence as well as life transition features such as
changes in health status related to children leaving home, “mid-life
crisis,” and starting new careers. Some of the factors under investiga-
tion may be studied at more than one level, for example, menopause
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and its possible impact on painfulness to touch can be viewed as a
biological component or a social component (role change). Thus, in
the pain literature for the middle-aged cohort it would appear that the
widest range of theoretical approaches to understanding pain are all
under investigation and acknowledgment simultaneously and that
there are probably interactions taking place among factors.

We will now look at the elderly using the three-component anal-
ysis of explanation of pain prevalence and age cohort. Before review-
ing each theoretical component separately, there is a particular phe-
nomenon that needs to be considered in the elderly age cohort. This
consideration is that there is strong evidence both in our research and
in other studies to suggest that the experiencing of pain and the
reporting of pain are not synonymous in this age cohort for significant
numbers of individuals. From a biological perspective and the in-
creasing prevalence of specific diseases and disorders of physical
deterioration in various domains of functioning, the prevalence of
pain complaints is notably lower than expected. Furthermore, in our
research, the elderly as an age cohort reported fewer common pains
on a comparative (with the exception of joint pains) than all other age
cohorts. When this issue has been addressed by detailed interviews
in some of our research with the elderly, a typical finding has been
that a high proportion of the elderly indicate the presence of pain
but had not volunteered the information when filling out general
surveys. This suggests some type of response bias is likely operating
within this age cohort, distorting actual experiences of pain preva-
lence. With this important anomaly in mind, let us continue our
discussion of pain components in the elderly.

From the biological perspective there has been active investiga-
tion in the pain literature on a number of fronts. There is ongoing
interest in possible changes in pain sensitivities and thresholds as a
function of aging. There are numerous studies as well as our own
looking at the impact of mental and physical disorders such as de-
mentia and Alzheimer’s on the pain experience. In the psychological
aspects of pain relating to the elderly, there also has been increasing
research interest. In particular, our research as well as others have
looked at the comorbidity between pain and depression and its inter-
action with memory for pain with institutionalized elderly. If in-
deed there is a masking of pain in the elderly compared to other age
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cohorts, it may reflect social variables, such as differences in age
cohort expectations, as much as psychological factors, such as denial.
Again, social factors are of interest in research with the elderly,
since life transition theories often use the elderly as examples in
portraying the impact of pain as leading to an examination of issues
surrounding death and dying.

If we try to sum up our observations from our work with various
age groups as well as relate our experiences with the pain literature,
we can conclude that pain prevalence changes in relation to age
groups. In children and adolescence, the biological and social com-
ponents seem to dominate the research in looking for explanations
relating to prevalence. With the life transition to young adulthood,
there appears to be a shift in the pain research that minimizes biolog-
ical and social factors relative to the psychological component. Pro-
gressively, as the next life transition evolves into middle age, there
seems to be a broadening of the pain literature into a search for
explaining the prevalence of chronic pain using not only a biological,
psychological, and social perspective, but more investigations of in-
teractions as well. This is understandable given the concentration of
middle-aged individuals attending pain clinics. And as the life tran-
sition for many continues into. the elderly years, there is again a shift
in research focus toward biological explanations for pain prevalence,
with collateral interest in social factors with a minimizing of the
individual psychological component. This overview of course re-
flects very general observations drawn from our work both clinically
and as research investigators and can be shown to be inaccurate in
many specific instances. However, there are many self-evident as-
pects to this long-term analysis and speculation, so that even if it
is in serious error, it will hopefully be provocative and give impetus
to the development of a better overview.
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Abdominal pain: see Recurrent abdomi-
nal pain
Abuse, see also Childhood abuse
complaints of pain in young adults
and, 55-56
Academic competence, effect in stressful
events, 11-12
Adolescence, see also Juvenile rheuma-
toid arthritis
biological and social explanations for
pain complaints, 187-188
classification of life stages, 4-5
daily stress and frequent headaches, 16
diagnostic classification of migraine
headaches, 15-16
epidemiology of juvenile rheumatoid
arthritis, 26-28
further threat of emergence or presence
of chronic disease, 23—-24
headache frequencies, 15
headaches, 14
identity formation, 23
impact of chronic illness on family,
25-26
methodological shortcomings in
chronic illness research, 25-26
observations about human require-
ment, 24
pain prevalence rates, 16
prevalence of depression, 18
problems of social and cultural
changes, 6
psychoanalytic models, 25
sociorelational models, 25
Adulthood, classification of life stages,
4-5

225

Adults: see Young adults
Alcohol abuse, dependent parents as
predictors, 64
Alzheimer’s disease
memory impairment in elderly, 166
most prevalent form of dementia,
168
Analgesics, pain reporting of elderly,
144
Anorexia nervosa, preoccupation with
weight, 6
Anxiety, see also College students
and chronic pain in elderly, 162—
163
in university life, 62
Arthritis: see Juvenile rheumatoid ar-
thritis; Rheumatoid arthritis
Assessment Environment Question-
naire, measuring childhood
abuse, 79

Baby birth, life transition, 6
Back pain, chronic lower
impact
on children of chronic sufferer,
129-130
on spouse of sufferer, 131-132
middle age, 111
Beck Depression Inventory (BDI),
measuring depression in pain
literature, 66

Childhood
biological and social explanations
for pain complaints, 187-188
classification of life stages, 4-5
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Childhood (cont.)
headaches, 14
impact of chronic parental illness,
128-130
pain prevalence rates, 16
recurrent abdominal pain, 7-9
school adjustment and emotional
health of children of parents
with chronic pain, 129
Childhood abuse
Assessment Environment Question-
naire, 79
association with chronic pain in
college students, 78-80
complaints of pain in young adults
and, 55-56
Minnesota Multiphasic Personality
Inventory (MMPI), 79-80
Children: see Childhood
Chronic fatigue syndrome, relationship
between fibromyalgia and, 97
Chronic pain, see also Adolescence;
Elderly; Family functioning;
Middle age; Pain
and anxiety in elderly, 162-163
benefits of social support, 134-136
changing patterns of vulnerability
within life transitions, 85
common factor of change, 19
complexity of marital relationship
eluding researchers, 138-139
and depression in elderly, 159-161
epidemiology of juvenile rheuma-
toid arthritis, 2628
family as source of social support,
132-138
impact
on children of middle-aged suf-
ferer, 128-130
on family functioning, 123-132
on family of adolescent, 25-26
on health and well being of
spouse, 130-132
influence of social support for el-
derly, 183-186
International Association for the
Study of Pain (IASP) defini-
tion, 86
negative consequences of family
support, 136-138

Index

Chronic pain (cont.)

nonclinical pain in all age groups, 183
prevalence
changes in relation to age, 191
in elderly, 145, 155

psychological factors in elderly, 156—
157

psychopathology relating to life stages,
184-186

retirement and, 176

risk of lumping all conditions together,
127

role of dementia in elderly, 167-168

role of family in treatment, 182

role of memory impairment in elderly,
163-164

ubiquitous through lifespan, 181

variant of depressive disorders, 17-18

West Haven—Yale Multidimensional
Pain Inventory (WHYMPI) mea-
suring perception of support and
attention by spouse, 134

College students, see also Young adults

association between childhood abuse
and chronic pain, 78-80

Beck Depression Inventory (BDI), 66

differences between headache and no
headache pain groups, 77-78

drug abuse, 6364

Family Assessment Measure (FAM), 66

Family Environment Scale (FES), 71

family functioning investigation, 69

family-related stress issues, 61

family relations, college adjustment,
and chemical dependence, 64—
65

FES and FAM family functioning
scores, 72

gender differences in etiology and con-
sequences of drug abuse, 64

gender of parent and child, 76-77

headache sufferer study, 65-68

illness behavior measure, 68—70

individual profiles of abused subjects,
80

influence of family models on pain in
one or both parents, 73-77

intergenerational pain modeling, 76

investigating impact of pain on family
functioning, 71-73
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College students (cont.)

life events and social support litera-
ture, 62

literature review of pain and family is-
sues, 63—65

Minnesota Multiphasic Personality In-
ventory (MMPI), 79-80

parental alcoholism predictor of abuse
in young people, 64

perceptions of pain behaviors in fa-
thers versus mothers, 74-76

predicting headache versus no head-
ache groups using family func-
tioning measures, 78

predictive power of family functioning
with frequent sibling headaches,
73

psychopathology and depression, 185

relationship between pain in
nonclinical population and ef-
fect on family functioning, 71—
73

role of family in genesis of pain symp-
toms, 81-82

role of minor life events and onset of
minor infections, 62

role of social support as buffer to nega-
tive stress, 61-62

Visual Analog Scale (VAS), 66

Corporal punishment, see also Punish-

ment

as factor in pain reports in young
adults, 55-56

Dementia
American Psychiatric Association defi-
nition, 167
memory impairment in elderly, 166
role in chronic pain in elderly, 167~
168
Depression
association with pain perception in
children and adolescents, 17—
18
and chronic pain in elderly, 159-161
comorbidity between psychological
disturbance and fibromyalgia,
93-95
complex interactions of social and bio-
logical factors, 116-117
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Depression (cont.)
gender, pain, and depression in el-
derly, 161-162
independent of pain location, 18
life cycle stage and, 5
literature on pain and, 115-116
in midlife, 113-117
overestimation of, 116
and pain in elderly, 185
premorbid data limiting factor, 95
and psychopathology in college stu-
dents, 185
retirement and, 176
risk of spouses of chronic pain pa-
tients, 132
supportive spouses in mitigating,
134
Divorce
distribution of pain complaints, 52
life transition issue, 6
major role of midlife issue, 108
trigger factor for recurrent abdomi-
nal pain, 11
Drug abuse, students reporting addic-
tion problems, 63

Elderly

anxiety and chronic pain in, 162—
163

aging and reported pain association,
151-153

association of approaching death on
reported pain, 153

biological explanation for relation-
ship of chronic pain and de-
pression, 161

biological, psychological, and social
approach for pain prevalence,
190-191

case story illustrating family and so-
cial issues, 171-174

changes in prevalence of pain re-
porting with age, 151-153

chronic pain risk as result of acci-
dents, 143

cognitive functioning and impact
on pain prevalence, 169-170

cognitive impairment and pain in
institutionalized elderly,
165-166
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Elderly (cont.)

coping with chronic pain, 170

declining sensitivity of senses, 148—
149

demographic context, 145-147

depression and chronic pain, 159~
161

emotional and behavioral distur-
bances, 170

explanations for contradictions in
reported pain of young and
elderly adults, 151-152

family functioning using Family
Adaptability and Cohesion
Evaluation Scale (FACES),
180-181

family issues associated with
chronic pain patient, 178-
183

gender, pain, and depression in,
161-162

gender aspect of aging demograph-
ics, 146-147

high prevalence of chronic pain,
145, 155

hypochondriasis and delusional
disorders, 158-159

impact of medication on prevalence
of pain complaints, 144

impact of metabolic changes on
pain experience, 144

increased prevalence of specific dis-
eases, 145, 154

increasing in North America and
world populations, 146

independence of age and health sta-
tus, 143

influence of social support on
chronic pain, 183-186

laboratory study of pain thresholds
and perception, 149-150

marital and family therapy litera-
ture, 181-183

marital therapy for couples, 179-
180

medical literature focus on specific
diseases, 145

metabolic changes associated with
psychological disorders, 156—
157

Index

Elderly (cont.)

model for encoding memory differenti-
ating between memory decline
and dementia, 166

organic basis for most chronic pain, 156

overlooking or underestimating pain,
183-184

pain and fear of death association,
153-154

pain prevalence in, 147-148

pain severity and depression associa-
tion, 168—169

peer-modeling social learning approach
for pain reporting, 152-153

physical injury and pain relationship,
150

psychological explanations for rela-
tionship of chronic pain and de-
pression, 160

psychological factors in chronic pain,
156-157

psychopathology and chronic pain, 185

reporting differences for chronic pain,
154

risk between medication and acci-
dents, 143-144

role of dementia in chronic pain, 167—
168

role of memory impairment as chronic
pain factor, 163-164

seeking medical treatment for meaning
of pain symptoms, 144-145

sensory threshold for pain and preva-
lence in, 148-150

somatization disorder prevalence, 157—
158

transition to old age, 6-7

Environmental stress, contributing to re-

current abdominal pain, 7-8

Family, see also Spouses
center of child’s existence, 9
patterns of pain in young adults, 49-50
social support and chronic pain litera-
ture, 133-134
Family Adaptability and Cohesion Scale
(FACES)
couples version, 126
family functioning in elderly chronic
pain patients, 180-181
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Family Assessment Measure (FAM)
score of student and parents, 68
scores for university student headache
sufferers, 66—-68
subscales, 66
Family Environment Scale (FES), mea-
suring family functioning, 71
Family functioning, see also Chronic
pain
dysfunction in families and couples
with chronic pain, 125-126
Family Adaptability and Cohesion
Scale (FACES) assessment im-
pact of chronic pain, 126
impact of chronic pain on spouse, 130—
132
impact of middle-aged chronic pain
sufferers, 123-132
impact of recurrent abdominal pain ab-
sent, 14
intrafamilial expressiveness, 119
McMaster Model of Family Func-
tioning (MMFF) assessment of
case study, 121
middle age case study, 120-122
middle age chronic pain, 117-119
MMFF assessment of dimensions of,
125
relationship between family character-
istics and pediatric abdominal
pain, 124
role in genesis of pain symptoms, 81-82
role of family members in reinforcing
pain behaviors, 117-119
source of social support for chronic
pain sufferer, 132-138
study investigating family and marital
relationship and chronic pain,
124
translating to couple functioning for el-
derly, 178
Family intervention, effects of juvenile
rheumatoid arthritis, 36-39
Family issues, see also Life event issues
age-specific in relation to chronic pain,
182
case study of elderly chronic pain pa-
tient, 171-174
confronting elderly chronic pain pa-
tients, 178-183
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Family issues (cont.)
dysfunctional responses to pain,
18~19
and etiology of recurrent abdominal
pain, 12-13
role and function with juvenile
rheumatoid arthritis, 32-35
types of pain problems in families,
18-19
variation at different life stages, 183
Family support
effect on reported pain intensity,
135
juvenile rheumatoid arthritis, 35-36
negative consequences of, 136-138
studying beliefs and knowledge of
family members about
chronic pain patients, 135—
136
Family therapy, trend for treating
fibromyalgia, 100-101
Fibromyalgia
Center of Epidemiologic Studies—
Depression (CES-D), 94
changes in career and employment
status, 98
comorbidity between psychological
disturbance and, 93-95
definition and history of, 90-93
depression, 94-95
diagnosis and assessment of, 95-97
diagnostic challenges, 92-93
diagnostic criteria, 90-91
differentiation from rheumatoid ar-
thritis, 95-96
distinction between psychologically
based pain conditions and,
97
epidemiology of, 93
external influences on, 92
family therapy trend, 100-101
gate control theory, 87
learning theory and pain behaviors,
88
new directions in treatment of, 98—
101
pain mechanism theories, 86—-90
pain perception variability due to
neuroregulators in peripheral
and central neurons, 87
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Fibromyalgia (cont.}

poor sleep component, 92

premorbid data limiting factor in
depression study, 95

pressure-induced pain sensitivity,
91-92

pracess of living with, 98

psychological approach using hyp-
nosis, 99-100

psychological characteristics of,
96

psychological disturbances, 94

psychosomatic theory of pain, 89—
90

recommended treatment of, 99

relationship between chronic fa-
tigue syndrome and, 97

specificity model or stimulus-
response model of pain, 86

supportive physician toward psy-
chological stress, 99

symptoms as “psychogenic rheuma-
tism”, 92

treatment disturbing brain
neurochemistry, 87-88

Fibrositis, see also Fibromyalgia

inflammation of fibrous tissues in
persons with muscle ache,
91

Gender, pain and depression in el-
derly, 161-162

Headaches

diagnostic classification of migraine
headaches, 15-16

differences between headache and
no headache pain in young
adults, 77-78

differences in methods of subject
selection and defining crite-
ria, 14-15

gender variable, 16-17

impact on children of chronic suf-
ferer, 129-130

marital adjustment in headache and
no headache couples, 137—
138

migraine prevalence rates, 16

nonspecific type, 15

Index

Headaches {(cont.)
pattern of pain present by adolescence,
14
predictive power of family functioning
with frequent sibling headaches,
71-73
prevalence rates in children and ado-
lescents, 16
study of university students suffering
headaches, 65-68
Hypnosis, treatment of fibromyalgia, 99—
100
Hypochondriasis and delusional disor-
ders, prevalence in elderly, 158~
159

Infancy, classification of life stages, 4-5
Institutionalized elderly, see also Elderly
cognitive impairment and pain in,
165-166
International Association for the Study of
Pain (IASP), chronic pain defini-
tion, 86

Juvenile chronic arthritis, see also Juve-

nile rheumatoid arthritis

incidence and prevalence of, 28

Juvenile rheumatoid arthritis

capacity of parents to help, 33

case study, 29-31

contradictory findings for impact on
family, 32

emotional distress of mother and level
of child’s pain, 33

epidemiology of, 26-28

family and peer support, 35-36

family harmony, 33-34

family intervention, 36-39

family’s role and function and, 32-35

incidence and prevalence of, 27-28

intervention implications, 34-35

psychopathology and, 31-32

psychopathology and psychosocial
problems, 29

resistance to psychotherapy, 38-39

social stress contributing to psychiatric
morbidity, 31-32

social support and, 35-36

stress and coping factors of parents,
34
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Life event issues

abdominal pain, 9-12

and association with pain disorders in
middle-aged chronic pain pa-
tients, 175

awareness improving quality of care, 187
complicating pain experiences, 181-182

critical to understanding chronic pa-
tient, 186-187

and psychological health of elderly in
literature, 174-175

retirement in case study, 171-173

retirement issues, 176~177

social and psychological impact on
coping with chronic pain, 182

Life transition, see also Midlife transition

birth of baby, 6

childhood to adolescence, 4
classification of life stages, 4-5
marriage, 5-6

midlife transition, 5, 103-104
onset of middle age, 4

Marriage, see also Spouses

adjustment with continuous versus ep-

isodic pain, 118-119
challenges to marital stability inde-
pendent of age, 174
difficulties not decreasing with old
age, 179-180
discord common with chronic pain
sufferer, 126

impact of chronic pain on spouse, 130-

132

investigation of family and marital re-
lationships and chronic pain,
124-125

major life transition, 5-6

marital and personal happiness of re-
tirement-aged wives, 176-177

model of optimal marital interactions
regarding chronic pain, 137

relationship between marital adjust-
ment in headache and no head-
ache couples, 137-138

therapy for elderly couples, 179-180

McMaster Model of Family Functioning
(MMFF)

assessing dimensions of family func-
tioning with chronic pain, 125
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McMaster Model of Family Func-

tioning (MMFF) (cont.)
assessment of middle age case
study, 121

Memory

of childhood and adolescence in
young adults, 56
everyday painful events, 57
impairment as factor in chronic
pain in elderly, 163-164
impairment definitive feature of de-
mentia in elderly, 166
inability to accurately recall origi-
nal event, 57
influencing factor for prevalence of
pain reports in young adults,
56-58
model for differentiating between
memory decline and demen-
tia, 166
and suggestibility, 58
Middle age, see also Chronic pain;
Family functioning;
Fibromyalgia; Midlife transi-
tion; Spouses
biological, psychological, and social
perspective on pain com-
plaints, 189-190
case of chronic pain emergence and
disability in 42-year-old man,
111-113
chronic low-back pain patients, 111
chronic pain and the family, 124-128
chronic pain patients and family
functioning studies, 117-118
depression in, 113-117
emergence of health problems, 110
family as source of social support
for chronic pain sufferer,
132-138
family functioning of case study,
120-122
highest reported prevalence of
chronic pain, 85, 101
impact of chronic pain
on children, 128-130
on family functioning, 123-132
on spouse, 130-132
impact of mother’s death on mid-
dle-aged women, 114



232

Middle age (cont.)

life events and middle age chronic
pain patient, 110~111

life transition features and family
factors association with pain
prevalence, 189-190

literature on pain and depression,
115-116

marital adjustment with continuous
versus episodic pain, 118-119

midlife transition, 103-104

overestimation of depression, 116

phenomenon often in early 40s, 103

prevalence rate of depression, 113—
114

relationship between employment
status of women and depres-
sion, 114

role of family members in reinforc-
ing pain behaviors, 117-119

social and biological factors inter-
acting to engender depres-
sion, 116-117

study of risk factors for onset of de-
pression, 114-115

temporomandibular pain risk fac-
tors, 110-111

transition to, 7

Midlife transition, see also Middle age

changes in biological and psycho-
logical functioning, 105

depression in, 5, 113-117

effect of normally occurring life
events, 107-108

evolution of career, family, social
setting, and goals, 106

issues leading to crisis, 108~109

maladaptive patterns of behavior, 5

midlife as crisis lacking consensus, 108

model to study life stage issues, 5

predictors of men’s well-being at
midlife, 107

problematic time, 109

recognition of one’s mortality, 104

redefinition of one’s identity com-
bined with mortality, 104-105

sequence of generation perception
change, 105-106

theories of, 104-109

women'’s issues, 106—107

Index

Migraine headaches, see also Headaches
prevalence rates, 16
Minnesota Multiphasic Personality In-
ventory (MMPI), childhood
abuse, 79-80
Morbidity, males versus females, 6

Neurotransmitters, variability of pain
perception in fibromyalgia, 87

Old age, see aiso Elderly
classification of life stages, 4-5
transition to, 6-7

Pain, see also Chronic pain
behavior patterns in children, 19
individual experience dependent on
self-reports, 8889
life transitions in relation to, 20
operant conditioning model, 13-14
reinforcement of pain behavior, 13~14
requiring sensation interpretation by
individual, 89
roots of attitudes to, 19-20
Pain threshold, laboratory study of, 149—
150
Pain tolerance, relevant to pain reporting
in elderly, 150
Parental alcoholism, predictor of abuse
in young people, 64
Parental separation or divorce
life transition issues, 6
trigger factor for recurrent abdominal
pain, 11
Parental sympathy, distribution of pain
complaints in young adults, 52—
53
Pediatric recurrent abdominal pain: see
Recurrent abdominal pain
Peer support
buffering role for children in stressful
events, 11-12
with family support of juvenile rheu-
matoid arthritis, 35-36
Primary Forces Model, recurrent abdomi-
nal pain, 8-9
Psychological issues, headaches and
abdominal pain in pediatric
and adolescent populations,
17-18
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Psychotropic drugs, increased risk of in-
jury and pain in elderly, 143—
136
Punishment, see also Corporal punish-
ment
young adult questionnaire, 42

Recurrent abdominal pain
alternative methods of classification, 8
environmental stress, 7-8
family and etiology of, 12-13
heterogeneous syndrome, 8
life events and, 9-12
Primary Forces Model, 8—-9
reinforcement of pain behavior, 13-14
Remarriage and divorce, distribution of
pain complaints, 52
Retirement
depression and, 176
emotional significance of forced retire-
ment, 177
life event in case study, 171-174
pain and, 176
wives’ marital and personal happiness,
176-177
Rheumatoid arthritis, see also Juvenile
rheumatoid arthritis
differentiation between fibromyalgia
and, 95-96
supportive spouses and adaptive cop-
ing, 135

Separation, life transition issues, 6
Social support
buffering role for children in stressful
events, 11-12
influence on elderly chronic pain pa-
tients, 183—-186
Somatization disorder, prevalence in
younger and older women, 157—
158
Spouses, see also Family; Marriage
of chronic pain sufferer at risk for de-
pression, 132
impact of chronic pain sufferer on,
130-132
influences on chronic pain patient,
138-140
role in pain-reinforcing behavior, 136~
137
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Spouses (cont.)
social support for chronic pain suf-
ferer, 132-138
supportive spouse’s role in mitigat-
ing depression, 134
Stomach aches: see Recurrent abdomi-
nal pain
Suicide
increased risk for elderly with
chronic pain, 153
middle age case study, 111-113
Sympathy, distribution of pain com-
plaints, 52-54

Temporomandibular (TM]J) pain
impact on children of TM]J sufferer,
129-130
middle age, 110-111

Visual Analog Scale (VAS), measuring
pain intensity, 66

West Haven—Yale Multidimensional
Pain Inventory (WHYMPI),
measuring perception of sup-
port and attention by spouse,
134

Widowhood, life transition issues, 6

Young adults, see also College stu-

dents

advocating chronic pain self-
management and clinics for,
186

average ratings of pain severity by
pain location, 45

biological, psychological, and social
perspective on pain com-
plaints, 188-189

childhood abuse and pain com-

" plaints, 55-56

childhood illnesses and chronic
pain, 43

contextual factors influencing prev-
alence rates for pain location,
58

degree of genetic commonality be-
tween siblings, 53

distribution of reported pain loca-
tion in families, 50
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Young adults (cont.)
explanations
for contradictions in reported
pain of young and elderly
adults, 151152
for reported pain distributions,

50-52

family patterns of pain in, 49-50

illness behavior questionnaires, 45

important life transitions, 52

incidence of collateral pain behav-
iors, 43-45

inherited physical conditions, 51—
52

intermittent versus chronic pain, 43

learning theory for pain location
complaints, 51

memory as influencing factor in
prevalence of pain, 56-58

minimal disruption of daily func-
tioning, 59

nonclinical chronic pain com-
plaints, 41-43

Index

Young adults (cont.)

overlapping with adolescence and mid-
dle age, 41

overlooking or underestimating pain,
183-184

pain complaints within families, 60

parental physical punishment ques-
tionnaire, 42

parental sympathy, 52-53

parenting styles with high corporal
punishment as factor in pain re-
ports, 55-56

physical discipline during childhood, 55

prevalence by pain location, 46-49

psychological measures, 46

regression analyses of pain factors, 45—
47

reported sources of sympathy ratings
for pain locations, 54

student pain demographics, 44

sympathy and distribution of pain
complaints, 52-54

Youth: see Adolescence





